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Morning Huddle 
• Review schedule – any changes? 


 
 
 


• Who is doing what for patients? 
 
 
 


• Supplies/information needed and available? 
 
 
 


• Any follow-up necessary re: hospital discharges, labs, consultants? 
 
 
 


 
Mid-Day Huddle 


• How is it going? 
 
 
 


• Schedule changes? 
 
 
 


• Who needs help? 
 


 


 










CPC Action Period Call:  
Implementing a Patient and Family 


Advisory Council (PFAC) 
3/12/14 


Sara Bolton, MPH 







Agenda  
• Courtney Roman, NPWF - PFAC implementation 


to Drive Improvement 
• Practice Sharing: 


– Springfield Health Care Center, Inc. 
– Family Practice Associates of Southwest Ohio 
– Lawrence Wang, LLC 
– Springfield Center for Family Medicine 


• Upcoming Dates and Next Steps 
 







Partnering with Patients and Families 
in CPC Practices 


Courtney Roman  
Patient and Family  
Engagement Manager 


Ohio Regional Learning 
Collaborative  


March 12, 2014 







Trailblazers! 


Quote by: Ralph Waldo Emerson 
Photo source: http://www.thechadmichaelsproject.com/ 







Opportunities for Partnering 
with Patients and Families 
Work with patients and families to: 
 Identify existing challenges within the practice (e.g., phone call 


volume, wait times, medication refill process) and discuss solutions 
 Review and re-design existing care plan templates and work 


together on updates or revisions to best meet their needs (Milestone 
#6) 


 Assess and re-design or enhance patient self-management 
support programs (Milestone #2) 


 Select and/or develop shared decision-making tools and pilot 
implementation together (Milestone #7) 


 Develop/review the design, function, and uses of electronic patient 
portals (Milestone #9) 


 Identify barriers for accessing care (Milestone #3) 
Partnering with patients and families drives 


improvement across all of the CPC milestones and 
is a strategy for helping you to achieve all of those 
goals 
 


 
 
 
 
 







• Ohio: Launched PFAC in November 2013 
– Priorities—Care plans, spreading word to the 


community  
• Colorado: Launching PFAC in March 2014 


– Priorities—Communication and reviewing and re-
drafting educational materials  


• New Jersey: Launched PFAC in November 2013 
– Priorities—Shared decision-making tools and practice 


procedures/scheduling changes 
• New York: All 10 practices launched PFACs in 2013 


– Priorities—Conducting practice “walkabouts”  


Examples from CPC Regions  







Best Practices  
 Start before you’re ready 


 Work to move away from doing “to” or “for” but, instead, 
with  


 Spending time on recruitment is a worthwhile investment 


 Think long-term—patient and family advisors can help with 
setting agendas, recruitment, orienting  







For more information  
Contact me: 
 


Courtney Roman  
Patient and Family Engagement 
Manager 
croman@nationalpartnership.org 
202.986.2600 
 


Follow us: 
 
 
 
 
www.facebook.com/nationalpartnership 
www.twitter.com/npwf      
 


Find us: 
 
 
 
 


www.NationalPartnership.org 
www.CampaignforBetterCare.org  |  www.PaidSickDays.org   
 







Questions? 







Springfield Health Care Center, Inc. 


Debbie Cox, Office Manager 







PFAC Staffing 
• Staff involvement 


– Physicians rotate meetings 
– Care Coordinator 
– Nursing staff rotates meetings 
– Office Manager 


 







Recruitment Strategies 
– Followed guidelines provided in a document titled 


“Key Steps for Creating Patient & Family Advisory 
Councils in CPC Practices”, by the National Partnership 
for Women and Families 


– Physicians recommended participants 
– Selected 3 patients/family members for each of the 


three physicians 
– We used a patient / practice compact template 


provided by NPWF to describe roles & responsibilities 
– We used a confidentiality agreement template 


provided by NPWF 


 







Focus Area 
• We conducted a round-table at our initial 


meeting to identify potential focus areas 
important to the council. 


• We then included 3 key topics the practice 
wanted council involvement with – care plans, 
shared decision making, and communication. 


• Our top 5 topics were chosen from this master 
list. 







Council Details 
• Currently meeting every 4-6 weeks 
• Have had perfect attendance! 
• Have not determined if we will offer some type of 


compensation – hasn’t seemed necessary yet! 
• Agendas are driven by meeting 


activity/decisions/timelines 
 







Action Plan 
• We are just beginning our action plan(s), so do 


not have much feedback on that process yet.  We 
will share information as we begin our 
development. 


 







Lessons Learned 
• It was not as scary as we thought it would be! 
• The physicians did a very good job selecting 


candidates. 
• Keeping meetings on track is a bit of a challenge.  


Members are very excited to be participating and 
have a lot of opinions/ideas they want to share. 


• Staff involved is very humbled by the outpouring 
of enthusiasm & collaboration – just because the 
participants were given an opportunity to be 
partners. 







Next Steps 
• We are working with the council to develop our 


communications options, to share information 
with all patients in the practice, and give 
everyone the opportunity to share ideas and 
suggestions. 







Questions? 2 







Family Practice Associates of 
Southwest Ohio 


Debra Southard, RMA 
Practice Administrator 







Why we selected  
Patient Family Advisory Council (PFAC) 


• We felt it would provide better data 
 


• Allow interactive communication 
 


• Provide the ability to measure change and 
improvement from the same group of individuals 
over a period of time 







PFAC Staffing 2 
– One physician 


 
– Practice Administrator 


 
– Clinical team lead 


 
– Administrative Assistant for CPCI 


• Who also serves as our PFAC leader 







Recruitment Strategies 2 
– We recruited participants by first asking each doctor to 


provide a list of 5 patients each 
 


– We wanted a diverse group of participants which included; 
• Various age groups, ethnicity, gender and economic 


status 
• Different risk and education levels  
• Include those with active pediatric or elderly parents as 


patients 
• Balance of tech and non-tech Individuals 
• Newer patients and those with longevity in the practice 







Recruitment Strategies 3 
– Introduction of PFAC to patients included: 


•  Receiving a letter from the practice explaining  the 
purpose, involvement required and why we were 
inviting them specifically to participate 


 
• Follow-up call from PFAC lead was to: 


– Discuss & answer any questions they had 
– Ask them for a commitment to participate 







Focus Area 2 
• The office did not: 


– Limit our focus for our group 


 
• We felt all areas of the practice were important 


 
• Detailed practice surveys were mailed to each 


PFAC member a month prior to the first meeting 







Action Plan 2 
• After our surveys were returned the data helped 


our office create the first agenda 
 


• We shared data with our PFAC which included: 
– Survey results 
– What a PCMH is and our goals for PCMH 
– Vision for the practice future 
 


 







Council Details 2 
• Meeting agendas are created based on our 


CPCI/PCMH goals and where needed improvement 
 


• PFAC attendees include; 
– One physician lead, Practice Administrator 
– PFAC lead, Clinical staff lead 
– 6-8 patient PFAC members 


• We added one more member this year 
– Patient participation is voluntary and not compensated 


 







Lessons Learned 2 
• Advice to offices who want to implement PFAC 


– Set your objectives in advance 
– Have an internal meeting first before meeting with 


PFAC 
– Be open to the feedback you will get as patients can 


be brutally honest at times 
– Use the data you obtain to implement and measure 


change 
   







Lessons Learned 3 
• The PFAC has allowed the office to: 


– See care from the patient viewpoint and learned a great deal 
– Made changes based on input allowing the practice to 


influence care goals and outcomes 
–  Understand that all patients do not use or want to use 


technology to interact with their physician 
– Opened our insight to areas we felt we did well but needed 


to do much more 
– We now feel empowered by improvements made in year 1 







Next Steps 2 
• How will the PFAC be integrated into practice 


communications to patients? 
– This will be Incorporated into office brochures and 


website 
 
– Plan to share data and progress on website 


 







Questions? 3 







Lawrence P. Wang, MD 


Karen Werline, L.P.N 
Allison Boone, R.N. 


 







PFAC Staffing 3 
• Staff involvement 


– Office manager did the recruiting 
– Patients and caregivers were chosen as a team 


 
– Karen is the contact for the PFAC 







Recruitment Strategies 4 
– One on One 
– Letters sent out 
– Follow up phone call  
– During the recruitment we included a brief 


introduction to the purpose of the PFAC 







Focus Area 3 
• Identified needs to discuss 


– Appt. availability 
– Voice mail and call back time 
– Billing 
– One on one with the Dr. 
– Wait time 
– Check in and check out 
– Introduction to Community Care 


 
 
 







Council Details 3 
• Role of the patients and staff discussed 
• Discuss why we are doing the meeting 
• Agendas created before hand by the Dr. and staff 
• Our whole staff attends the meeting 
• Questions and Answers 
• We chose to have the meetings at Panera over 


bagels… 
 







Action Plan 4 
• Renewed importance of communication, i.e. 


inform patients if we are running more than 45 
minutes behind schedule 


• Initiate patient portal 
• Optimize our phone system with after hour 


access- patients oriented at office visit to phone 
system 







Lessons Learned 4 
• Don’t be afraid 
• It was very rewarding 
• Patients loved being involved and having the 


chance to be heard 
 







Next Steps 4 
• We will continue to communicate with the 


patients that their opinion is important. 
• Hospital follow ups 
• High Risk Phone Calls 
• Meaningful Use 
• Ongoing Advisory Councils 
• One on one Dr. office visits and phone calls 


 







Questions? 4 







Springfield Center for Family 
Medicine, Inc. 


Cindy Brewer, Practice Manager 
Tina Wildermuth, PFAC Coordinator 







PFAC Staffing 5 
• Staff involvement 


– Who did the recruiting?  Tina Wildermuth PFAC 
Coordinator. Tina is also part of our billing staff. 


– Who is the point or champion for this activity? Tina 
Wildermuth  and myself the practice manager.  







Recruitment Strategies 5 
– How did you recruit participants? Ran Reports to get a 


good group of age, race, ethnicity, and diagnostic  
conditions such as diabetics. Asked Physicians, 
Registration, Phones, Check-out, Clinical and billing 
staff for recommendations. 


– What kind of orientation or introduction did you 
provide for their involvement in practice improvement 
activities? Drafted a phone script to read. 


 







Focus Area 5 
• How did you decide this focus area? Performed 


patient survey a month before the PFAC meeting 
– Did the focus area guide participant recruitment or 


did the participants guide identification of the focus 
area? Shared CPC goals and presented patient survey 
and results to the PFAC meeting for guidance and  
identification of the focus area(s). 







Council Details 5 
• How are the meeting agendas created? 
• We look at CPC goals and prior meetings and 


determine what needs to be followed up from 
the last meeting. Present new survey results for 
new plans of action. Invite an area of staff to 
share on a specific area of change. 


• Who are the attendees? Dr., rep from each Dept. 
– Are they being compensated?  Paid lunch hour and 


lunch 


 







Action Plan 5 
• How did you create and implement an action 


plan based off PFAC feedback? 
• Did a PDSA several times and followed up with 


staff. Also did a small patient survey to proof staff 
were performing.   


 







Lessons Learned 5 
• What advice would you give to your CPC peers 


who are new to PFAC implementation? 
• Follow the steps laid out by CMS and Health 


Collaborative to get started otherwise we had no 
clue.  It pays to do both the survey and PFAC 
meeting. We do survey month before. It gives you 
items to present to the table for PFAC guidance.   







Next Steps 5 
• How will the PFAC be integrated into practice 


communications to patients?  
• Office Bulletin Board Announcement.   
• Having our meetings & lunch in a portion of our   


waiting room during lunch hour sparks people to 
inquire about what is going on as well as they see 
our sign. We don’t close the doors so people are 
coming in to pick things up or leaving an appt.  
 







Questions? 5 







Upcoming Events and Next Steps  
• 3/17/14: CPC Systems Meeting (10a-12p) 
• 3/18/14: CPC National Webinar- Behavioral health 


integration. (1-2pm) 
• 3/20/14: CPC Independent Meeting (9-11a) 
• 3/20/14: CPC National Webinar- Attributions 


refresher 
• 3/25/14: CPC National Webinar- Self-management 


support 
• 3/28/14: CPC Learning Session (8a-3pm) 


 







Contact Information 
• Courtney Roman- croman@nationalpartnership.org  
• Sara Bolton- sbolton@gchc.org 
• Barb Tobias- btobias@gchc.org 
• Kelly Aardema- kaardema@gchc.org  


50 
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Dec. 12, 2014 


This Spotlight addresses 
CPC Milestones 2 and 3.  
 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


This material was prepared by 
TMF Health Quality Institute 
under contract with the Centers 
for Medicare & Medicaid Services 
(CMS), an agency of the U.S. 
Department of Health and Human 
Services. Any statements 
expressed by the individual and 
resources cited in this publication 
are not an opinion of, nor 
endorsement by, TMF or CMS.  


CPCPracticeSpotlight32 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


 


CPC Milestones 2 and 3: They Changed How We Work 
Princeton Medicine, Plainsboro, New Jersey —Multi-Specialty 


Tobe M. Fisch, MD, PhD, Director of Practice Innovation, Princeton Medicine, shared her thoughts on her 
practice’s CPC work on the Oct. 22, 2014, national webinar, “CPC at the Pivot Point: Looking Ahead to PY 2015.” 
A video of her presentation is posted here.  


I was asked to give a brief reflection on how the CPC Milestones have affected our practice. I can say that the 
Milestones unquestionably have had a deep and lasting influence on the way we practice and structure patient 
care. While all the Milestones have made their mark in some way, I'm going to focus on the two Milestones that 
have had the most profound impact for us, Milestones 2 and 3.  


The risk stratification elements of Milestone 2 fundamentally changed the way we approach patient care, away 
from an individual to a more population health-oriented approach. When CPC first began, for the first time, we 
formally identified a cohort of very high and high-risk patients and over the past two years, we have followed that 
cohort carefully, revising and refining our high-risk list on an ongoing basis.  


So we now have a very good grasp of who our higher risk patients are and what their care needs are. In the past 
year, we extended our risk stratification down yet another three levels, encompassing all primary care patients in 
the practice, but we still continue to focus on the higher risk patients. And to meet the needs of this cohort, we 
introduced the concept of care coordination and a team-based approach to care. Our team consists of physicians, 
a geriatric nurse practitioner, two RN nursing care coordinators, a social worker, a data entry specialist, and most 
recently, a behavioral health nurse practitioner. While this was all very new for us just two years ago, we now 
can't imagine how we ever got along without our nursing care coordinators. They meet with patients and their 
families, make regular check-in phone calls, and generally are a tremendous resource for all aspects of care. They 
help anticipate problems before they occur, and after they occur, they call every patient who has had an ER visit or 
an admission to help facilitate follow-up care. Keeping close track of our high-risk patients in this way has enabled 
us to decrease their number of ER visits and admission rates for ambulatory care sensitive conditions.  


The integration of behavioral health has been a big, positive transformation for our practice. Bringing on our 
behavioral health nurse practitioner uncovered a huge need for her services. Since last spring, she has seen 
several hundred patients at our practice site alone. She regularly follows a subset of these patients and has 
referred others on to community practitioners and resources in the community.  


Milestone 3 has also transformed our practice. Because of this Milestone, along with Stage 2 Meaningful Use 
requirements, we have adopted secure electronic two-way patient provider communication, on a much shorter 
timescale than we ever would have done otherwise. Over the spring and summer of 2014, we rolled out secure 
messaging with patients via our patient portal, which is sponsored by our health care system’s health information 
exchange platform.  


Primary care providers and specialists alike in our practice can now exchange secure messages with patients 
addressing health-related issues and explaining test results, which are also posted on the portal. We get lots of 
messages every day. Patients can also communicate back and forth with our nurses via this portal. They can 
request prescription refills and appointments, as well as addressing clinical questions. We have found that this 
greatly facilitates care by eliminating the middle man and freeing us of telephone tag and time constraints. The 
patients love it as well.  


We can use this as a way of efficient, daily quick check-ins on our active higher risk patients who use the portal or 
with family members who share access. This CPC-inspired change has permanently transformed the way we care 
not only for high-risk patients but for all patients in our practice.  


In the coming year, we look forward to building on the foundation that we have established for Milestones 2 and 
3. Our goals for the near future include getting more sophisticated data analytics tools that will run off a data 
warehouse extracted from our EHR database. We want to be able to revise our risk stratification in a much more 
dynamic and less manual and labor-intensive way than we've been doing so far. We will be making, therefore, a 
significant investment in population health software that includes algorithm-based risk stratification tools and a 
care management tool for following risk stratified populations. We are really excited to begin using these tools 
and we hope then to be able to extend our care management services out to the next level of the population at 
“pre–high-risk,” before they cross the line into the higher risk category.  


So in summary, in 2015, we are looking forward to continued practice transformation in accordance with the CPC 
Milestones, extending our successes and improving our processes in other areas that we find the most 
challenging.  



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

https://www.youtube.com/watch?v=EA5uc2TUVdQ&feature=youtu.be
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Nov. 21, 2014 


This innovation addresses 
CPC Milestones 2, 6 and 9, 
and these Change Package 
Drivers: 
• 1.1: Access and 


Continuity 
• 1.3: Risk-Stratified Care 


Management 
• 1.5: Coordination of Care 


Across the Medical 
Neighborhood 


• 4.2: Data Exchange 
• 5.1: Engaged Community  


  
 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Learn more about 
IMA’s workflow for 
inpatient discharge 
follow-up on the 
Collaboration site. 


CPCPracticeSpotlight30 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Full HIE Access Facilitates Real-Time Care Management 
Internal Medicine Associates of the Grand Valley, Grand Junction, Colorado 
System (affiliation as of Dec. 2013); 4 physicians; 4,500 patients 


Situation: Like 80 percent of the medical providers in western Colorado, Internal Medicine Associates (IMA) 
accesses a health information exchange (HIE) for notification and tracking of the practice’s hospitalized patients. 
Administered through Quality Health Network (QHN), the HIE allows physician subscribers direct access to all 
patients’ information with real-time status updates through its data repository. 


However, non-physician clinical staffers have more limited access. For example, a nurse care manager may only 
view information pertaining to her provider’s patients, and not all practice patients admitted by a specialist or 
surgeon. Additionally, non-physicians cannot access daily admissions updates until a physician reviews and 
transfers them to the patients’ medical records within the practice.  


Innovation: With support from the practice’s physician champion, Donald Maier, MD, 
FACP, IMA petitioned QHN in November 2012 to grant full repository access to the 
practice’s care manager, Kirsten Wiegert, BSN, RN. IMA’s rationale was that real-time, 
daily access to the QHN data repository by a qualified nurse care manager facilitates 
proactive team-based care management. Further, coordination at times of transition is 
instrumental to patient safety and continuity of care.  


In January 2013, QHN granted Wiegert repository access for her care management 
work, but a volume of similar requests from subscribers prompted QHN to re-evaluate 
its access policies. In April 2014 QHN updated its policies for repository data access for 
care teams of QHN participating physician providers, who agree to assume 
responsibility for monitoring the care team members’ appropriate usage.  


Wiegert’s repository access is filtered to specific streams of information: emergency 
department registrations, admissions and discharge reports. Working across two 
monitors, she displays the repository dashboard beside the practice and hospital EHR 
dashboards. As she sifts through QHN notifications throughout the day, she can see 
when patients are admitted and for what reasons. If patients transfer from the ED to 
observation or are admitted, this notification also crosses her dashboard. Typically she 
sees eight to 10 admissions and five to seven ER visits in a 24-hour period.  


Each morning, she reviews inpatient and ED charts from the previous 24 hours. She reviews labs, imaging and 
EKG reports, as well as nursing, therapy and consultation notes as appropriate. Wiegert relays pertinent 
information to practice physicians to keep them abreast of patient conditions.  


For one patient with a lengthy and complex hospital stay involving multiple specialties, IMA’s consistent 
monitoring eased his transition to home with an appropriate care plan. The patient’s family understood the 
patient was terminally ill but misunderstood the purpose of a palliative care consultation in the hospital. When 
they sought clarification from IMA, the physician was ready to explain the situation and provide appropriate care 
planning because Wiegert had already passed along salient points from the notes.   


A second, parallel effort to improve continuity of care involved collaborating with hospitalists. Dr. Maier and 
Wiegert met with hospital and physician leadership in 2012 to build partnerships that improve patients’ 
transitions and ongoing needs. Wiegert attended hospitalist staff meetings to introduce herself, discuss her 
acute care experience and answer their questions. A similar meeting took place at a smaller hospital a few 
months later to explore how the practice’s physicians could best make social rounds on admitted patients, which 
resulted in a collaborative agreement. IMA found hospitalists too are increasingly concerned with reducing 
avoidable readmissions, and many were interested in learning more about IMA’s approach. 


Hospitalists now routinely contact Wiegert as patients are discharged to discuss follow-up needs, any pending 
tests or to review medication changes. If the patient is in the practice’s highest risk strata, Wiegert generally 
makes a follow-up call within 24 hours. Lower-risk patients are assigned to trained MAs for follow-up. IMA’s 
post-discharge follow-up was 100% for the first two quarters of 2014. From quarter 2 to quarter 3, the practice’s 
ED follow-up improved from 59.37% to 76.75%, an improvement Wiegert attributes to closing gaps in processes. 


Clearly the increased requests for expanded HIE access shows care coordination is of rising importance in this 
medical neighborhood. Until the care team is the mainstream model for care delivery, Wiegert points to 
developing relationships with acute care facilities as a key to IMA’s care management success.  



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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Quick Start Guide  
for the 2014 CPC  
Pathways Portfolio 
Welcome to the Pathways Portfolio. Although it looks like a single PDF, this PDF 
Portfolio is collection of individual files organized in folders by type. Read on for 
information on how to use this tool. 


Quick Tips to Navigate the Portfolio: 


• Open files or folders: To open files or folders, double-click on the icon.  


• Locate what you’re looking for: To search for specific content, locate the “search” 
bar in the upper right corner of the Portfolio display. Enter your key words and 
press enter. Note that you can expand the results box by clicking and dragging on 
either of its lower corners. 


• Explore the contents: To learn more about any file, hover your cursor over the 
open file and look for a lowercase “i” in a white circle near the bottom. Clicking on 
this symbol will reveal the information panel, which displays a brief description 
and key word (or “tags”) associated with this content. 


 


• Save useful files: There are two ways to download (or “extract”) a file. When 
viewing the file icon, download the file by hovering your cursor over the 
document and clicking on the downward arrow icon (see illustration above). Or, 
go to the menu at the top and select “Extract File from Portfolio.” Following either 
action, the Portfolio will prompt you to select a location on your computer where 
you will save the extracted files. 





		Quick Start Guide  for the 2014 CPC  Pathways Portfolio








 


 


 


 


 


 


 


 


Sept. 19, 2014 
This strategy addresses 
CPC Milestone 2. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Heeding the Signs: Know When It’s Time to Modify  
Your Risk Stratification Methodology  
Freeman Family Medicine, Conway, Arkansas 
Independent; 2 physicians, 2 APRNs; 3,021 patients  


Situation: Nearly a year after Freeman Family Medicine completed risk stratifying its patients, 
the staff spotted some troubling trends. Fewer care plans were documented. Distribution of 
decision aids to eligible patients was down. Visits with patients with intensive needs were 
running over, causing longer wait times for other patients. Staff felt consistently pressured to 
make up time and yet weren’t able to complete all assigned care management tasks. By 
spring 2014, it was clear a reassessment of the current workflow was needed.  


Strategy: To identify opportunities for improvement, the team started by reviewing the 
schedule and patient flow. Three problem areas came to light: the highest level of the three-
level risk stratification tool captured too many patients, patient encounter times needed some 
flexibility and, finally, the role of nurse practitioners could expand to better serve patients. 


Alexander Freeman, MD, and William Freeman, MD, along 
with Melissa Tyler, BSN, RN, care manager, targeted the 
disproportionate load of high-risk patients in the risk 
stratification tool by adding a fourth “extreme high risk” 
category for patients with multiple uncontrolled chronic 
conditions. They also halved each risk strata into  
“15 minute” and “30 minute” groups, which indicated the 
time needed for appointments to address that patient’s 
needs. For example, a patient with three or more chronic 
conditions is a high-risk patient, but if all conditions are 
controlled and with no recent hospitalizations, a 15-minute 
appointment may be sufficient rather than the longer 30-minute slot. 


Appointments for patients with complex chronic issues would be assigned to physicians, and 
APRNs would see patients with acute needs and/or less complex health needs. This strategy 
allowed all providers to work to the top of their license.  


As patients were seen in the office, providers and nursing staff updated their risk scores, which 
appear in the EMR (Aprima) in a re-purposed existing data field. Providers can see the score in 
the top tool bar of the patient demographic screen, and it is visible when notes are open. 


After restructuring the appointment times, the practice went live with the new scheduling 
method on August 1. The practice care manager reports that it was “decently smooth,” with a 
couple hiccups around handling patients whose risk scores needed updating and selecting the 
appropriate length of visit for that patient.  


Now a few weeks into the new process, Melissa says no significant rework has been needed. 
They continue to monitor effectiveness and efficiencies around completed care plans, 
distribution of decision aids and daily visit totals. During weekly staff meetings, everyone is 
encouraged to make suggestions and give feedback. Melissa points out that each staff role 
has a different view of the patients’ needs, and when you engage everyone as changes are 
made, your team’s overall approach is in sync.  


Collaboration site resources: Risk Stratification Implementation Guide and Freeman Family 
Clinic’s Risk Stratification methodology 


Risk stratification is very 
individualized to each 
clinic. Don’t be afraid to 
play with it and figure out 
what works best for your 
practice. 
— Melissa Tyler, RN,  
Care Manager,  
Freeman Family Practice 
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Aug. 29, 2014 
This strategy addresses 
CPC Milestone 6. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 


This material was prepared by TMF 
Health Quality Institute under 
contract with the Centers for 
Medicare & Medicaid Services (CMS), 
an agency of the U.S. Department of 
Health and Human Services. Any 
statements expressed by the 
individual and resources cited in this 
publication are not an opinion of, nor 
endorsement by, TMF or CMS.  


CPCPracticeSpotlight19 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Forming Successful Care Compacts with a High-Volume 
Specialist and a Behavioral Health Provider 
Mayfair Internal Medicine, Denver, Colorado — Independent; 3 physicians, 1 NP; 3,000 patients 


Situation: Care compacts with other providers in the medical 
neighborhood improve patients’ transitions by standardizing 
communication and collaborative care management. Effective 
compacts can help bridge seams of care for patients, providing 
the potential to improve care while reducing harm and costs. 


Strategy: Mayfair Internal Medicine sought care compacts 
with two specialists to address the following: patient needs, 
high utilization, and the need to establish consistent 
providers and communications for specific referrals. Mayfair 
sent more referrals to Denver Digestive Health Specialists 
(DDHS) than other specialists, and so had an existing affinity 
with this group. The practice created a second care compact 
with Maria Droste Counseling Center (MDCC) for behavioral 
health referrals. Mayfair reached out to MDCC with a cold 
call and was fortunate to connect with a staff person 
interested in integrating behavioral health with primary care. 


Care compacts with both providers were finalized in June 2014.  


While Mayfair had a good rapport with DDHS, the care compact standardized how the 
practices exchanged information, specifically bi-directional pathology notes on colonoscopies. 
The care compact defines that reports should be submitted with 72 hours. 


Smoothing out processes with MDCC was more complicated as neither practice had an 
established communication process for behavioral health referrals. MDCC developed new 
forms for release of information, plan of care and communication between the practices, and 
then Mayfair established workflows to integrate them. Navigating insurance issues and 
ensuring provider availability still pose some concerns, but both groups are committed to 
continue to work through these processes. 


Mayfair’s Referral Tracking Process: 
1. Patients are referred to specialist and an “open referral” is flagged on the record. 
2. After 30 days, if the referral remains open, the practice messages the patient through the 
portal or calls the patient to follow up on these possible statuses: 
• If the issue has resolved and the consult isn’t needed, the referral is closed. 
• The consultation is pending a future appointment. 
• The consultation is complete and communication to the PCP is pending.  


 If this is the status: 
o Mayfair faxes a medical records request to the specialty practice and allows 


  two weeks for response.  
o If no response within two weeks, Mayfair repeats the fax request or  


  telephones the specialist.  
o Practice continues outreach to patient in 30-day increments as needed for  


  completion of follow up.  
3. If a referral exceeds 90 days, it is deferred to the PCP to determine further action. 


Tips from Mayfair: 
• Have patience with the 


process.  
• Advocate for what you 


need from your fellow 
referral practices. 


• Be a good partner. Take 
suggestions for your 
own practice’s 
improvement seriously. 


• Make the best of what 
resources you have to 
build great working 
relationships in your 
medical neighborhood. 
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Dec. 5, 2014 


This innovation addresses 
CPC Change Driver 3: 
Continuous Improvement 
Driven by Data 
• 3.1: Internal 


Measurement and 
Review  


• 3.2: Culture of 
Improvement  


 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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This medication wallet card is an example of one strategy that emerged 
from PMG’s multi-disciplinary staff retreat.  


CPCPracticeSpotlight31 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Building a Transformative Culture to Sustain Change 
Providence Medical Group, Dayton, Ohio 
Multi-Specialty; 13 physicians, 3 PAs, 3 APRNs; 27,198 patients 


Situation: With nine CPC practices, Providence Medical Group (PMG) encompasses 39 office sites spread across  
14 cities in the Dayton area. PMG is committed to positive, transformational health care and, like most health care 
settings, is experiencing rapid, frequent change. To stave off “change fatigue,” PMG has sought ways to cultivate 
engagement, sustain staff morale and further build a culture focused on continual improvement.   


Innovation: PMG leadership has committed to a cohesive approach that supports transformation in the CPC 
practices and weaves innovation through all practice sites. They use elements of consensus-driven change to 
engage staff and drive healthy competition toward excellence through transparency. These efforts are clearly 
evident in how PMG participates in the CPC learning community, the focused practice transformation work the 
group pursues in quarterly staff retreats and how care coordinators serve as resources for both patients and staff. 


Learning with CPC. PMG encourages CPC practices to participate in three CPC learning events monthly. Clinical 
leaders participate in additional events and then share their insights with their practices. By integrating CPC 
information throughout all PMG practices, it generates discussion across disciplines, eliciting a range of perspec-
tives. This fosters camaraderie and empathy among all levels of staff, lifting morale and re-igniting focus. As they 
undertake new processes, everyone speaks “CPC” and can frame the endeavors as the big picture of sustaining 
comprehensive primary care rather than simply attempting a stand-alone QI project.  


Quarterly staff retreats. PMG hosts a group-wide, off-site evening retreat for all providers, site supervisors, care 
coordinators/navigators and their support staff. Free from the distractions of daily work, attendance is robust, 
averaging of 100 participants. The agenda blends presentations and interactive learning opportunities with a focus 
on celebrating successes, reviewing data, developing workflows, brainstorming solutions and sharing information.  


CPC-related work is consistently 
highlighted at these retreats, again 
engaging non-CPC practices to 
take away best practices. A recent 
meeting focused on “deep dives” 
into care management and shared 
decision making, with breakout 
groups comprising a mix of 
disciplines and practice sites to 
brainstorm ideas. After each group 
proposed tactics, everyone voted, 
and they chose these strategies for 
implementation across all PMG 
sites: a new workflow for colorectal cancer screenings, wallet-sized medication cards for patients, improvements  
to the community services resource list and developing relationships across the medical neighborhood.  


Following the meeting PMG sent supporting resources and additional information to all practice sites to expedite 
implementation. Additionally, staff from each office who attended the retreat became on-site change agents for 
the tactics. They could speak to the details with their peers, answering questions and providing background. The 
wrap-around of resources, information and a peer contact are confidence-builders for staff. 


Care coordinators. The care coordinator often centers the care team, connecting information, people and 
resources for staff and patients alike. While they work within each practice site, they also meet weekly as a group, 
forming a natural hub for sharing information and building cross-team relationships. Care coordinators also mentor 
their counterparts at non-CPC practices (care navigators), offering support and guidance as needed.  


How does PMG know these approaches are working? While they track gains in clinical quality measures, the 
practice also checks in with PMG staff in semi-annual surveys. Another indicator that has been gratifying for the 
staff is the increased positive patient feedback. The care coordination supervisor believes patients see and 
experience PMG’s commitment to transformation and quality by way of an empowered and knowledgeable staff. 
Across all disciplines, PMG providers know their expertise contributes to not only to improved patient outcomes 
but also enhances the patients’ satisfaction with the care they receive.    
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Equity and Care Management 
Finding Answers: 


Disparities Research for Change 
www.solvingdisparities.org 


Finding Answers is a national program of the Robert Wood 
Johnson Foundation with direction and technical assistance 


provided by the University of Chicago 







Introductory Comments  


Laura L. Sessums, JD, MD 
Director, Division of Advanced Primary Care 


CMMI/CMS 







Presenters from Finding Answers 
Rachel Voss-DeMeester, MPH


  
Mona El-Shamaa, MPH 


 







Health Equity and CPC 
1. Health equity is an integral part of quality 


2. Tailor quality improvement interventions to reduce 
disparities and improve quality 


3. Focus on equity to maximize the impact of your 
CPC work 







Agenda 1 
• Care Management and Equity 
• Patient Coaching 
• Proactive Care Delivery 
• Identifying a care manager 
• Stories from the field: Duke University 


 
 







Components of Care Management 
• Empanelment  
• Risk stratification 
• Data tracking 
• Patient coaching 
• Proactive care  


 
 







Linking Care Management and Equity 
• Understand and respond to the specific needs 


and preferences of your minority patients 
• Staff providing care management: 


– have additional time and access to patients  
– are able to act as bridge between patient and care 


team  
– are able to act as a bridge between their experience 


inside and outside of the clinic 







Linking Care Management and Equity  
• Provide resources for patients who would most 


benefit from Care Management 
– Minority patients often over-represented in high-risk 


groups. 
– Staff providing care management are able to provide 


additional navigation and support materials to those 
most at risk.  







Agenda 2 
• Care Management and Equity 
• Patient Coaching 
• Proactive Care Delivery 
• Identifying a Care Manager 
• Stories from the field: Duke University 


 
 







Advocating for Patients 
• Advocate for patient goals 


– Include goals that are less clinically urgent 


• Navigate interpersonal dynamics 
– Identify and help negotiate interactions between 


patients, families and providers 
• Patient-provider power imbalances 
• Family and gender dynamics 


 







 
Providing Culturally Tailored Care 
• Identify patient barriers, motivators, desires, 


goals of care. 
• Understand the patient’s health-related 


knowledge, beliefs and values. 
• Provide culturally responsive health education. 


 







Agenda 3 
• Care Management and Equity 
• Patient Coaching 
• Proactive Care Delivery 
• Identifying a Care Manager 
• Stories from the field: Duke University 


 
 







Proactive Communication 
• Act as a bridge between patient and health 


system 
– Obtain several contact numbers 


• Reach out to patients before problems occur 
– Ensure consistent outreach 







Connecting to Community Resources 
& Opportunities 
• Act as bridge between patients’ experience within 


the clinic and their lives outside of the clinic. 
– Connect patients to community resources 


• Language-appropriate resources 
• Transportation 







Agenda 4 
• Care Management and Equity 
• Patient Coaching 
• Proactive Care Delivery 
• Identifying a Care Manager 
• Stories from the field: Duke University 


 







Important Traits for Staff Providing  
Care Management 
• Staff providing care management should 


demonstrate several key traits:  
– Cultural awareness and humility 


• Improves awareness and knowledge of how to work with 
diverse patients 


– Passion for working with priority population 
• Allows staff member to remain engaged when patients 


require extensive time/commitment 


 







Important Traits for Staff Providing  
Care Management (continued) 
• Flexibility and ability to tailor approaches to 


diverse populations 
– Allows staff member to communicate effectively with 


minority patients 


• Positive and motivating 
– Helps staff member keep patients engaged and avoid 


being overwhelmed 
 







Peer Matching  
• Match Care Manager to patients based on salient traits 


and identity (e.g., being Muslim or being a parent) 
 


• Race and ethnicity  important but not crucial for peer 
matching 
 


• Familiarity with social norms of interaction and beliefs 
about health and health care 
 







Choosing Staff for Care Management 
• Balance the need for key traits with your 


organizational capacity   
– Hire a new person who exhibits these traits, when 


possible. Otherwise, look for existing staff with these 
traits and reassess periodically. 


– Prioritize traits that are inherent part of person’s 
personality. 


– Provide  trainings and additional resources to develop 
key skills. 


 







Agenda 5 
• Care Management and Equity 
• Patient Coaching 
• Proactive Care Delivery 
• Identifying a care manager 
• Stories from the field: Duke University 


 
 







Stories from the Field 


Pam Gentry and Cindy Rose,  
Care Managers 
 
 


Hayden Barry Bosworth, PhD, 
Research Professor 
Duke University Medical Center 


 
 







Care Manager Examples 
• Consider daily challenges individuals may 


experience: choosing between food and 
prescriptions at the end of the month 
 







Care Manager Examples  
• Considering culture in your Care Management 


program: Sweet Tea Example 







Settings 
• Cholesterol, Hypertension and Glucose Education 


(CHANGE) study 
– 359 African Americans with Type 2 diabetes  
– Female – 72% 
– Low health literacy (REALM  <60) – 49% 
– Annual income <$10,000 – 37% 







Settings  
• Southeastern Diabetes Initiative (SEDI) –  


CMS-funded project 
– Expanded to 4 additional sites (Durham County, NC; 


Cabarrus County, NC; Quitman County, MS; Mingo 
County, WV).   


– Demographically diverse, underserved counties:  
• Urban (Durham and Cabarrus Counties) 
• Rural (Quitman and Mingo Counties)  


– Each site will enroll over 400 additional patients.   


 







Questions and Answers 







In Review:  
Finding Answers Webinar Series 
• Webinar 1: Reducing Healthcare Disparities in the 


Comprehensive Primary Care Initiative 
• Webinar 2: Equity and Shared Decision Making  
• Webinar 3: Equity and Patient Experience  
• Webinar 4: Equity and Care Management 







For more resources from  
Finding Answers 


• Visit our website: http://www.solvingdisparities.org/ 
• Resources: 


– Roadmap to reduce disparities 
– Systematic reviews of disparities research literature 
– Searchable database of disparities interventions 
– Profiles of our grantees and related publications 







What Is Next? 
• March 4 (Noon ET): Milestone 3: Asynchronous Access 
• March 11 (1 p.m. ET): Put a Feather in Your CAHPS: Reviewing 


CPC CAHPS Results 
• March 18 (1 p.m. ET): Deep Dive into Behavioral Health 


Integration 
• March 20 (11:30 a.m. – noon ET): CPC Attributions Refresher 
• March 20 (Noon – 12:30 p.m. ET): National Open Mic 
• March 25 (2 p.m. ET): Deep Dive into Self-Management 


Support 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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An Initiative of the Center for  
Medicare & Medicaid Innovation 


Arkansas & Oklahoma: Incorporating and Leveraging Evidence-Based 
Medicine into CPC Efforts 


Presenter: Laurie Paul & Rachel Wallis, TransforMED (AR/OK faculty) 


Moderator: Kym Patrick, TMF Health Quality Institute 


Dec. 4, 2014 
Hello everyone. My name is Kym Patrick from the TMF Health Quality Institute. Welcome to our 
combined Oklahoma and Arkansas CPC regional webinar entitled Incorporating and Leveraging 
Evidence-Based Medicine into CPC Efforts. I would like to start things off today with just a few 
announcements. Today's program is being recorded and it will be posted along with all the slides and 
materials to the Collaboration site. You can also download the slides directly from the WebEx 
environment during the event by going to the top toolbar and selecting File, Save As, and then 
Document. We appreciate the presenters’ time and effort in preparing for and sharing their valuable 
knowledge. Any statements about the quality or utility of any product or vendor made in this 
presentation is an expression of the opinion of the person making a statement only and is not an 
opinion or endorsement of the Center for Medicare & Medicaid Innovation, TMF Health Quality 
Institute, or the host of the presentation. Just a few instructions before we get started. As a reminder, 
all of the lines have been muted throughout the session. If you want to submit a question, please click 
on the Q&A tab at the right-hand slide of your screen. You can also raise your hand if you would like to 
verbally ask the question by selecting the hand icon in the participant panel. You might also be 
prompted during the presentation to use the arrow annotation. This is located at the top left of your 
screen, and please remember to click on the arrow again after using it so that the annotation does not 
stay on the screen. I would now like to introduce Laurie Paul and Rachel Wallis who will be presenting 
today.  


Well, good afternoon Arkansas and Oklahoma. I'm so excited to do this joint webinar on evidence-based 
medicine leveraging and incorporating them into your practice. This is our first joint webinar and it is 
exciting to see all the participants and know that we get to have not only our Oklahoma practices or just 
not only the Arkansas practices, but the joint practices together. I do want to let you know that at the 
top of your screen, above your slide, the risk stratification that our presenter is using at their practice is 
available for you, and you can go ahead and go to File and download that and print it all for yourself. So 
do know that’s there for you to utilize if you want to. And then of course all the slides will be available 
on the Collaboration website after today's presentation. Our shared purpose today is to inspire and 
promote evidence-based medicine policies, procedures, and cultures in CPC practices. We want to make 
sure that we're doing things the best practice way. Making patient-centered decisions in the face of 
competing medical evidence and then taking these evidence-based summaries and leveraging them and 
giving you just-in-time technology for all members of the clinical team to be able to use the best 
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utilization of their time and work at the top of their licensure. So, on that little arrow on the upper left-
hand side of your screen, I would appreciate if you now click on that little arrow, and then bring it down 
into where you are. If you're in Oklahoma, if you're in Arkansas, kind of give us a sense from where you 
are. And again, that little arrow is on the left-hand control panel, click on it, and put it in Oklahoma or 
Arkansas. It’s exciting. Once you're done, if you'll please click on it again, so that you don't accidentally 
annotate on our other slides. OK. Well, this is really exciting. I see lot in Oklahoma and lot in Arkansas, 
just kind of all over each of the areas. Thank you very much for doing that. OK. Now, we're going to click 
on the arrow again, and this is a yes-no poll. Question, do you currently have or use evidence-based 
protocols or—in practice? So if you'll take the little arrow and click in. Kind of give us a sense of who our 
audience is and what's your needs are. So exciting because most everybody is using evidence-based 
protocols in their practice. Give you just another minute. OK. And then again, if you'll go up to the left-
hand arrow and click on it again, so it kind of turns it off and no accidental annotations happen. So at 
this time, we want to use the chat function, kind of keeping you busy and active in this webinar. Over in 
the chat function, you want to make sure that you got the send to on all participants. The chat function 
if it isn't open is on the upper right-hand side of your panel. It's a little bubble, elliptical bubble, and it 
says Chat underneath it. And if you click on that, it opens the chat function. And what we'd love for you 
to do is to please chat on what you want to know about evidence-based guidelines, how to do evidence-
based medicine and protocols today. So what do you hope to get out of today's webinar and discussion? 
And I'll just give you a minute to go ahead and chat in there. OK. We're going to move on and keep 
going. If you will please go ahead and chat to everybody, all participants, so we can see what your intent 
is. Setting your intent is always good at the beginning of whatever you're starting. Then we can go from 
there. So interestingly, I thought, I’ll just look up what evidence-based medicine or evidence-based 
guidelines means, and everybody uses the Institute of Medicine's definition that's way back from like 
1999, there's a 1996 definition. So I tried to find something a little more recent, and this is a 2011 quote. 
And what has kind of evolved over time is it—as it's gone from just being called evidence-based 
medicine into clinical practice guidelines. And so, the definition that I came up with, and this was from 
the Institute of Medicine as well. It's, "Clinical practice guidelines are statements that include 
recommendations intended to optimize patient care." We all—"They are informed by a systematic 
review of evidence and an assessment of the benefits and harms of alternative care options." And we all 
know there's lots of evidence-based guidelines, clinical practice guidelines out there. The important 
thing to remember is that they are indeed guidelines. They are not, you must do it this way, they're not 
eat it, they are guidelines. They are based on research, and most evidence-based guidelines are based 
on multiple, multiple studies that really clearly show what the best thing to do, what the best practice is 
for that condition or that patient. Kind of a visual that I found that is interesting, this is from Florida 
State University, College of Medicine, and they call it their Evidence-Based Medicine Triad. And I thought 
it was really interesting because you have your individual clinical expertise here, OK, on this corner, and 
then you've got the patient's values and expectations down here, which also come into it. But you also 
got this great big circle over here that talks about the best external evidence, and that's what we're 
talking about here. But taking all of that external research and evidence, and putting it together with 
your individual clinical expertise and what your patients value and expect, that gives us this little cross 
section in the middle, that it's really where the evidence-based medicine is. It's your best thoughts, your 
patient's values and expectations plus all that research. I am so excited to show you this slide. This is 
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actually one of the Oklahoma practice slides, it's on the Warren Jenks Clinic. And they have—They're 
going to be our presenters today, and I wanted to get you really involved and seeing what—why we 
asked them to present. So, this their practice-level rate of hospital admission for any cause and their 
feedback report, and you all know that this is figure eight, and you received that report. You all have 
access to this report in your Quarter 7 Feedback Report which you should all have downloaded by now. 
And this is still the Quarter 6 data actually I believe so. But the important thing to know her is that their 
practice is way down here on the left-hand side. Very exciting because they must be doing something 
right, and that's why we invited them to speak today because practices that are doing well on all kinds of 
these measures are the ones that we really want to hear from and learn from. So at this time, now that 
I've got your attention, I'd like to introduce Joseph Schlecht, DO, and Sherry Fisher, RN, Care Guidance 
Nurse from the Warren Jenks Clinic. 


10:04 
Thank you. It's exciting to be here and talk to you. I'm Joseph Schlecht, I've been involved with the CPC 
since its founding. We're in a relatively rural practice just outside of Tulsa. Next slide. One of the things 
that we have put real hard on, we've been—there's three of us primary care physicians in this office, 
obviously family practice. And all three of the physicians have made a commitment to chronic disease 
management, through evidence-based guidelines, through the use of registries. Using the registries to 
measure our outcomes and look for improvement. And as a result of this, increased quality and 
decreased cost, that's our goals and objectives and I'm going to show you here in a little while how 
we've achieved that. We pay particular attention to developing evidence-based guidelines in reference 
to diabetes, congestive failure and COPD. We have used what the CPC has—excuse me. What CPC has 
allowed for us to do is to bring on a care guidance nurse that has assisted us through all of this. 
Evidence-based medicine, through that, they develop evidence-based guidelines. Where are these 
guidelines coming from? This slide talks about the NCQA, the National Committee for Quality Assurance 
and one of the big dogs in evidence-based medicine and guidelines. The National Quality Forum, that's 
something that you guys need to look up. You need to follow because it's a very important organization, 
I'll explain that in a minute. You got the American College of Cardiology. Obviously, all of our colleges are 
involved in the development of evidence-based guidelines. I've put up ACC because we're using their 
guidelines for congestive failure, which I'll show you after a little bit. NIT has its own guidelines on 
different issues. GOLD, the Global Initiative for Chronic Obstructive Lung Disease, we've done a real 
good job on diabetes and diabetic registries. We've got a good job, we're doing a good job on congestive 
failure. We're just now getting into the COPD guidelines and I think we'll have the same success with 
those what we'll have—that we're having with the others. Then you also got the payers. One of the 
problems we physicians have and all those participating in this thing is whose guidelines are you going to 
use and how many guidelines are there going to be out there. Are there going to be guidelines from 
United Health? Are there going to be guidelines from Blue Cross Blue Shield, from CMS, you know. And 
all of a sudden, the practices could be inundated with the platform of different types of guidelines which 
would be chaotic. NCQA, everybody pretty well recognizes those folks as a gold standard and that's very 
helpful. But I mentioned, you got to pay attention to National Quality Forum. It is an organization that is 
addressing the issue I just raised. One of their big issues, they call it MAP, it's Measures Application 
Partnership. And what the National Quality Forum is doing is they're bridging the gap between the 
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private payers and the public payers in the industry as far as guideline development are concerned. And 
they're working aggressively to make sure everybody consolidates the guidelines. And that's going to be 
just absolutely imperative for future success. The guidelines, you don't need to reinvent the wheel. We 
use—When we first started this process back in 2005, I believe it was, we worked with Park Nicollet on 
their diabetes registry and they're an international diabetes center. They adopted the guidelines from 
NCQA for diabetes and we just plagiarized all of that. We—Currently, the clinic is working with 
Geisinger, I think that's where the COPD guidelines are coming from. So, you can find a lot of folks out 
there that are already using the guidelines. You can see what we're doing in using guidelines. The NCQA 
is the best outlet. Next Slide. NCQA is the gold standard for guidelines. It was first established—It's a 
501c3 nonprofit organization, first established in 1990. Its Seal of Quality is recognized by most payers 
and industries as center of excellence. You can apply to NCQA and be recognized as a Center Of 
Excellence In Diabetes, be recognized as the center of excellence in heart and vascular. The three of us 
at our clinic, we've had those recognitions for four, five or six years. It is an important thing to look, for 
your practice to look in to doing. NCQA is also the key for HEDIS reports. So anybody that's affiliated 
with a hospital knows all about HEDIS and their guidelines, you know, how about the infection rate, how 
about decubitus, how about 30-day readmissions. The interesting part about HEDIS, I think is for the last 
four or five years, it's been public knowledge. The public could get on the internet, could find out what 
the HEDIS reports were for a hospital and compare the two hospitals. Who has best quality, who has the 
worst quality. NCQA also runs CAHPS, C-A-H-P-S, this is the touchy feely thing that drives me somewhat 
nuts. It's the patient satisfaction surveys. And a lot of attention is going to be paid in this project you're 
in right now, the CPC project. In that, we're going to be paid based on not so much of per member per 
month payment over the last two years but on shared savings. And a lot of that shared—A lot of the 
ability to get—to participate in shared savings is going to be based on quality and on patient satisfaction. 
So that's an important entity to understand. By 2017, 9 percent of CMS payments are going to be 
performance based and that's just the beginning. So, chronic disease management, evidence-based 
medicine, registries, outcomes, this is what they're going to be looking at. They're going to be looking at 
the top quartile and the bottom quartile. If you're in the top quartile for quality and patient satisfaction, 
you're going to do quite well. If you're in the bottom quartile, it's going to hurt. And we got to pay 
attention to this stuff. Next slide. Evidence-based guidelines. Again, I've already mentioned the center of 
excellence for diabetes management is NCQA, diabetes guidelines, I'll show you our diabetes guidelines 
here in just a little bit. But a diabetic registry. Registries, you'll hear me speak a lot to this. These are 
absolutely imperative. You have got to develop, in this case, I'm talking about a diabetic registry, what 
does that mean? It means you have to identify every diabetic in the practice. Every 250 point whatever, 
whatever in the practice. And then you've got to sort—What we did is we sorted the diabetics by the 
highest A1c to the lowest A1cs and our goal is to be in as best as we can without getting into 
hyperglycemia if the A1c is under 7. We identified—The reason when we did this in my practice, there 
was over 230 diabetics that were identified. We went through the process and I thought I was practicing 
great medicine. Somebody said, "Joseph, your microalbumins aren't going to be there, your exams 
aren't going to be there," and I won't tell you what I said to him but I had eat my words. Because when 
we finally did get that data, because nobody had a registry and nobody watched things, that data was 
terrible. For example at that particular time, my microalbumin on those 230 patients, 21 percent of 
them had had a microalbumin down. After a year of implementing this registry and using the registry, 87 
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percent had the microalbumins and it's even higher now. So the point of the matter is you develop the 
registry, you sort the registry by the most severe—worst A1cs and to the best A1cs. We set policy in 
place. Every diabetic is going to be seen every three months. When I walk in the room, their shoes are 
going to be off. My goal is to take their A1c down to less than 7 percent. My goal is to get a 
microalbumin once a year, eye exam once a year and the other guidelines. Everybody in the office 
knows what those guidelines are but the most important thing that I do with these guidelines is when 
the patient first comes in to see me or the patient first gets into this project, you're shared decision 
making with the patient. I sit down with the patient, I introduce them to the guidelines, I explain to 
them what the guidelines are all about. I've got posters hanging all over the exam rooms talk about if 
you drop A1c by 1 percent, you decrease your death from all reasons by 13 percent. Now, there's all 
sorts of data and you get the patients involved. Then, you get the care guidance nurse involved and you 
have the whole office staff involved. Next slide. What can— 


Dr. Schlecht. 


Yes ma'amm. 


Dr. Schlecht, this is Rachel. Can I interrupt just a second? 


Yes. 


You just said something very interesting and I would like to poll the audience really quickly. So with 
everyone, if you're looking at a full screen if you could hover over the green bar that you see and then 
click on the blue button that says return, that will take you back to where you can see the chat function. 
So real quick, I would just like to know via show of hands, who all out there are using disease registry. So 
if you could raise your hand if you're using a disease registry. 


20:00  
I think this is an important concept, Dr. Schlecht and I think— 


Absolutely. 


—some of the practices aren't using these and they could be very helpful in a lot of the practice setting. 
So I only see just a handful of people that are using disease registry. OK. All right. Well thank you Dr. 
Schlecht for letting me interrupt and those of you that responded, thank you for that. That may be a 
topic of an upcoming webinar— 


That's [inaudible]. 


Yup. Go ahead. 


I'm going to just going to say, it is absolutely imperative to accomplish the success that our clinic has 
had. You absolutely have to have disease registries. Disease registries are not difficult to do. I know 
everybody in CPC is on an electronic health record, but when we first did our first disease registry, we 
were on a paper chart and it worked in not those results that I was telling you about—that I was telling 


Arkansas/Oklahoma: Incorporating Evidence-Based Medicine, Dec. 4, 2014 5 







you about. That was working out of a paper chart and using a disease registry. It's just absolutely 
imperative and everybody needs to know how to do it. Tools that we used to implement the evidence-
based guidelines and get to success that we've had. Number one, the physician commitment; that is just 
absolutely imperative. The commitment, so back on one of my previous slide, I think it's slide 11 or 10 
where I talked about the current disease management, the evidence-based guidelines or the registries 
and the outcomes. We three physicians in our clinic made 100 percent commitment that we were on 
board with that. If the physician does not commit to the evidence-based medicine and evidence-based 
guidelines or the implementation and development of registries, then we're all blowing in the wind. The 
bottom line is the doc’s got to be on board and I don't see any reason why they wouldn't be on board. 
One of the reasons that I hear is physicians kind of hesitate on this is where the hell do I get the time to 
do this, excuse my language. Where do I get the time to do this? And the bottom line is that once this is 
up and going, it doesn't take any time to develop these registries and to work these registries as far as a 
physician is concerned. My staff is doing all that. What I'm getting—The benefit I'm getting, the benefit 
my patients are getting are much better outcomes, much better quality. And very little of my time is 
spent doing this. So the registry is just an absolute imperative thing. Then we brought on, thanks to CPC, 
the care guidance nurse. And I like to say that all of us have to practice to the top of our license but the 
care guidance nurse, I want her doing that without fail because without her, none of this would be 
successful either. Next slide. The other tools we used, risk stratification. Now, I've brought the risk 
stratification tool along with me. I wish there was a way you guys could see this, but it is again, the 
AAFP, the American Academy of Family Physicians tool to risk stratify the patients. I have a question. 
How many of you folks are using this tool and risk stratifying all your patients? Is there a way we can— 


Dr. Schlecht, this is Rachel. If you will undo your full screen, you have the AAFP risk tool on a tab up 
there that you can click on for people to see. And as Dr. Schlecht said, please raise your hand if you're 
using the AAFP tool. There's a lot of people Dr. Schlecht that's doing that. 


Good. Good. Because that's absolutely imperative. Now my point being, and let's go back to my slide 
here. First thing you've got—we've got to do is use this tool and risk stratify our patients. In our clinic, I 
believe Sherry, we've got what, 85, 90 percent of all of our patients risk stratified. And we're not just 
keying in on CPC. Every patient that walks in the office is getting risk stratified. And then, here's that 
good word again, registry. We have a risk stratification registry and I'll show you a copy of that here in a 
minute. And basically, once we had all the patients risk stratified one through six, then we sort—develop 
the registry and we sorted them from the sixes down to the ones. And I feel strongly that the physicians 
should be the ones that are doing the risk stratification, not the care guidance nurse. She's got a lot of 
other work to do that's more important. We can risk stratify our patients, it takes less than a minute for 
a brand new patient walking in for me to figure out whether it's a one through six. So, I'm just telling you 
that, in my opinion, that will be the physicians doing that. We develop this registry, the risk stratification 
registry, it's very important for you to do that and it's not that difficult. Transition of care, this has been 
a wooly booger throughout the country. This is something that I think probably quality of care is just 
absolutely terrible when transition of care is involved. And I think you can go to any research any place 
and find out that's the case. Particularly, when you're talking about the patient moving from a hospital 
to the outpatient setting. My patient Mary Sue, congestive failure, some of the frequent flier. She goes 
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in the hospital in the past and she gets her congestive failure treated, she goes home form the hospital 
and her old man—she's tired, her old man is a little old and little confused [inaudible] and they get a 
look and they said, "Can you believe what the young stupid doctor at the hospital is trying to do? He put 
me on all this medicine, Dr. Schlecht knows my case, he knows who I am, he knows where I'm coming 
from. To heck with those meds, I'm going to take Dr. Schlecht's meds." And Mary Sue in three and a half 
weeks is back in the hospital. What happens now, is our care guidance nurse, when she has time, she 
makes rounds at the hospital. She'll go by and make howdy rounds and the patients just love it. And one 
in a while, she'll take the medical assistants with her and they'll just go around and see the patients. And 
one of the things that Sherry has done is develop a good relationship with the discharge planners at the 
hospital. Now, Mary Sue comes in the hospital with her acute congestive heart failure and there's a 
phone call. They've got their own code I think, but they communicate via phones and the discharge 
planner says, "Hey Mary Sue is in here, Sherry I just want to give you a heads up." And as soon as she's 
ready to be discharged, she's back on the phone to Sherry and Sherry says, "Great." She gets on the 
phone, she calls Mary Sue and it's the same scenario. Mary Sue says, "Can you believe what we're 
doing? I'm going to take Dr. Schlecht's medicine." But this time around, Sherry says, "No, don't do that. 
Dr. Schlecht wants you taking that new medicine. In fact, he wants you to put your old medicine aside in 
a brown bag. He wants to see you in the office in three days and bring all your medicine with you." And 
by gosh, I'll tell you what, this little old lady doesn't get readmitted right of the bat with her congestive 
heart failure. That is—That works, I suggest everybody do that. And it's a wonderful thing. You'll see our 
30-day readmissions, it's a slide I'm very proud of, dramatically down. And again, it's because of the way 
our care guidance nurse, the discharge planners that are developing the registries, identifying the sick 
patients, so on and so forth. Now, evidence-based guidelines and standing orders. What am I talking 
about there? Everybody knows that on the diabetic, you got to do the yearly foot—or the yearly eye 
exam. You got to do the microalbumin on them so on and so forth. All of my staff in the office have my 
authority, the ability to order a microalbumin. They might come and say, "Doc, I notice you didn't order 
microalbumin. We hadn't one either." They know they can go ahead and order it. They know they can go 
ahead and refer the patient to the ophthalmologist. I give my staff, I empower my staff to work with me 
on implementing these guidelines. We do what are called huddles. Every morning, we meet anywhere 
from two to five minutes, doesn't take much time at all. The patients that we're seeing that very day, 
Sherry and the rest of the staff have looked them over. If there's any transition of care, Sherry already 
has the discharge summary pulled up, already has the H&P, already has the new medications in the 
chart and I walk in to see the patient, I look like a hero because I know everything that's going on. But 
it's because my staff has backed me up and taken good care of myself and my patient. Another 
interesting thing about the huddles. In that huddle, that's the medical assistant, that's the office 
manager, that's the receptionist, the physician obviously. Mary Sue has been known to call in again, say, 
"Hey I'm a little bit short of breath, I feel kind of puny, I would like to see Dr. Schlecht." And in the past, 
the receptionist will take a look and say, "Well Dr. Schlecht can see you at 2 o'clock tomorrow 
afternoon. Thank you for getting me in so quick." Seven o'clock in the morning she's on the line to 
answer, being transported to the emergency room for acute exacerbation of her CHF. Now what 
happens, staff up front, they can't make a diagnosis of acute exacerbation of the CHF, but they certainly 
can look at Mary Sue and on the computer they see that Mary Sue is a four, five or a six. And Mary Sue is 
calling in and saying, "Hey, I'm having trouble breathing." Well now what happens is Dr. Schlecht will see 
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Mary Sue at 2 o'clock this afternoon today. And she comes in, we see her weight is up, we reeducate her 
on how to handle that. Give her a little extra Lasix and we abort the readmissions. Next slide. But it's 
using the whole staff is what we're doing. The receptionists now understand what that severity index 
that you see right here is all about. This is—They call that—Somebody is calling this patient tracking 
population health. This actually is a severity index registry is what it is. And—But you take a look off to 
the left there we de-identified everything but these are actual patients. And you'll see, we're going from 
the sixes and then heading down. We have about, I don't know, 25 pages of this stuff and—but this is a 
tool that Sherry uses on a daily basis taking a look at—look right there at the second column, care plan. 
You see the dates there? That's what a care guidance nurse does.  


30:01  
That's one of her strengths is the ability to develop care plans. Care plans are so very important to taking 
good care of the patient and you could see most of these. There's care plans there. Now, we're still 
working on that and but—and take a look at the one, two, third one down, Schlecht, it's a six that means 
if the patient is six, in my opinion, they ought to be in hospice or awfully close to hospice. Chance of 
taking them down to five are very rare. And in that particular case, you'll see the patient hadn't been in 
since May 15th but on the other side of the coin, you see the patient is in hospice. I normally delegate 
my hospice patients to the hospice doctor but Sherry stays on top of this stuff. And once in a while, she 
gives me reports on how the patient is doing so and so. But we use this tool—And I talked about the 
diabetic registry. I said, we sort by the worst case, you know, highest A1cs to the best to the lowest 
A1cs. It's very interesting how many of the ones with the high A1cs are also the four, five, or six severity 
indexed. The two registries, they correlate, they work together. You could see we can sort this by—on 
the far right by CHF, by COPD, by diabetes. It's a tool that you got to have to identify are the patients 
doing what you want them to do and if they're not, what can you do next? Next slide. This is the NCQA 
guidelines as far as being recognized as the Center of Excellence in Diabetes. And, it's the A1cs less than 
seven, the A1c is over 9 percent. You can read all this but talks about the blood pressure, talks about the 
LDL cholesterol, talks about the eye exam, the foot exam, the microalbumin, that's in nephropathy, 
smoking status. These are NCQA guidelines recognized by everybody in the country, used by Park 
Nicollet, Geisinger and Warren clinic as a guideline that this is where we want our diabetics to be. And 
you'll see below that NCQA box below there. When we move from NextGen to EPIC, we ended up losing 
our registry. I'm screaming about registries and how they lost the damn thing on me but, anyway, but 
we are now getting that rebuilt. We're getting that rebuilt and it's going to be—it's going to work very 
well for us and it just helps us improve quality. That's all it amounts to. I'm going to just tell you, this is 
not a slide of just to know. Over the last 30—there's been no 30-day hospital readmissions from our 
practice, our three docs for October. There's been one congestive heart failure admission for August, 
September and October from our docs. Why is this occurring? And why are we going to—this data that 
I'm showing you? It's because we're implementing the using the tools I just talk to you about. How do 
we know that using the evidence-based guidelines are making a difference? Like I said, our hospital 
admissions for any calls. We look close at that. Our ED visits, our emergency department visits, we look 
close at that. The ACSC, that's something you need to pay a whole lot of attention to and I'm sure, you 
guys studied those quarterly reports and pour over them to try to see what you can do to make things 
better in your practices, but that Ambulatory Care Sensitive Conditions but that's one where the idea 
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being that if you take good care of that diabetic, that CHF, that COPD then, they shouldn't be getting 
readmitted to the hospital. That's the data that comes out of the big dogs at the Geisinger, the national 
[inaudible] and so on and so forth. And, so looking at that data and where do you stand on that? And 
like—I just told you, we had only had one CHF admitted over the last three months. We're developing 
some quality measures. Next slide. You guys have already seen this, but I'm really proud of it. We're the 
red star down there at the very bottom of this graph and that's the practice-level rate of hospital 
admissions for any cause and that's where we're at and we're doing that because we are doing what I 
consider to be aggressive evidence-based, registry-based care of our patients. And as a result of that, 
we're preventing a lot of hospital admissions. The next one is the one that I'm real pleased with too, and 
I think there's some interesting data here. This is that ACSC stuff I was talking about and the sort of 
things that where patients should be getting admitted. Take a look at January 13th 2013, we were 
terrible. We had over 89 admits in that quarter. CPCi started October 12 and so, we—you know, we 
really did good that first quarter. But take a look since then, in—I think around May of 2013, Sherry 
came on board. But look at where we're at in the last two quarters, we are way below the average in our 
region for admits for these particular kind of diagnosis and—there's no doubt in my mind, it's because 
CPC and because of the processes I just talked to you about. Then look at this next one. This is the one 
that the hospital really loves because this is where they get their clocks cleaned and that is on 
readmissions. Their readmissions, they don't get paid for a bunch of them, it's true. And you take a look 
at where we're at, again, same thing. Back when CPCi first started, we weren't doing very well at that. 
Now that we're in to it, now that Sherry is on board, now that we've got registries and guidelines, look 
at the last four quarters on our readmissions. That will make any hospital administrator smile and they'll 
hopefully pay us a little bit more cash flow. The—All right. We've already talked about this. Adoption 
consideration for others. Physician commitment to practice evidence-based medicine. Now that really—
That slide I have to apologize to you guys, that slide really should read, physician commitment to the 
process and that is again what I talked about at the very beginning, chronic disease management, the 
evidence-based guidelines, developing the registries, looking at the outcomes, increase in quality, 
decrease in cost. You cannot get anywhere if you don't have the physician commitment to this process. 
In our practice, we've got three docs that are strongly committed but I will tell you four or five years 
ago, we had three doctors, one strongly committed, one moderately committed and one oh well we'll 
see what happens. But it's—They've turned around and everybody feels strong about it and you've got 
to have the physician involved. And then, the entire office has to be involved. And again, there is some 
typos here, not selecting the evidence-based guidelines but implementing the evidence-based 
guidelines and not writing the standing orders but implementing the standing orders. I apologize to you 
for that. But that's what I've already talked about using diabetes as an example. The staff has the ability 
to do things to make sure that we're working as a team. Communication is with everything. Now, the 
tools—And I believe these slides are numbered. Just write this, you know, write these numbers down 
but you got back to slide 16 and, you know, it talks about the tools and the physician commitment and 
the care guidance nurse. Seventeen it talks about the risk stratification, it talks about the registries. 
Developing a mechanism to handle transitional care and 30-day readmissions. And then the severity 
index and registry. You develop these entities and use these entities and you can accomplish what I just 
showed you that we have done. A little slide—I'm jumping around on you a little bit here but I think it's 
slide 20. It looks like this is just before the graphs. All right. Again, by using the registries, by using 
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correctly your case management nurse, using correctly your staff, you can get your hospital admissions 
down, your—the admissions down, your ACSCs down and your 30-day readmissions. You can get all of 
those under control. You know, in order—I guess the last slide I've got is this one here, adoption 
consideration where we corrected some stuff. In order to make this truly work, you've got to have the 
team. You got to have everybody in the office involved the way I've described. You've got to have the 
care guidance nurse. You've got to have the patient severity indexed and then you've got to develop the 
severity indexing registry. You got to develop multiple interrelated registries. So diabetic and the 
severity index registry. The CHF registry, the guidelines that were used in there. You've got to use care 
plans and care coordination. And again, it's where the care guidance nurse comes in. You do these 
things, you know, the same exact results that we've had, I think I've probably gone over my time. The—
Even proper utilization of the care guidance nurse, she got to practice at the top of her license. I don't 
want her severity indexing the patients. I want her pre planning the patient visits. I want her monitoring 
the development in all these reports that we talk about. Like I said, I don't have the time. It's not my job 
to monitor those reports. That's what Sherry does very well and then we work as a team when she gives 
me the information back and we—as a result of this, we end up with better care, better quality of care. 
Transitional care management, through collaboration with discharge planners, everybody in this office 
is—in this conference had better be doing that, that's going to be imperative for you in the future and 
develop a mechanism to do it. By developing relationship with some patients and developing 
relationships with the discharge planners. Using—being a community resource liaison, we had patient 
who had a terrible time controlling his diabetes and he was on the sliding scale and he was on Lantus 
and bolus scale. And he—Every time I check him, "Yeah doc I'm doing it. I'm using it, I'm—you know, I'm 
using 6 to 8 to 9 units before meals and blah, blah blah." 


40:08  
Long story short, when he's visiting with Sherry, he said, "Hell, I didn't want to tell doc, but I'm not using 
my insulin, I can't afford it." She got on the on the line with the community liaison, she got with the drug 
company, he's getting his insulin for free. He's going from I think a 9.9 A1c down to 7.3. Being a liaison or 
a resource liaison and care planning and standing orders. These are, you know, those are my comments I 
have presented before at two that Sherry put together when we do basal-bolus insulin that I'd be glad to 
talk about. We've got—And we can share with anybody who wants it, it's called Stay In The Zone. It's a 
tool we use for congestive heart failure. I will tell you, one of the things the tool that Sherry developed 
for my basal-bolus insulin, it's amazing how many patients do not understand bolus insulin, before meal 
insulin. And it's also amazing that there's lots of people don't read very well. But she put together a 
system and the Novolog happens to be in orange pen and the Levemir happens to be a green pen and 
she color coded this chart and all of a sudden, it's amazing how much better compliant the patients are 
with this. I'll make one other comment as a result of the situation today in describing and discussing 
with you and the utilization of our personnel and utilization of these tools. We have one fellow, who's a 
frequent flier in 2013, he had four admits for congestive heart failure. And 2014, he's had zero admits 
for congestive heart failure and is leading a much better quality of life. So all I'm saying is, do these 
things, use the guidelines, use the registries, get the commitment from your physicians and you can 
have great outcomes. That's it. 
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Thank you so much Dr. Schlecht. I am so thrilled to hear about all that especially the last point you made 
about the quality of life for the patient. This isn't just all about numbers, is it? It's about that quality of 
life for the patient, making it better for the patient is the bottom line. And I'm so pleased that you 
brought that up. At this time, we have time for harvesting the learning and for question and answer. 
Everybody's hands are still up from our last poll. So, if you're still in full screen, if you'll click on the green 
panel up there and on the left-hand side, you'll see go out of the full screen mode. You can go ahead and 
put you hand down otherwise I might call on you if your hand is still up. So, go out of the full screen and 
go into the smaller screen so you can see the chat and go ahead and click on your hand icon again and 
that will put your hand down. If you indeed do have a question, you may chat it in the chat box to all 
participants or you may raise your hand and we'll be happy to call on you. The only hand I still see up is 
Jolanta's [assumed spelling]. Jolanta, do you have a question for us? Can we unmute your Jolanta and 
see if she has a question. Hi Jolanta, you're unmuted, do you have a question for Dr. Schlecht? 


No I'm sorry no. No, I don't have a question but I am at awe what a wonderful, wonderful job doctor is 
doing. So hats off to the doctor and I 100 percent agree with everything he said. Wonderful, wonderful 
job. Thank you. 


That was a great feedback. Thank you so much for chatting in [inaudible]. 


Laurie this is Rachel and I agree with Jolanta wonderful presentation Dr. Schlecht. I do have a question 
and it's one that I hear from practices all the time is how did you get the physicians to agree up in the 
guidelines Dr. Schlecht? Every time we talk to practices, well I won't say every time, a lot of times when 
we talk to practices about evidence-based guidelines, the nursing staff and the administrators often tell 
me that it's near impossible to get the providers to agree. So what was your secret sauce? 


One of the things that we originally did. Now you got to understand, like I said, we've been doing this 
since 2000, some sort of variance of this since 2005 and 2006. And we worked with one of the nationally 
recognized diabetes clinics, Park Nicollet and Park Nicollet has what they call their International 
Diabetes Center. And I actually brought—As I ran in to that same problem, I brought to Park Nicollet in 
but didn't cost us a dime as part of what they were trying to do is improve the care to diabetes and we 
put on a dog and pony show. And we actually showed the staff that if they would use these guidelines 
and these guidelines are recognized by the NCQA, that were used by Park Nicollet, at the time they were 
also being use by Geisinger that this was the outcome that you could expect to see. And, when the 
physicians saw the power brokers were used on this and the outcomes that they were getting and one 
of the things that staff can do I can guarantee, if you're not using diabetic registries, I can guarantee you 
that your diabetic patients are not in control. And, if like I said, they pulled out up 230 diabetics of mine 
a number of years going when we were doing this. And I said, I told everybody, you know, take a walk, I 
was—everybody is under good control. And less than 20 percent we're having their kidneys checked and 
having their eyes check. That was an eye opener to me and when you show them here's what your data 
is, if we do this it's not going to cost you any extra time—but you put it in place like this, you're going to 
get better quality outcome. It's a long answer to a short question but that's the way we made it work.  


OK. 
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But you're talking Dr. Schlecht more of a pull instead of a push. You're not pushing them into it, you're 
showing them the data, you're showing them how it's working, so it's pulling them in and dragging them 
on board. Is that correct? 


That's absolutely correct. And I will tell you something else. Back, you know, six, seven years ago, I think 
I've figured out that by doing this, I was increasing the volume of office visits and they were being paid 
at level four office visit. So, anytime you can knock on the door and there's a little cash at hand, the docs 
take a look at that too, that's another incentive. Now, that maybe is not so much so these days and 
times, but on the other side of coin is like I said, 7 percent or 9 percent of CMS payments in 2017 just 
three years from now are going to be based on quality and outcomes. The docs got to understand that 
and they've got to be able to produce the data to show the quality and the outcomes. I think that's 
probably a big stimulus too. But you're right, you got to pull them. 


That's wonderful. Anybody else have any questions please raise your hand or chat them in. I going to go 
ahead and turn this over to Rachel Wallis. Rachel is going to take us to some more questions and some 
more ideas. 


Thanks Laurie. Dr. Schlecht I still have a couple of questions and I don't see any others in the chat but I 
have a couple so. Not really questions but more comments, what would it be that you would tell 
practices to do. What should be their first step, Dr. Schlecht if they want to begin doing registry?  


Well first thing, and again, use diabetes as an example. The first thing you got to do is identify the 
diabetics in your practice and then once you've got them identified, and I can tell you that in a paper 
chart, I had a staff of four at the time, and they worked over a week and put about 40 hours maybe 50 
hours, I was looking at my notes the other day. And they identified every diabetic that was in the 
practice to the billing system and pulled up all 250s. And—but that's the very first thing that needs to be 
done. And then you need to decide once you've done that then you need to sort them. You got to sort 
them by something and I suggest in diabetics, you sort it by the A1cs. You also are going to have in their 
registry microalbumins and you're going to have the LDLs and the blood pressure and so and so forth, 
but I suggest you sort it by A1cs, that's where you start. And, if you—The highest A1cs to the lowest 
A1cs. 


OK. Great thank you Dr. Schlecht. And at any time if you maybe have questions for Dr. Schlecht please 
chime in. Dr. Schlecht I have one more question and it's kind of a take away. So, if you could give 
practices attending today one piece of valuable advice, what would be the most valuable advice that 
you would give them? 


Well, I would tell you that since all these practice are CPC and they're receiving the cash flow, all kidding 
aside, getting that care guidance nurse on board. And one, you know, that's willing to work hard and 
willing to learn this process probably is highly key and then identify them in the practices. We identified 
CHF, COP and what's the last? 


Diabetes. 
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Diabetes. 


Diabetes, yeah. I've been talking about diabetes. Anyway that's why I need my keepers here. But we, 
you know, we selected the disease processes that are the ones that affect our patients the most and 
that we felt we could get the biggest bang for the buck 


50:00  
And then severity indexing the patients, you ask one, I'm giving you two or three. Severity index every 
one of those patients and then we paid attention to the four, fives and sixes. Our goal is to move the 
fours to a three, the fives to a four and the sixes to make sure that we're using the most judicious caring 
of—care that could be delivered because most of these folks are probably all kidding aside hospice 
patients and working towards end of life care for those sixes. That, you know, severity index to patients 
and then develop the registries, those are my things. 


All right Dr. Schlecht wonderful advice, thank you for that. I have a comment here from Carl and Carl is 
in Arkansas, he's a care manager in Dr. Andy Class [assumed spelling] and he was wondering if you might 
be interested in sharing your COPD registry, I guess, template, any spirometry protocols, or any care 
management protocols around COPD that you might have. 


We can, yes. We have—Like I said, we plagiarize as much as we possibly can and we have plagiarized a 
lot of what Geisinger has done with their COPD. And we can send— 


And this. 


And we've also—It's called the Global Initiative for Chronic Obstructive Lung Disease. Now, I'm going to 
have to back track just a bit. We're just now aggressively starting to get into COPD, we chose to do the 
diabetes and CHF first. Now we're getting into the COPD. But this is—And then we can send—we can 
send you the information on this Global Initiative for Chronic Obstructive Lung Disease and we can also 
send you the information from Geisinger. Susan can do that for me. 


That would be great Dr. Schlecht. And remember Susan, you can also post those up in the Collaboration 
website and then people will just have access to those. 


OK. 


All right. 


Just what I like to—I like to say boss everybody around and they do it and I get credit.  


OK. All right. 


It's a team effort. 


It is a team effort. That's the key guys. Team effort in all areas of the process. Anyone else have a 
question for Dr. Schlecht and his team? With that, we're running out of time, we were going to do an 
exercise today guys so we walked through the evidence-based medicine, the five Ps of the evidence-


Arkansas/Oklahoma: Incorporating Evidence-Based Medicine, Dec. 4, 2014 13 







based medicine. Those of you on Arkansas are familiar, I do this often on our webinars, but because 
time does not allow for us to do that, we only have just a few minutes left. I do just want to showcase 
this on the screen and tell you that if you do not have evidence-based protocols and a team-based 
protocol in site right now, these are the thought process that you should go through. So, as you're 
beginning to develop these and as you're beginning to identify the protocols that you want to begin 
with, you need to think about why. So what is the process of doing evidence-based medicine? What's 
the why of it and what's the value? And I think that Dr. Schlecht has done an excellent job today at 
presenting the value of introducing evidence-based medicine into your workplace. Next, I want you to 
think about your patient population. Who are these patients that would benefit, granted all of them but 
is there a certain population that we may need to get in control a little quicker such as your diabetes 
population as Dr. Schlecht mentioned. Next, systems should be involved in this process. So which 
professional? As Dr. Schlecht mentioned, it took the entire team, right? So it takes your whole team to 
make these effective at caring for your patients. And everyone needs to be practicing at the top of their 
licensure so as you're thinking about the protocols, think about who needs to be involved in the 
different steps. And then what is the actually workflow looks like. Who's doing what and what's the 
progression from the nurse to the doctor, from the front office to the care manager, what does that 
process look like? And then patterns. Are you seeing that you're making a difference? So you've 
implemented these protocols, what's happening now? Are you able to see patterns? Are you able to see 
that you're reducing your ambulatory care sensitive condition readmissions? Looking at your quarterly 
Medicare feedback reports, are you seeing any trending down in the data? Looking at your clinical 
quality measures, are you seeing any trending down in your A1c? So those patients, they might have not 
been on control that are now in control. And also, as you're thinking about the protocols, as Dr. Schlecht 
also introduced, we need to be thinking about how do we just identify these patients? And that's—That 
begins with the registry. So how do we know who these patients are that need extra intervention and 
need extra monitoring and care management. We know that by having registries of these patients. So 
again, because we don't have time, we won't walk through this exercise. But the slides will be posted up 
on the Collaboration website. The audio recording will be posted up as well. Kym, it takes only about 10 
days I believe, but correct me if I'm wrong on that before that's on the Collaboration website and we will 
make that available to anybody that wants to replay or look at the slides. With that, I'm going to stop 
talking for a second and let's see if there are any additional questions. This is your last chance guys if you 
want to ask anything of Dr. Schlecht. 


And listen, I'd like to make one more comment. Somebody asked, how do you get the docs to buy off on 
all this and so on and so forth. One of the things that's very important is try to look for the physician in 
your area that's your early innovator. The guy that seems to be on the cutting edge of this sort of thing, 
on most practices, there's always one. And, get that early innovator to buy off on this and then he'll 
bring the other docs along. So, guess that— 


That's a great—That's a great advice Dr. Schlecht. So, if you have someone on staff that maybe a little 
more excited about this work than the other or maybe willing into looking at his data and seeing his 
measures, that may be your point person for getting the other docs to come on board. So thank you for 
that Dr. Schlecht, that was a great point. All right everyone, well thank you so much for attending today. 
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It's always a pleasure and it was really exciting to have everyone brought together today, Arkansas and 
Oklahoma. Thank you all for presenting. What you see here on the screen really quickly is some great 
references to some of the tools that Dr. Schlecht presented today. And also some other things that 
Laurie Paul found and I will provide for you. So again, this will be posted on the Collaboration website. 
And with that, I'm going to turn it back over to Kym Patrick and Lori Hooks from TMF to make the final 
announcement. Thank you all so much for attending today. 


Thank you Rachel and thanks Laurie and Dr. Schlecht and Sherry for your valuable information this 
afternoon. I want to thank everybody for attending and then we hope that you found this presentation 
very information and have some information you can take back to your practices. You can exit this 
session by clicking on the File menu option at the top left of your screen and selecting the— 
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Cherokee Nation HEALTH SERVICES 


Cherokee Nation Shared Decision Making Tool 
Diabetes Patients with Poor Blood Sugar Control:   


Treatments to Improve Glucose Control 
 


This short decision aid is to help you decide what other medications may help you 
control your type 2 diabetes when your A1C is 9.0 or higher.  


You have a say in the treatment you choose to receive.  The purpose of this decision 
aid is to help you make an informed decision.  


What are your treatment options? 


The main options for additional medications to improve your blood sugar control in type 
2 diabetes are: 


• Metformin is a pill that reduces the amount of sugar your liver makes.  It can 
improve your A1C by 1-2%.  The possible side effects are weight loss, 
abdominal cramps, and possibly diarrhea.  Please call your health care team if 
you have these symptoms. 


• Insulins are injected and can be long or short acting.  Insulin can make a big 
improvement in your A1C.  The possible side effects are weight gain (4.5-9 
pounds) and hypoglycemia (blood sugar that is too low).  Being physically active 
and watching what you eat can decrease your risk of weight gain and lower your 
blood sugar levels. Monitoring your blood sugar regularly is important when you 
are on insulin.  You will be taught what to do if your blood sugar is too low. 


• Pioglitazone is a pill that improves the way your body uses the insulin it makes.  
It can improve your A1C by 1%.  The possible side effect is weight gain (1-6 
pounds).   Being physically active and watching what you eat can decrease your 
risk of weight gain and can lower your blood sugar levels. 


• Januvia and Tradjenta are pills that help your body make more insulin naturally.  
They can improve your A1C by 0.5-1%.  The possible side effect is weight gain 
(0-1 pound).  Being physically active and watching what you eat can decrease 
you risk of weight gain and lower your blood sugar levels. 


• Glyburide and Glipizide are pills that increase the amount of insulin released by 
your pancreas. They can improve your A1C by 1-2%. The possible side effects 
are weight gain and hypoglycemia.  Being physically active and watching what 
you eat can decrease your risk of weight gain and lower your blood sugar levels. 
These drugs can cause your blood sugar to become too low. Monitoring your 
blood sugar regularly is important when you take these medicines.  You will be 
taught what to do if your blood sugar is too low. 







Cherokee Nation HEALTH SERVICES 


• Please see your care plan (also called the Patient Wellness 
Handout) for a current list of your medications.    


Your treatment choices may depend on many things, including your: current 
medications, medical problems, lifestyle, weight, occupation, and your feelings 
about some medications. 


Please talk to your health care team today to discuss how you can improve 
your poorly controlled diabetes (A1C >9%)! 


 
Questions and concerns that people with poorly-controlled diabetes (A1C >9%) 
often have include:   
 
• My diabetes control is getting worse. What is the best extra treatment for improving it? 
 
• I don't like the thought of injections. Are they as bad as I think they might be? Don’t   


pills work just as well? 
 
• I'm worried about side effects.  How can I prevent them? 
 
• I have a family history of heart disease.  What's the best treatment to prevent heart 


disease? 


It’s OK to ask your doctor or nurse these questions.  
 
I have looked at the different treatment options.  I would like to try to add a new 
medication. I’m ready to let my care team know I want to start the treatment I 
circled if my provider agrees. (Circle the one you think is the best for you.) 


 
Metformin  
 
Insulin 
 
Pioglitazone  
 
Januvia or Tradjenta 
 


 
NO, I am not ready to start any treatment at this time because:  


 
I want to think about it  
 
I don’t know enough to make a decision 
 


________________________________________ _________________ 
Name        Date 
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Shared Decision Making Visual Aid 


 
 


 
 
 
 
 


Additional Resources:  American Diabetes Association at www.diabetes.org 


Totally Health at http://sdm.rightcare.nhs.uk/pda/diabetes-additional-treatments-to-improve-control/ 


 



http://www.diabetes.org/







 
 


Introduction to the Pathways Guide, May 2015 


The Pathways Guide to CPC is a resource for practices, payers, and other health 


care organizations who are working through change efforts similar to those in CPC. 


The CPC Key Drivers and Changes presents a high-level view of the actions required 


to achieve the CPC aims of improved care, better health for populations, and lower 


cost. CPC practices have been working through the CPC Milestones to make these 


changes in their practices, build this capability, and deliver comprehensive primary 


care. CMS, CPC payers, and regional stakeholders have been working together to 


build the Environment to Support Comprehensive Primary Care (Driver 5).  


You can use the Key Drivers and Changes as a navigational aid to understand how 


the CPC practices are delivering care and how CMS, our payer partners, and 


regional stakeholders are supporting this care delivery. The Key Drivers and 


Changes identifies the actions or drivers necessary to achieve the CPC aims and the 


changes (Change Concepts) that those actions or drivers require. The radial diagram 


below provides a visual representation of the drivers and changes. It is found 


throughout this guide and highlights the connection between drivers, changes, and 


change concepts. For each Change Concept you will find multiple search terms to 


explore applicable resources in this portfolio – resources that demonstrate not only 


“what” should be in place to do this work, but also some suggested “hows” or 


change tactics. 


Practice change is difficult and complicated and this complexity is reflected in the 


multiplicity of search terms for each Change Concept identified in the Key Drivers 


and Changes. 


The resources in this Pathways portfolio are the artifacts of real practice learning 


and change. They include selected web-based presentations through which 


practices shared their work with each other, miniature case-studies (Spotlights) 


through which practice changes are explored, video discussions, and a variety of 


tools and resources practices have used as they iteratively test and implement 


changes in the way they deliver care. You will see a diverse set of examples, 


representing the heterogeneity of practices engaged in CPC. In addition, a summary 


document outlines the work going on in each region to build the environment to 


support primary care in each CPC region. 


As you use this Pathways Guide It will be helpful to understand the relationship 


between the CPC Milestones and the Key Drivers and Changes. The Key Drivers and 


Changes provide the theory of action for CPC: how properly supported primary care 


will produce better care, smarter spending, and healthier people. The CPC 


Milestones are the corridors of work through which the CPC practices have been 


developing the capabilities identified in the Key Drivers and Changes.  CPC practices 


are accountable to CMS for the Milestones and report progress quarterly through a 


web portal.  In this Guide you will be able to search by the CPC Milestones as well to 


understand the changes practices are making through each Milestone. 


In CPC we are learning with and from the practices, payers, and regional 


stakeholders about the changes necessary to improve care, achieve better health 


outcomes, and lower the cost of care.  We hope this CPC Pathway’s Guide reflects 


that process and captures some of what has been learned. 
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How to Huddle 
 


How are your days going?  Well organized, good flow, hectic? Do you go home on time or are 
you late?  Do you feel stressed?   
 
Purpose of Huddles 
 
How they work 


• Everyone on team attends (provider, RN, MA, Care Coordinator, receptionist?) 
• 5 to 7 minutes long 
• Follow an agenda 
• Appoint someone to facilitate 
• Have everyone stand 
• Use huddles to reinforce the culture you want to create 
• Remember to bring your sense of humor and fun to huddles 


 
Morning Huddle 


• Review schedule – any changes? 
• Who is doing what for patients? 
• Supplies/information needed and available? 
• Any follow-up necessary re: hospital discharges, labs, consultants? 


 
Mid-Day Huddle 


• How is it going? 
• Schedule changes? 
• Who needs help? 


 


What would are the pros and cons of doing a huddle? 
• Pros – better flow for patients and staff, get out on time, know where you could  squeeze 


someone in, better prepared, staff less stressed and patients less stressed, communicate 
challenging patients, cover for each other 


 
• Cons – a bit of time, be organized 


 


How confident on a scale of 1 to 10 do you feel that you can try huddles for a week? 
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Key Steps for Creating Patient and Family 


Advisory Councils in CPC Practices 
APRIL 2013 


I. Introduction 


The overarching goal of the Comprehensive Primary Care Initiative (CPC) is to encourage 


and facilitate primary care practices in delivering higher quality, better coordinated, and 


more patient-centered care. A central strategy for achieving these important and ambitious 


goals is through Milestone #4 of the initiative—directly engaging patients and families in 


their care. 


 


Establishing a Patient and Family Advisory Council (PFAC) is one way to meet this milestone 


as well as a strategy for ensuring that practices improve quality, efficiency, and patients’ and 


families’ experiences. Working side-by-side with patients and families is a unique opportunity 


to not only gain a better understanding of their 


experiences but also to partner with them to improve 


processes, procedures, care delivery and outcomes. 


II. Definition 


A PFAC is an established council within a health care 


practice which meets regularly and consists of 


patients and family members who receive care at the 


practice. Select providers, clinicians, office staff, and 


leadership are also integrated members of the PFAC 


and work with the patient and family advisors to 


discuss improvements in care, processes, and 


experiences. Key to the PFAC is that patients and family caregivers are viewed as respected 


partners and essential resources to the practice.  


 


Just as important as understanding what a PFAC is, is understanding what it's not. 


 


1. Focus group: A PFAC is not a group of patients who are convened to answer 


questions for research purposes. While focus groups meet for a short duration, 


PFACs come together on an ongoing basis and provide continuing guidance to 


the overall practice. Also unlike a focus group which is established for 


discussions around a specific topic, PFAC discussions and topics should be 


generated from an agenda and workplan established by the group and centered 


As advisors in a PFAC, patients, 


families, and providers work 


together on procedures, 


processes, and quality 


improvement strategies to achieve 


high quality, coordinated, and 


patient- and family-centered care 
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around improving the practice in ways that meet the needs of patients and 


families.  


 


2. A “check the box” activity: Patient and family advisors will not remain engaged 


in the PFAC if they feel they are only involved with the practice to fulfill a 


requirement and are not making a difference. It is critically important for the 


practice to continually demonstrate that patients’ and family caregivers’ voices 


are being heard and taken seriously. Advisors should always know the outcome 


of their advice, even if their suggestions cannot always be implemented.  


III. The Steps 


The recommendations described below will help practices take the steps needed to 


establish a PFAC for the first time or enhance Councils that may already be in place. It is 


important to keep in mind, however, that developing a PFAC into a productive group that 


helps affect meaningful change will not be achieved overnight. The preparation and 


establishment of this type of group will require a deliberate process of planning and follow 


through and practices should consider assigning resources and staff to coordinate the effort 


over time.   


 


STEP 1: Establish the PFAC Practice Team 


 Identify practice staff who view patients and families as untapped resources, 


recognize that patient and family engagement is a quality improvement strategy, and 


are interested in creating, managing, and leading a PFAC. 


 Consider engaging staff from all departments/areas of the office—providers, clinicians, 


office staff, leadership, etc. to participate in or staff the PFAC. 


 Assign staff roles and responsibilities. A few examples are described below.  


 PFAC lead — An essential role for the success of the PFAC. Manages the work of 


the PFAC overall, serves as the main point of contact for the patient and family 


advisors, and coordinates the feedback ―loop‖ from the patient and family 


advisors to the practice leadership and staff. The lead ensures that the PFAC’s 


ideas and guidance are thoughtfully implemented.  


 Logistics coordinator — Coordinates meeting dates/times and locations, 


transportation needs, meeting materials, and other logistical needs.  


 Recruitment coordinator — Oversees recruitment process for patient and family 


advisors.     


 Scribe — Takes minutes and other notes at PFAC meetings.  


 


STEP 2: Define and establish the mission, vision, and goals of the PFAC 


 As a practice team, draft mission, vision, and goals statements for the PFAC to 


review. A few items to consider during that process are:  


 What would you like to accomplish in 3 months? 6 months? 1 year? 


 Why is this work important to your practice? 
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 How will you measure your success? 


 How will you continually foster relationships with patient and family advisors?  


Best practice: Although practice staff should have a firm understanding of the purpose 


of the Council and draft mission, vision, and goal statements, ultimately patients and 


family caregivers should play a role in shaping the PFAC’s structure, agendas, and 


workplans. Be prepared to discuss these statements at the first meeting, seek feedback, 


and be open to changes.   


 


 Determine the structure of the PFAC:  


 Determine how many patient and family advisors will participate in the PFAC.   


 Consider whether or not patient and family advisors’ service will be term 


limited. If so, how long will terms be? 


 Draft a Compact or similar document that outlines staff and patient and family 


advisor roles, responsibilities, and expectations. Plan to discuss the Compact at 


the first PFAC meeting and incorporate patient and family advisors’ feedback. 


(See Attachment A for a template).  


Best practice: Eight to ten patient and family advisors on a PFAC is ideal. Ensure that 


the advisors are representative of your patient population in terms of age, race, 


ethnicity, geography, family structure, clinical needs, etc.  


 


STEP 3: Meeting logistics 


 Think through the logistics of PFAC meetings: Dates, times, and locations of 


meetings. 


 Transportation/parking—Provide directions and instructions to Council members who 


may be driving or taking public transit. 


 Have contact information for the PFAC lead ready to share with patient and family 


advisors.  


 Reimbursement/stipend—Some practices recognize patient and family advisors’ 


contributions by offering honoraria, such as gift cards or catering at meetings.  


Additionally, consider that some patient and family advisors may not be able to 


participate in the PFAC without some form of reimbursement for their time or travel. 


 Child/elder care—Some patient and family advisory members may not be able to 


participate in the Council because of child or elder care responsibilities. Consider 


whether the practice can offer these services during meeting times.  


 


STEP 4: Identifying Patient and Family Advisors 


 Not every patient or family caregiver in a practice will be a good ―fit‖ for a PFAC.  


Similar to professional roles and responsibilities, certain skills and qualities are better 


suited for this work and a practice should dedicate ample time to identifying patients 


and family caregivers who will be the best match. 
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 When thinking about patients and family caregivers to reach out to, consider seeking 


those who have:   


 Familiarity and experience with the practice (as a patient or a family caregiver) 


 Representative of the population most impacted by the care changes being 


sought  


 Willingness to speak up  


 History of providing constructive feedback to the practice 


 Able and interested in devoting time and energy to working with the practice 


 


Best practice: In addition to ensuring the patient and family caregivers reflect the 


diversity of the practice’s patient population, also look for those who have had varying 


experiences at the practice—both positive and negative—and seek variety in diagnosis, 


treatments, and programs utilized.  


 


STEP 5: Recruitment 


 Once a practice is familiar with the types of characteristics to look for in patient and 


family advisors, begin looking for specific individuals to serve on the PFAC. The 


recruitment process can take place through a variety of ways:  


 Ask providers, clinicians, and office staff for suggestions based on their patient 


populations. 


 Post and advertise notices in the practice’s waiting room and examination 


rooms. 


 Send notices through e-mail, patient portals, or regular mail. Use the practice’s 


electronic health record to identify patients in targeted populations to ensure 


diverse representation (e.g., patients with diabetes, patients over age 65, African 


American patients). 


 Place notices in local publications, including newspapers.   


 Contact local community-based organizations that serve populations that also 


receive care at the practice for recommendations (e.g., Local AARP chapter, 


houses of worship, Area Agency on Aging, YMCA).  


 


Best practice: To ensure the most efficient and effective recruitment process, consider 


engaging in more than one of the outreach methods above simultaneously. 


 


 After going through the suggested recruitment process above, practices will likely 


have two separate lists of potential patient and family advisors: 1. Individuals who 


contacted the practice after receiving the email, seeing the ads, etc. and indicated 


their interest in participating in the PFAC and 2. Individuals who were recommended 


by providers, clinicians, office staff, or community-based organizations. The next 


step—the interview process—will need to be approached slightly differently for each 


group. (See Attachment B for sample discussion questions for use in initial 


conversations with potential patient and family advisors.)  
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 For interested individuals who contacted the practice after receiving 


the email, seeing the ads, etc.—Practice should be prepared to ask the 


sample discussion questions at the time the patients or family members call.  


Use the conversation as an opportunity to get a sense of their past health care 


experiences at the practice, availability, and interest in the work.   


 For recommended individuals—When calling these individuals, practice 


staff should first be looking to gauge the patient or family member’s interest in 


participating in the PFAC. If the individual responds positively, continue 


through the discussion questions and, as with the group above, get a sense of 


their past health care experiences at the practice and availability. 


 


Best practice: In both scenarios, end the conversations reiterating the value of a PFAC 


and the importance of embedding patients and family caregivers in the practice as a 


strategy for enhancing care delivery and quality. 


 


STEP 6: Invitation and Preparation for First PFAC Meeting 


 Decide on the date, time, and location of the first meeting. Ensure this is a firm date 


and will not change for any reason in the coming weeks.  


 Review the information gathered through the interviews and make final decisions on 


the eight to ten patient and family advisors to include on the PFAC. Call each 


individual to invite them to participate and let them know when the first meeting will 


take place.  


 Send an invitation to all involved staff and emphasize the importance of their 


attendance. Follow-up with each staff member a few days later to ensure the meeting 


is on their calendars.  


 Create a ―welcome packet‖ for each patient and family advisor and staff member.  


Include items such as: 


 Organization chart 


 Mission, vision, goals statements 


 Compact 


 Agenda 


 Background documents (e.g., fact sheets, supporting documents, links to 


available resources) 


 Health care glossary and acronyms list (For sample lists, see Attachments C and 


D).  


 Contact information for staff member who will be the point person for patient 


and family advisors 


 Proposed future (three to five) meeting times and topics  


 When drafting or compiling the ―welcome packet‖ materials, consider factors such as 


literacy level and writing in plain language. The materials should be understandable 


and accessible for the patient population the practice will be recruiting.  
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 Send the welcome packet to all patient and family advisors a week before the meeting 


date and also make it available online, if possible. 


 Identify a mechanism for PFAC members to provide staff with ongoing feedback about 


their involvement in the Council as well as a plan for how staff will use that feedback. 


This process will be very important to ensure the sustainability of the PFAC. Patients 


and families will lose interest in the Council if they feel their feedback is not being 


valued or used.  


Best practice: Consider following up with a phone call to each patient and family 


advisor to ensure they received their welcome packets and ask if they have any 


questions. Let them know there will be a point-person to offer them support throughout 


their time on the PFAC, and how to contact that individual. Demonstrating from the 


start that patient and family advisors are valuable assets to the PFAC and will be 


supported sets the tone for the entire Council as a place of collaboration and 


partnership.  


 


STEP 7: First Meeting  


 Ensure all staff arrive at the first meeting prepared and begin on time. Open by 


welcoming patient and family advisors and strive to make them feel comfortable and 


valued, and emphasize the important role of the PFAC. Consider structuring the 


remainder of the meeting around the items below:  


 After welcoming the members, begin with a round of introductions so both staff 


and patient and family advisors become familiar with one another.  


 Reiterate the purpose of the PFAC and underscore that patient and family 


advisors will be viewed as key partners and will work side-by-side with staff to 


enhance the way care is delivered in the practice. 


 Explain how patient and family advisors’ feedback and ideas will be collected, 


used, and implemented. It is critical for patient and family advisors to hear and 


understand the impact of their feedback and how it will (or will not be) 


implemented.  


 Walk through Compact, mission, vision, and goals statements and welcome 


feedback.  


 Review agenda and actively discuss each item. 


 At the end of the meeting, discuss potential topics/agendas for the next three to 


five meetings.  


Best practice: Patient and family advisors will most likely not have a professional 


background in health care and, therefore, some of the content being discussed at 


PFAC meetings may be new and unfamiliar. Not having this background is one of 


the best reasons to partner with and engage these individuals—they bring the 


important and unique perspectives of patient or family members. During the first 


meeting or two, understand that it will take time for patient and family advisors to 


get up-to-speed on lingo, practice operations, etc. Be supportive during this 


onboarding process. Take time to provide and go over background materials and 


resources and be available to answer any questions or concerns. Use plain language 


always.  
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STEP 8: Sustaining the PFAC 


 Research and experience have shown that effective PFACs have a very positive impact 


on care delivery and efficiency. Like any new process or relationship, ongoing support 


and nurturing will be needed to keep the Council engaged and operating at its highest 


capacity.  


 When planning for the long-term sustainability of a PFAC, consider the following best 


practices: 


 Allocate adequate staff time and resources to regular meetings, meaningful 


topics, and cultivating personal relationships with advisors.  


 Share how patient and family advisors’ feedback has been implemented and 


how/when changes are made to the practice. 


 Commit to checking in on patient and family advisors and ask if they are feeling 


valued and supported. If the answer is ―no,‖ ask how staff can help.  


 Recognize the contributions and commitments of advisors. Consider, with their 


approval, acknowledging their service by listing their names in the waiting room 


area, website, etc.  


 Ensure that members are always representative of patients and families being 


served by the practice.  


 Always treat patients and families as equal and respected members of the team.  


 


STEP 9: Take advantage of available expertise 


The National Partnership for Women & Families is a non-profit consumer organization 


located in Washington, DC that offers technical assistance to the multi-stakeholder 


collaboratives and the physician practices in the CPC initiative as they integrate consumer 


and patient representatives and work together to transform primary care in their regions.  


 


For additional resources from the National Partnership, the Institute for Patient- and 


Family-Centered Care (IPFCC), and TransforMED on creating PFACs and other 


opportunities for engaging patients and families, visit the CPC Learning Collaborative 


website.    


 


Tailored technical assistance is available to meet the unique needs of each CPC market.  


Contact Jennifer Sweeney, Director of Consumer Engagement and Community Outreach, 


at jsweeney@nationalpartnership.org or (202) 986-2600 for more information.  


 


 


 
The National Partnership for Women & Families is a nonprofit, nonpartisan advocacy group dedicated to promoting fairness in the workplace, access to quality health care and 


policies that help women and men meet the dual demands of work and family. More information is available at www.NationalPartnership.org. 


 


© 2013 National Partnership for Women & Families. All rights reserved. 


 


 



mailto:jsweeney@nationalpartnership.org
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Sample Compact: Patient /Family Advisor 


and Practice Compact 


Purpose of Patient and Family Advisor Program: 


[PRACTICE NAME] believes that patients and family caregivers are respected and essential 


partners in the aim to deliver patient- and family-centered care.  Clinicians and staff at 


[PRACTICE NAME] recognize that partnering with patient and family advisors to improve 


processes, procedures, and care delivery is crucial to ensuring that the care delivered to 


patients meets their needs and achieves the practice’s goals of: 


 LIST PRACTICE IMPROVEMENT GOALS HERE.  Focus on goals that are meaningful 


and use language that is understandable to patients and families.  


 For example: Improving support services offered to patients and family caregivers 


so they can better manage their care or the care of a loved one.   


Patient and Family Advisor Roles and Responsibilities: 
 Help the practice establish patient- and family-centered care priorities.   


 Help the practice identify and implement strategies to support patients and families, 


improve their experiences with care, and strengthen communication and collaboration 


between health care providers and patients and families. 


 Attend meetings regularly and read materials and agendas prior to meetings.  


 Maintain confidentiality of any sensitive information shared during meetings. 


 Speak up and share health care/caregiving experiences and perspectives with the 


practice in constructive ways.  


 Balance individual perspectives with the larger goal of improving care for all patients in 


the practice by recognizing that the experiences of one may not be same as the 


experiences of many.  


 Assist the practice in planning, implementation, and evaluation of quality improvement 


projects. 


 Contribute to staff and clinician understanding of patient- and family-centered care 


principles. 


 


ATTACHMENT A 
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Practice Roles and Responsibilities: 
 Designate a practice leader who will participate in meetings with patient and family 


advisors and communicate patient perspectives to practice peers. 


 Focus efforts on meaningful, collaborative projects, ensuring that there are regular 


opportunities for patient and family advisors to engage in the work to assess, redesign 


and evaluate the practice’s processes and procedures. 


 Distribute agendas and background material and educational resources on practice-


related matters in advance of meetings.   


 Designate a staff support person whom patient and family advisors may contact to ask 


questions about agenda items and practice-related areas prior to meetings. 


 Establish meeting ground rules in collaboration with patient and family advisors to 


ensure effective meetings.  


 Ask patient and family advisors periodically about their experience as advisors. Find 


out whether they believe they are making a positive impact and whether they feel 


supported in their work. If the answer is ―no,‖ ask how staff can help.  


 Create ways for patient and family advisors to interact periodically with the practice’s 


Board of Directors, if applicable. 


 Share how patient and family advisors’ feedback has been implemented and how/when 


changes are being made to the practice. 


 Always treat patients and families as equal and respected members of the team. 
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Sample Discussion Questions 


 


The purpose of the conversations with potential patient and family caregivers is to gauge 


their interest in and availability for participating on a Patient Family Advisory Council 


(PFAC). Keep in mind that many of the patients and family caregivers will not have heard of 


a PFAC before, so it will be important to clearly explain the purpose and value of the group 


and how critical their feedback will be for improving the quality of care at the practice. (When 


speaking to a patient or family caregiver who was recommended by a physician in the 


practice, make sure to reference that when explaining the reason for the phone call).   


 


Below are sample discussion questions to consider when talking to patients and family 


caregivers about participating on a PFAC: 


 Tell me about your general feelings about your care at [PRACTICE NAME]. What have 


you liked?  What could we potentially do better?  


 Are you comfortable speaking up in a group setting? The group will include doctors, 


nurses, office staff, and other patients and family caregivers. Would you be willing to 


share your experiences and speak candidly with all of these individuals present? 


 Do you have any volunteer experience where you’ve served on a committee or council 


before? (Such as for a school, church, community organization, etc?) 


 In terms of time commitment, we expect to meet [INSERT FREQUENCY OF 


MEETING TIMES—MONTHLY, ETC—AND LOCATION).Would you be able to 


volunteer your time to this effort?  


 Do you see any barriers or challenges in participating in our effort? (i.e. time, 


transportation, childcare, availability, chronic condition limitations?) How could we help 


you overcome those challenges?  


 


 


 


 


 


 


 


 


 


 


 


 


ATTACHMENT B  
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Health Care Glossary 
AUGUST 2013 


 


Accountable Care Organization (ACO) 


 Is a group of health care providers (e.g. primary care doctors, specialists, hospitals, and 


others) who:  


- Agree to work together and take responsibility as a team for deciding how to 


provide the best care for patients at the lowest cost; 


- Are paid in ways that make them want to work even harder to provide excellent 


care while keeping costs down. 


 


Ambulatory Care  


 Is medical care that does not require an overnight stay in a hospital.                 


 This kind of care can be provided in the following places:  


- Doctors' offices,  


- Clinics,  


- Emergency departments,  


- Outpatient surgery centers; as well as  


- Hospital, but that does not involve a patient being staying overnight. 


 Of interest: ―Ambulatory‖ comes from the word ―ambulate‖ which means to ―walk‖ or 


―move about.‖  


 


Benchmark (benchmarking)  


 Is a way for hospitals and doctors to keep track of, and measure, how well they are 


doing at providing excellent care while keeping costs down.  


 To do this, they gather information (data) over different periods of time. Then, they use 


this information to: 


- Measure how well they are doing from one period to the next. 


- Measure how well they are doing compared to other hospitals and doctors. 


- Find out what treatments work best and use that information to provide even 


better care. Treatments that work the best are often called ―best practices.‖ 


 


ATTACHMENT C  
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Best practices  


 Are the most up-to-date treatments for patients.  


 These are also practices which result in the best patient health and lower patient risk of 


death or complications. 


 


Centers for Medicare and Medicaid Services (CMS)  


 Is the agency within the U.S. Department of Health and Human Services that 


administers:  


- Medicare,  


- Medicaid, and  


- the State Children’s Health Insurance Program (SCHIP or CHIP). 


 


Center for Medicare and Medicaid Innovation (CMMI)  


 Is a new division within the Centers for Medicare and Medicaid Services (CMS), created 


by the health reform law, passed in 2010.  


 It tests new ways of providing health care, and paying for health care, through the 


Medicare and Medicaid programs.  


 The Center will test these new ways of providing and paying for health care                                


to see which ones work best. The goal will be to improve the quality of care and              


to encourage care that is better coordinated and more patient-centered. 


 Then the Center will test, or try out, new methods in a few places. If they work well,      


the Center will expand these methods to many more places.  


 


Chronic care model  


Is a way of providing care that encourages better and more helpful interactions between 


patients and their health care providers. This includes the following:  


 Improved coordination of patient care: Uses systems and tools to give health care 


providers access to all the information they need to provide good care for a patient. For 


example, doctors might organize their practice to improve communication with other 


doctors’ offices and use electronic medical records to get easy access to patients’ health 


information. Using these systems and tools helps coordinate the different care that 


patients get and prevent medical errors. The goal is to provide the best care with the 


least confusion.  


 Better decision-making by doctors and patients: Provides support for doctors and 


patients in making decisions together about treatment plans that are based on the best  


scientific research;  


 Patients to be involved in their own care: Helps patients to become more 


empowered and effective in managing their own health and health care; 


- For example: Working together with doctors to 1) set manageable goals, 2) create 


treatment plans, and 3) solve any problems along the way.  


 Additional outside support to help patients manage their health: Involves 


working with community organizations to help meet patients’ needs; 


- For example: Connecting patients to nutrition, exercise, or disease management 
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programs that might be offered by local senior centers.  


 Leadership committed to continued improvements: Health system leaders work 


to create a culture around continually improving the safety, coordination, and quality of 


care; 


- For example: Creating ways to be sure that 1) patients have regular follow up 


from their care team, and that 2) the care that is provided fits with patients’ 


needs and preferences. 


 


Chronic disease/condition  


 Is a sickness that is long-lasting or that comes back or flares up, from time to time.  


 Examples include: diabetes, asthma, heart disease, kidney disease, and chronic lung 


disease.  


 


Clinical practice guidelines (also called clinical care guidelines)  


 Are a set of recommendations, based on scientific research, that are used to identify and 


evaluate the most current information about the best way to care for patients. There are 


guidelines about how to do the following kinds of things: 


- prevent illness 


- identify illness 


- predict the course of an illness 


- treat illness 


- figure out risks and benefits   


- keep costs down 


 These guidelines help doctors and their patients make decisions about appropriate 


health care for specific medical conditions.  


 


Cognitive Impairments  


 Are types of problems with the mind, which may affect daily life. 


 They include having problems with the following: 


- Memory,  


- Thinking,  


- Speech, or  


- Another mental function.  


 


Collaborative Consumer Engagement  


 Is when health care providers work in partnership with consumers, consumer 


advocates, patients, and their families/caregivers.  


 This is done to improve the health care delivery system and make sure it meets the  


needs of patients and their families/caregivers.   


 


Comparative Effectiveness Research (CER) 


 Is research that compares different medicines or treatments. 


 It is done to figure out which medicines or treatments work the best for different types 







 


NATIONAL PARTNERSHIP FOR WOMEN & FAMILIES  |  STEPS FOR CREATING PATIENT AND FAMILY ADVISORY COUNCILS IN CPC PRACTICES           14 


of patients.  


 


 


Co-morbidity 


 Is the presence of one or more diseases in a patient, in addition to a previously 


diagnosed illness.  


 For example: a patient may have both diabetes and heart disease.   


 


Consumer/Patient/Beneficiary  


 Refers to a person who has significant personal or family experience with the health 


care system.  


- It can refer to a person receiving care (such as someone covered by Medicare – a 


beneficiary). 


- It can also refer to a family caregiver. 


 


Consumer Advocate (also called Consumer Representative)  


 People who work for non-profit organizations and represent the needs and interests of 


certain groups of consumers or patients. For example, American Cancer Society  


consumer advocates represent the concerns of cancer patients. These advocates help 


make sure that consumers and patients have a voice in the health care system. 


 Examples of consumer advocacy organizations include: AARP, American Cancer 


Society, March of Dimes, and faith-based organizations.  


 


Consumer Assessment of Healthcare Providers and Systems  


(CAHPS)  


 Is a survey that asks consumers and patients to report on and evaluate their 


experiences with health care.  


 It focuses on care in non-hospital settings (physician offices, nursing homes, etc.).  


 It asks the same questions and is scored in the same way, wherever it is used.  It 


continues to be improved, as needed.  


 It asks questions about how care is given. For example, it asks questions about how well 


health care providers talk with their patients and how easily patients can get the health 


services they need.  


 The CAHPS survey is done every year. The results are sometimes reported to the 


public. 


 


Consumer Assessment of Healthcare Providers and Systems  


(H-CAHPS or CAHPS Hospital Survey)  


 Is a survey that asks consumers and patients to report on and evaluate their 


experiences with health care.  
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 Unlike the CAHPS survey, this survey focuses on hospital care.  


 It asks the same questions and is scored in the same way, wherever it is used. It 


continues to be improved, as needed.   


 It asks questions about how care is given. For example, it asks questions about how well 


health care providers talk with their patients and how easily patients can get the health 


services they need.  


 The H-CAHPS survey is done every year. The results are sometimes reported to the 


public. 


 


Coordination of Care  


 Ensures that patients and all members of a patient’s care team have, and consider, all 


required information on a patient's conditions and treatments.  


- For example, a primary care doctor knows what medicines a patient has been 


prescribed by other doctors. He can look at the complete list of the patient’s 


medicines to find and prevent dangerous drug interactions. 


- Or, a hospital lets a patient’s primary care doctor know when the patient is 


leaving the hospital to go home. This helps make sure the primary care doctor can 


give the patient the best follow-up care needed.  


 


Cost  


 Refers to the amount of money paid to a health care provider for a health care service.   


 


Cultural Competency (in health care) 


 Describes the ability of health care systems to provide good care to patients with diverse 


values, beliefs, and behaviors.   


 It includes the ability to customize the way care is delivered to meet patients’ social, 


cultural, and language-related needs. This means taking the following kinds of things 


into consideration when making suggestions for treatment or preventive care:  


- Income  


- Living conditions  


- Daily lifestyle/schedule  


- Food preferences and diet 


- Education 


- Reading skills 


- Health beliefs 


- Main language spoken 


 


Delivery System  


 Refers to the way medical care is organized and provided to patients.  


 This includes the care, products, and services patients receive from doctors, hospitals, 


and other professionals.  


 


Department of Health and Human Services (HHS or DHHS)  


 Is a U.S. government agency responsible for protecting Americans’ health, in many 
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ways, and for providing essential human services, particularly for people who need the 


most help. This includes financial assistance for people with low incomes.  


 


Effective Care  


 Means providing treatments that research has shown work well. The benefits of using 


the treatment are much greater than any problems or risks that might come up from 


using the treatment.  


- For example, research shows that taking medicines known as beta-blockers can 


lower a patient’s risk of heart attack. While some patients may experience side 


effects from taking beta-blockers, such as being tired and getting headaches, 


many patients decide that the benefits outweigh the risks. In other words, 


patients are often willing to put up with being tired and sometimes having 


headaches if it means they will be less likely to have a heart attack.  


 These are services that are backed by medical theory and have strong evidence of value, 


determined by clinical trials or other research studies. They have been well-researched. 


 


Episodes of Care  


 Refers to a series of encounters or visits to health care facilities to treat a specific health 


condition, within a specific period of time.  


 Thinking of care in this way is useful for measuring both the quality of care received 


and the efficiency of care provided.  


 


Electronic Health/Medical Record (EHR or EMR)  


 Generally, it is a medical record kept on a computer, instead of in a paper chart. 


 Specifically, it is medical software with the electronic history of a patient's medical care.  


 Using electronic records has a number of advantages: 


- It makes the health care system more efficient.  


- It allows for better coordination of care. Each provider can now see what another 


provider has done, so they can work better together to care for each patient.  


- It also gives patients the chance to look at and control their own medical records. 


 


Evidence-based Medicine 


 Involves making medical decisions based on information and practices that have been 


carefully researched, written about, and proven to work.  


 Is the use of the most up-to-date, best available scientific research and practices with 


proven effectiveness in daily medical decision-making.  


 It includes individual clinical practice decisions by well-trained, experienced health care 


clinicians. 


 Evidence, or proof, is central to developing performance measures (deciding how to best 


treat for the most common and expensive health conditions).  
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Family Caregiver  


 Is a family member or friend who cares for and supports a patient with a chronic health 


condition or an illness. 


 


Federally Qualified Health Center (FQHC)  


 Is a health organization that offers primary care and preventive health services to all 


patients, regardless of their ability to pay for care.  


 An FQHC may be a public or private nonprofit organization.  


 It must also meet specific criteria to receive government funding. This includes having a 


Community Governing Board, with more than half of the Board members (at least 51%) 


being made up of people who use the health center’s services. 


 


Fee-For-Service  


 Is a way of paying for care provided by doctors , hospitals, or other health care 


providers. 


 With this approach, patients or a third party (such as a health plan) pay for:  


- Each office visit or health care service a patient receives; or  


- Each health care service a patient receives.  


 


Functional Status  


 Refers to a person’s ability to do normal activities of daily living (ADLs).   


 These are activities that people engage in to meet basic needs, fulfill usual roles, and 


 maintain health and well-being.  


- For example, getting dressed, bathing, and using the bathroom are ADLs. 


 A decrease in functional status is measured by a person’s inability to do ADLs over a 


period of time.  


 


Health Care Acquired Condition/Hospital Acquired Infection (HAC or HAI) 


 Is an illness or infection that a patient didn’t have when he/she checked into the 


hospital. 


 Instead, it is passed on to them as a result of contaminated medical equipment or germs 


from: 


- Other patients,  


- Doctors, or  


- Staff 


 


Health Disparities  


 Are differences in how health care is delivered and how easy it is for patients to get 
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based on factors such as: 


- Race, 


- Ethnicity, (people’s national or cultural background),  


- Language, 


- Geography, (where people live) 


- Gender, (whether they are male or female)  


- Sexual orientation, (whether they are lesbian, gay, bisexual, or transgender) 


- Education, and/or 


- Income 


 One of the goals of health care quality improvement efforts is to find where unfair and 


unjust health care practices exist and get rid of them. One method used to identify 


these unfair practices is stratifying quality data. This means separating the data by 


R/E/L/G, which means: 


- Race, 


- Ethnicity, 


- Language, and 


- Gender 


 


Health Information Technology (Health IT or HIT)   


 Is a term that refers to the use of electronic medical (or health) records, instead of paper 


records. 


 It uses computers, software programs, electronic devices, and the Internet to securely 


manage information about patients' health in a secure way. This includes: 


- Storing information,  


- Retrieving information,  


- Updating information, and  


- Transmitting information 


 


Health Literacy  


 Is the degree to which individuals are able to get, process, and understand basic health 


information and services needed to make appropriate health decisions.  


 Health literacy is not simply the ability to read.  


 It requires a complex group of reading, listening, analytical, and decision-making skills, 


and the ability to apply these skills to health situations.  


 For example: Health literacy allows people to understand instructions on medicine 


bottles and doctors’ forms, as well as talk about health needs and concerns with a doctor 


or nurse.  


 


Health/Disease Registries  
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 Are lists of people diagnosed with a specific disease.  


- For example: A diabetes registry lists people with diabetes. 


 Health/disease registries are used for purposes such as research, public health, or 


quality improvement. 


 


Hospital Discharge  


 Is the way that a patient is released from the hospital by health care professionals. 


 After a hospital discharge, a patient may be going home or to another health care 


setting, such as a rehabilitation center or nursing home.  


 


Hospital Readmission  


 Happens when a patient is readmitted to a hospital after being released.  


 Readmissions rates, usually within a certain time period (7 to 60 days), are viewed as 


one way of telling how well patients are being cared for.  


 Low readmissions rates tend to mean that patients are getting better care and do not 


need to return to the hospital because of more health problems. 


 


Inpatient Care  


 Is giving health care services to a person who has been admitted to a hospital or other 


health facility for at least 24 hours.  


 


Intervention  


 Something that is done to improve a patient’s health or help with a particular problem. 


 This includes any type of treatment, preventive care, or test a person could take or 


receive.   


 


Meaningful Engagement  


 Is a way to actively involve different groups of people in all aspects of a project’s design, 


governance, implementation, and evaluation.  


 This is a term often used when describing groups that include patients, providers, and 


employers. 


 


Meaningful Use  


 Is a federal program that gives health care providers money to help them start using 


health information technology (HIT).  


 Providers need to show they are using ―certified electronic health record technology‖ in 


ways that:  


- Improve the quality of care,  


- Improve patients’ access to health information, and  
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- Improve the health of populations.  


 


Medical Error  


 Is a mistake that harms a patient.  


 Examples of preventable medical errors include: Adverse drug events, hospital-acquired 


infections, and surgeries on the wrong part of the body.  


 


Medication Management 


 Includes activities to ensure the safe and effective use of prescription and                                     


over-the-counter medicines.  


 This includes helping patients keep track of:  


- Which prescription and over-the-counter medicines they are taking, and  


- When they are taking them.  


 This is done so that people take medicines in the right ways and don’t have a bad 


reaction or side effects.   


 


Misuse (of care) 


 Occurs when these things take place: 


- An appropriate process of care has been selected, 


- But a preventable complication occurs, and  


- The patient does not receive the full benefit of the health care service.  


 Avoidable complications of surgery or medicine use are misuse problems.  


- For example: Giving a patient penicillin for strep throat, despite a known allergy 


to that antibiotic.  


 


Outcome  


 Refers to a patient’s health—whether it improves, declines, or stays the same—after an 


encounter with the health care system.  


 


Outpatient Care  


 Is medical or surgical care that does not include an overnight hospital stay. 


 


Overuse (of care)  


 Describes either of these things: 


- Unnecessary care; or  


- Times when care is given and the chance of causing harm is greater than the 


possibility of benefit.  


 For example: Prescribing an antibiotic for a viral infection like a cold, when antibiotics 
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do not work.  


 Overuse can also happen when medical tests and surgical procedures are unnecessarily 


run more than once. 


 


Patient Activation Measure (PAM)  


 Is a way to measure how likely a patient is to be an informed, active participant in 


his/her own healthcare.  


 Doctors sometimes use PAM to figure out how ready a patient is to change his or her 


behavior.   


 Doctors then work with that patient on his or her care plan. 


 


Patient- and Family-Centered Care (PFCC)  


 Is a way of going about the planning, delivery, and evaluation of health care.  


 It is based on partnerships among health care providers, patients, and families that are 


good for everyone involved.  


 It is based on the following core concepts: 


- Dignity and respect for patient and family perspectives and choices;  


- Sharing complete and unbiased information with patients and families in ways 


that are affirming and useful;  


- Participation in care and decision-making at the level patients and families 


choose; and  


- Collaboration among patients, families, health care practitioners, and health 


care leaders in: 1) policy and program development, implementation, and 


evaluation, 2) facility design, 3) professional education, and 4) delivery of care. 


 


Patient Centered Medical Home (PCMH)  


 Is not an institution or a place. 


 Instead, it is a way of delivering outpatient care that emphasizes:  


- Care that is easy to access, is comprehensive and well-coordinated; and  


- Active involvement of the patient and family in health care decisions.  


 In a medical home, the primary-care doctor acts as a ―home base‖ for patients. 


- That doctor is chosen by the patient and becomes the patient’s personal physician. 


- The doctor (along with nurses, medical assistants, and others in the office who are 


part of the ―care team‖) oversees all aspects of patients’ health and coordinates care 


with any specialists or other providers involved in the patient’s care. 


- Patients do not need a referral from their primary care doctor to see other doctors. 


This is because the primary care doctor serves more as a manager than a 


―gatekeeper‖ of each patient’s care. 
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Patient Experience Data (also called Patient Satisfaction Data)  


 These are measures of how patients evaluate their health care experiences.  


 It does this by capturing the patient’s observations and opinions about what happened 


during the process of health care delivery.  


 Patient experience data is information on how well the patients’ needs are met. It looks 


at the following parts of the patient experience:   


- Access. Can patients get care when they need it?  


- Communication skills. Is information provided to patients in a way they can 


understand?  


- Respect. Are patients treated with courtesy and respect? 


- Support. Do patients get the information and support they need to take care of 


their health conditions?  


 The CAHPS survey (see above) is an example of a tool for measuring patient 


experience.  


 


Patient and Family Advisory Councils (PFAC)  


 Are a way to involve patients and families in policy and program decision-making in 


health care settings.  


 These councils help design, implement, and evaluate changes in policies, programs, and 


practices that affect the care and services individuals and families receive.  


 Councils generally include:  


- Patients and family members,  


- Community members, 


- Consumer advocates,   


- Doctors, nurses, and other 


health care providers, and 


- Administrative staff.   


 PFACs may be referred to by many names such as Patient-Provider Councils,                    


Patient Advisory Boards, Consumer Advisory Boards, etc. 


 


Patient Protection and Affordable Care Act (also called the Affordable Care Act or ACA)  


 Is the name of health reform legislation signed by President Obama in 2010.  


 In addition to expanding access to health care, the law includes provisions aimed at: 


- Improving the quality of care,  


- Improving the payment 


system (the way health care 


is paid for),  


- Protecting patients’ rights;  


- Changing health insurance.  


 


Pay-for-Performance (P4P)  


 Is a way of paying hospitals and doctors based on whether they meet specific health 


care quality goals.  


 The goal is to reward providers for the quality—not the quantity—of care they deliver.  
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Payers  


 Are the organizations or the people that pay for medical treatments.  


 Examples include: Health plans, HMOs, self-insured employers, and uninsured 


patients. 


 


Payment Reform  


 Seeks to improve ways of reimbursing (paying) providers based on value instead of 


volume of the care they have provided.    


 This is different from the fee-for-service method of payment. With that method, 


providers get paid regardless of the quality of the care that is given.  


 


Premium 


 Set amount of money that is paid to cover a patient’s health insurance benefits. 


 Premiums can be paid by employers, unions, employees, or shared by both the insured 


individual and their employer, for example.  


 


Preventive Care  


 Are health care services that prevent disease or its consequences.  


 This includes:  


1. Primary prevention: to keep people from getting sick (such as immunizations), 


2. Secondary prevention: to detect early disease (such as mammograms) and, 


3. Tertiary prevention: to keep ill people, or those at high risk of disease, from 


getting sicker (such as helping someone with lung disease to quit smoking, or 


preventing complications from diabetes like foot or eye problems).  


 


Price Transparency  


 Is making the charges of a given health care service (such as an x-ray or MRI) at 


different facilities available to the public, so that those prices are ―transparent‖ or easy 


to see. 


 


Primary Care  


 Is basic or general health care that helps patients and families to maintain and improve 


their health.  


 It includes a range of prevention and wellness services, and treatment for common 


illnesses.  


 Primary care is traditionally provided by doctors trained in:  


- Family practice,  


- Pediatrics,  


 


- Internal medicine; and 


occasionally  
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- Gynecology 


Provider  


 Refers to a professional who provides health services.  


 This includes:  


- Primary care doctors and nurses,  


- Specialists (such as podiatrists or cardiologists); and  


- Other allied health professionals (such as physical therapists). 


 Hospitals and long-term care facilities are also providers.  


 


Provider Incentives 


 Are steps taken to motivate specific provider behavior within the health care system.  


 For example: Bonuses for providers who provide high quality care.  


 


Public Reporting  


 Makes information about hospital, physician, and physician group performance 


available to the public.  


 The expectation is that a public report of local hospitals’ or doctors’ performance will:  


- Motivate and improve performance, and  


- Allow the public to choose providers based on performance.  


 


Purchasers 


 Are the organizations and people (often employers, unions, etc.) that do both of the 


following: 


- Decide on what benefits the insured person gets, including the amount of money 


given to him or her to cover health care expenses. 


- Work with groups that provide health insurance coverage to debate the cost of 


premiums (the portion of money the patient pays for his or her health care) and 


the overall cost of care.  


 For example: Employers and state governments that provide health insurance to their 


employees are purchasers.  


 


Quality (of care)  


 Is the right care, at the right time, for the right reason.  


 Ideally, it is also at the right cost. 


 


Quality/Performance Measures  


 Are ways to evaluate the care provided by doctors and hospitals, based on accepted 


national guidelines.  
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 These measures evaluate:  


- Access to medical care,  


- The way care is given,  


- Patient results after treatment (outcomes),  


- Patient experiences with care, and  


- Use of medical services.   


 


Resource Use  


 Is the amount of health care services used for a patient.  


 This includes: 


- How many services were provided, 


- How much of each service was provided, and  


- How much those services cost. 


 


Risk Adjustment  


 In health care, this means taking certain factors into consideration in order to estimate 


the risk involved in a patient getting a particular intervention.  


 For example:  


- Age can play a role in estimating the risk of getting some treatments. A younger 


person may recover more easily than an older person. 


- Severity of disease can play a role, as well. Someone with early stage cancer 


may recover more easily than someone in a later stage of the same cancer.  


 If these factors are not taken into consideration, it is hard to make fair comparisons.             


Organizations adjust for risk when reporting their performance measures - meaning 


how well they are providing care for patients.  


 Reporting on performance measures allows them to see how they are doing in 


comparison with other organizations and communities.    


 


Self-Management  


 Is the ability of individuals to take care of health problems or conditions on a day-to-day 


basis.  


 It is a skill that allows individuals and their families to use existing health services.  


 It also helps patients make choices about:  


- Health care providers, 


- Medicines, and 


- Diet, exercise, and other lifestyle choices that protect or damage health. 
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Shared Decision-Making (SDM)  


 Is a process in which patients and their doctors make medical decisions together.  


 This is done while taking into account:  


- Medical recommendations, and   


- The patient’s preferences, life situation, needs, and values.  


 


Shared Savings   


 Is a way of encouraging hospitals and doctors to lower health care spending,                


while keeping high levels of quality and safety.  


 This is done by giving hospitals and doctors a percentage of any net savings they 


generate as a result of their efforts.  


 The goal is to reward health care providers for the quality, safety, and cost-effectiveness 


– not the quantity – of care they deliver. 


 


Stakeholder  


 Refers to any person, group, or organization that can affect or be affected by the health 


care system.  


 It includes: 


- Patients,  


- Providers,  


- Employers, and  


- Health plans.  


 


Transparency 


 Is the process of gathering and reporting data about health care in a way that can be 


accessed by the public. Making data ―transparent‖ means making it easier for people to 


see. 


 This includes data on: 


- Cost,  


- Performance, and  


- Quality. 


 It is intended to improve the quality of health care and ultimately improve the health 


care system as a whole. 


 


Transition of Care  


 Refers to the movement of a patient from one health care setting to another.  


 For example:  The movement of a patient from a hospital to a nursing facility, or                       


from a nursing facility to home. 
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Underuse (of care)  


 Happens when a health care service is not provided to a patient, but could have led to a 


good result.  


 For example:  


- Failure to give preventive services to eligible patients                                                


(such as mammograms, flu shots for elderly patients, screening for 


hypertension), and  


- Failure to give trusted medicines for chronic illnesses                                            


(such as steroid inhalers for people with asthma or aspirin and beta-blockers                   


for patients who have suffered a heart attack). 


 


Value-based Purchasing  


 Refers to the concept of health care purchasers (i.e. employers or government programs 


like Medicare) holding health care providers accountable for both cost and quality of 


care.  


 Value-based purchasing brings together two types of information that purchasers use to 


decide whom to pay to provide care for their employees. This includes: 


1. Information on the quality of health care, including patient outcomes and health 


status, and 


2. Information on cost of care.  


 It focuses on managing the use of the health care system to:  


- Reduce inappropriate care, and  


- To identify and reward the best-performing providers.  


 


 Variation  


 Refers to differences in the use of health care services that cannot be explained by:  


- Differences in patient illness, or  


- Differences in patient preferences.  


 Instead, this variation may be explained by:  


- Differences in the ways providers follow medical recommendations (meaning 


that the quality of care provided to patients is better or worse depending on how 


well a clinician follows these recommendations), 


- Differences in the amount of service delivered to different populations (such as                    


tests, surgeries, etc.).  


 Research on variations has shown that people living in areas where the cost of care is 


higher, and where use of services is higher, do not have longer life expectancy than 


those in areas where the cost of care is lower. In other words, more care is not 


necessarily better care.   
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Health Care Acronyms 
AUGUST 2012 


 


ACA Affordable Care Act (Also 


known as PPACA- Patient 


Protection and Affordable 


Care Act) 


 


ACO Accountable Care 


Organization  


 


ADA Americans with 


Disabilities Act  


 


AHA American Hospital 


Association 


 


ALOS Average Length of Stay 


 


AMA American Medical 


Association 


 


AHRQ Agency for Health Care 


Research and Quality 


 


ARRA American Recovery and 


Reinvestment Act 


 


BCBS Blue Cross Blue Shield 


 


BP Blood Pressure 


 


CAHPS Consumer Assessment of 


Healthcare Providers and 


Systems 


 


CDC Centers for Disease 


Control and Prevention 


 


CDSMP Chronic Disease Self-


Management Program 


 


CG-CAHPS Clinical & Group 


Consumer Assessment of 


Healthcare Providers and 


Systems  


 


CE Consumer Engagement 


 


CHF Congestive Heart Failure 


 


CMS Centers for Medicare and 


Medicaid Services 


 


CMMI Center for Medicare and 


Medicaid Innovation 


 


COPD Chronic Obstructive 


Pulmonary Disorder  


 


EBM Evidence-based medicine 


 


ED Emergency Department 


(preferred to ER) 


 


EHR Electronic Health Record 


 


EMR Electronic Medical Record 


 


FFS Fee For Service (payment 


type)  


 


FQHC Federally Qualified Health 


Center 


 


HAC/HAI Health Care Acquired 


Condition/Health Care 


Acquired Infection 
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HCAHPS  Hospital Consumer 


Assessment of Healthcare 


Providers and Systems 


 


HF    Heart Failure 


 


HHS U.S. Department of Health 


and Human Services 


 


HIPAA Health Insurance 


Portability and 


Accountability Act 


 


HIT  Health Information 


Technology 


 


HITECH Health Information 


Technology for Economic 


and Clinical Health Act 


(part of the ARRA 


legislation) 


 


HMO Health Maintenance 


Organization 


 


HRSA Health Resources and 


Services Administration  


 


HQA Hospital Quality Alliance 


 


IHI Institute for Healthcare 


Improvement 


 


IOM Institute of Medicine 


 


IPA Independent Practice 


Association 


 


IPFCC Institute for Patient- and 


Family-Centered Care 


 


LDL Low-density Lipoprotein 


(Cholesterol) 


 


MU Meaningful Use 


 


NCQA National Committee for 


Quality Assurance  


 


NPWF National Partnership for 


Women & Families 


 


NQF National Quality Forum 


 


ONC Office of the National 


Coordinator for Health 


Information Technology 


(HIT) 


 


P4P Pay for Performance 


 


PAM Patient Activation 


Measure 


 


PBPM Per Beneficiary Per Month 


 


PCMH Patient Centered Medical 


Home 


 


PCP Primary Care 


Physician/Provider 


 


PCORI Patient-Centered 


Outcomes Research 


Institute 


 


PDSA Plan, Do, Study, Act 


(method used in quality 


improvement activities) 


 


PFAC Patient & Family Advisory 


Council 


 


PM/PM Per Member Per Month 


 


PO Physicians Organization 


 


PPACA Patient Protection and 


Affordable Care Act (also 


known as ACA – 


Affordable Care Act) 
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PPO Preferred Provider 


Organization 


 


QI Quality Improvement 


 


R/E/L/G Race, Ethnicity, Language, 


Gender 


 


ROI Return on Investment 


 


SDM Shared Decision Making 


 


SSA Social Security 


Administration 


 


TA Technical Assistance 


 


TCAB Transforming Care at the 


Bedside 


 


USPSTF U.S. Preventive Services 


Task Force 


 


VBID Value Based Insurance 


Design 


 


VBP Value Based Purchasing 
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		I. Introduction 

		The overarching goal of the Comprehensive Primary Care Initiative (CPC) is to encourage and facilitate primary care practices in delivering higher quality, better coordinated, and more patient-centered care. A central strategy for achieving these important and ambitious goals is through Milestone #4 of the initiative—directly engaging patients and families in their care. 
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		Establishing a Patient and Family Advisory Council (PFAC) is one way to meet this milestone as well as a strategy for ensuring that practices improve quality, efficiency, and patients’ and families’ experiences. Working side-by-side with patients and families is a unique opportunity to not only gain a better understanding of their experiences but also to partner with them to improve processes, procedures, care delivery and outcomes. 
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		II. Definition 

		A PFAC is an established council within a health care practice which meets regularly and consists of patients and family members who receive care at the practice. Select providers, clinicians, office staff, and leadership are also integrated members of the PFAC and work with the patient and family advisors to discuss improvements in care, processes, and experiences. Key to the PFAC is that patients and family caregivers are viewed as respected partners and essential resources to the practice.  

		 

		Just as important as understanding what a PFAC is, is understanding what it's not. 

		 

		1. Focus group: A PFAC is not a group of patients who are convened to answer questions for research purposes. While focus groups meet for a short duration, PFACs come together on an ongoing basis and provide continuing guidance to the overall practice. Also unlike a focus group which is established for discussions around a specific topic, PFAC discussions and topics should be generated from an agenda and workplan established by the group and centered 

		1. Focus group: A PFAC is not a group of patients who are convened to answer questions for research purposes. While focus groups meet for a short duration, PFACs come together on an ongoing basis and provide continuing guidance to the overall practice. Also unlike a focus group which is established for discussions around a specific topic, PFAC discussions and topics should be generated from an agenda and workplan established by the group and centered 

		1. Focus group: A PFAC is not a group of patients who are convened to answer questions for research purposes. While focus groups meet for a short duration, PFACs come together on an ongoing basis and provide continuing guidance to the overall practice. Also unlike a focus group which is established for discussions around a specific topic, PFAC discussions and topics should be generated from an agenda and workplan established by the group and centered 





		around improving the practice in ways that meet the needs of patients and families.  

		around improving the practice in ways that meet the needs of patients and families.  

		around improving the practice in ways that meet the needs of patients and families.  





		 

		2. A “check the box” activity: Patient and family advisors will not remain engaged in the PFAC if they feel they are only involved with the practice to fulfill a requirement and are not making a difference. It is critically important for the practice to continually demonstrate that patients’ and family caregivers’ voices are being heard and taken seriously. Advisors should always know the outcome of their advice, even if their suggestions cannot always be implemented.  

		2. A “check the box” activity: Patient and family advisors will not remain engaged in the PFAC if they feel they are only involved with the practice to fulfill a requirement and are not making a difference. It is critically important for the practice to continually demonstrate that patients’ and family caregivers’ voices are being heard and taken seriously. Advisors should always know the outcome of their advice, even if their suggestions cannot always be implemented.  

		2. A “check the box” activity: Patient and family advisors will not remain engaged in the PFAC if they feel they are only involved with the practice to fulfill a requirement and are not making a difference. It is critically important for the practice to continually demonstrate that patients’ and family caregivers’ voices are being heard and taken seriously. Advisors should always know the outcome of their advice, even if their suggestions cannot always be implemented.  





		III. The Steps 

		The recommendations described below will help practices take the steps needed to establish a PFAC for the first time or enhance Councils that may already be in place. It is important to keep in mind, however, that developing a PFAC into a productive group that helps affect meaningful change will not be achieved overnight. The preparation and establishment of this type of group will require a deliberate process of planning and follow through and practices should consider assigning resources and staff to coor

		 

		STEP 1: Establish the PFAC Practice Team 

		 Identify practice staff who view patients and families as untapped resources, recognize that patient and family engagement is a quality improvement strategy, and are interested in creating, managing, and leading a PFAC. 

		 Identify practice staff who view patients and families as untapped resources, recognize that patient and family engagement is a quality improvement strategy, and are interested in creating, managing, and leading a PFAC. 

		 Identify practice staff who view patients and families as untapped resources, recognize that patient and family engagement is a quality improvement strategy, and are interested in creating, managing, and leading a PFAC. 



		 Consider engaging staff from all departments/areas of the office—providers, clinicians, office staff, leadership, etc. to participate in or staff the PFAC. 

		 Consider engaging staff from all departments/areas of the office—providers, clinicians, office staff, leadership, etc. to participate in or staff the PFAC. 



		 Assign staff roles and responsibilities. A few examples are described below.  

		 Assign staff roles and responsibilities. A few examples are described below.  



		 PFAC lead — An essential role for the success of the PFAC. Manages the work of the PFAC overall, serves as the main point of contact for the patient and family advisors, and coordinates the feedback ―loop‖ from the patient and family advisors to the practice leadership and staff. The lead ensures that the PFAC’s ideas and guidance are thoughtfully implemented.  

		 PFAC lead — An essential role for the success of the PFAC. Manages the work of the PFAC overall, serves as the main point of contact for the patient and family advisors, and coordinates the feedback ―loop‖ from the patient and family advisors to the practice leadership and staff. The lead ensures that the PFAC’s ideas and guidance are thoughtfully implemented.  

		 PFAC lead — An essential role for the success of the PFAC. Manages the work of the PFAC overall, serves as the main point of contact for the patient and family advisors, and coordinates the feedback ―loop‖ from the patient and family advisors to the practice leadership and staff. The lead ensures that the PFAC’s ideas and guidance are thoughtfully implemented.  



		 Logistics coordinator — Coordinates meeting dates/times and locations, transportation needs, meeting materials, and other logistical needs.  

		 Logistics coordinator — Coordinates meeting dates/times and locations, transportation needs, meeting materials, and other logistical needs.  



		 Recruitment coordinator — Oversees recruitment process for patient and family advisors.     

		 Recruitment coordinator — Oversees recruitment process for patient and family advisors.     



		 Scribe — Takes minutes and other notes at PFAC meetings.  

		 Scribe — Takes minutes and other notes at PFAC meetings.  







		 

		STEP 2: Define and establish the mission, vision, and goals of the PFAC 

		 As a practice team, draft mission, vision, and goals statements for the PFAC to review. A few items to consider during that process are:  

		 As a practice team, draft mission, vision, and goals statements for the PFAC to review. A few items to consider during that process are:  

		 As a practice team, draft mission, vision, and goals statements for the PFAC to review. A few items to consider during that process are:  



		 What would you like to accomplish in 3 months? 6 months? 1 year? 

		 What would you like to accomplish in 3 months? 6 months? 1 year? 

		 What would you like to accomplish in 3 months? 6 months? 1 year? 



		 Why is this work important to your practice? 

		 Why is this work important to your practice? 







		 How will you measure your success? 

		 How will you measure your success? 

		 How will you measure your success? 

		 How will you measure your success? 



		 How will you continually foster relationships with patient and family advisors?  

		 How will you continually foster relationships with patient and family advisors?  







		Best practice: Although practice staff should have a firm understanding of the purpose of the Council and draft mission, vision, and goal statements, ultimately patients and family caregivers should play a role in shaping the PFAC’s structure, agendas, and workplans. Be prepared to discuss these statements at the first meeting, seek feedback, and be open to changes.   

		 

		 Determine the structure of the PFAC:  

		 Determine the structure of the PFAC:  

		 Determine the structure of the PFAC:  



		 Determine how many patient and family advisors will participate in the PFAC.   

		 Determine how many patient and family advisors will participate in the PFAC.   

		 Determine how many patient and family advisors will participate in the PFAC.   



		 Consider whether or not patient and family advisors’ service will be term limited. If so, how long will terms be? 

		 Consider whether or not patient and family advisors’ service will be term limited. If so, how long will terms be? 



		 Draft a Compact or similar document that outlines staff and patient and family advisor roles, responsibilities, and expectations. Plan to discuss the Compact at the first PFAC meeting and incorporate patient and family advisors’ feedback. (See Attachment A for a template).  

		 Draft a Compact or similar document that outlines staff and patient and family advisor roles, responsibilities, and expectations. Plan to discuss the Compact at the first PFAC meeting and incorporate patient and family advisors’ feedback. (See Attachment A for a template).  







		Best practice: Eight to ten patient and family advisors on a PFAC is ideal. Ensure that the advisors are representative of your patient population in terms of age, race, ethnicity, geography, family structure, clinical needs, etc.  

		 

		STEP 3: Meeting logistics 

		 Think through the logistics of PFAC meetings: Dates, times, and locations of meetings. 

		 Think through the logistics of PFAC meetings: Dates, times, and locations of meetings. 

		 Think through the logistics of PFAC meetings: Dates, times, and locations of meetings. 



		 Transportation/parking—Provide directions and instructions to Council members who may be driving or taking public transit. 

		 Transportation/parking—Provide directions and instructions to Council members who may be driving or taking public transit. 



		 Have contact information for the PFAC lead ready to share with patient and family advisors.  

		 Have contact information for the PFAC lead ready to share with patient and family advisors.  



		 Reimbursement/stipend—Some practices recognize patient and family advisors’ contributions by offering honoraria, such as gift cards or catering at meetings.  Additionally, consider that some patient and family advisors may not be able to participate in the PFAC without some form of reimbursement for their time or travel. 

		 Reimbursement/stipend—Some practices recognize patient and family advisors’ contributions by offering honoraria, such as gift cards or catering at meetings.  Additionally, consider that some patient and family advisors may not be able to participate in the PFAC without some form of reimbursement for their time or travel. 



		 Child/elder care—Some patient and family advisory members may not be able to participate in the Council because of child or elder care responsibilities. Consider whether the practice can offer these services during meeting times.  

		 Child/elder care—Some patient and family advisory members may not be able to participate in the Council because of child or elder care responsibilities. Consider whether the practice can offer these services during meeting times.  





		 

		STEP 4: Identifying Patient and Family Advisors 

		 Not every patient or family caregiver in a practice will be a good ―fit‖ for a PFAC.  Similar to professional roles and responsibilities, certain skills and qualities are better suited for this work and a practice should dedicate ample time to identifying patients and family caregivers who will be the best match. 

		 Not every patient or family caregiver in a practice will be a good ―fit‖ for a PFAC.  Similar to professional roles and responsibilities, certain skills and qualities are better suited for this work and a practice should dedicate ample time to identifying patients and family caregivers who will be the best match. 

		 Not every patient or family caregiver in a practice will be a good ―fit‖ for a PFAC.  Similar to professional roles and responsibilities, certain skills and qualities are better suited for this work and a practice should dedicate ample time to identifying patients and family caregivers who will be the best match. 





		 

		 When thinking about patients and family caregivers to reach out to, consider seeking those who have:   

		 When thinking about patients and family caregivers to reach out to, consider seeking those who have:   

		 When thinking about patients and family caregivers to reach out to, consider seeking those who have:   



		 Familiarity and experience with the practice (as a patient or a family caregiver) 

		 Familiarity and experience with the practice (as a patient or a family caregiver) 

		 Familiarity and experience with the practice (as a patient or a family caregiver) 



		 Representative of the population most impacted by the care changes being sought  

		 Representative of the population most impacted by the care changes being sought  



		 Willingness to speak up  

		 Willingness to speak up  



		 History of providing constructive feedback to the practice 

		 History of providing constructive feedback to the practice 



		 Able and interested in devoting time and energy to working with the practice 

		 Able and interested in devoting time and energy to working with the practice 







		 

		Best practice: In addition to ensuring the patient and family caregivers reflect the diversity of the practice’s patient population, also look for those who have had varying experiences at the practice—both positive and negative—and seek variety in diagnosis, treatments, and programs utilized.  

		 

		STEP 5: Recruitment 

		 Once a practice is familiar with the types of characteristics to look for in patient and family advisors, begin looking for specific individuals to serve on the PFAC. The recruitment process can take place through a variety of ways:  

		 Once a practice is familiar with the types of characteristics to look for in patient and family advisors, begin looking for specific individuals to serve on the PFAC. The recruitment process can take place through a variety of ways:  

		 Once a practice is familiar with the types of characteristics to look for in patient and family advisors, begin looking for specific individuals to serve on the PFAC. The recruitment process can take place through a variety of ways:  



		 Ask providers, clinicians, and office staff for suggestions based on their patient populations. 

		 Ask providers, clinicians, and office staff for suggestions based on their patient populations. 

		 Ask providers, clinicians, and office staff for suggestions based on their patient populations. 



		 Post and advertise notices in the practice’s waiting room and examination rooms. 

		 Post and advertise notices in the practice’s waiting room and examination rooms. 



		 Send notices through e-mail, patient portals, or regular mail. Use the practice’s electronic health record to identify patients in targeted populations to ensure diverse representation (e.g., patients with diabetes, patients over age 65, African American patients). 

		 Send notices through e-mail, patient portals, or regular mail. Use the practice’s electronic health record to identify patients in targeted populations to ensure diverse representation (e.g., patients with diabetes, patients over age 65, African American patients). 



		 Place notices in local publications, including newspapers.   

		 Place notices in local publications, including newspapers.   



		 Contact local community-based organizations that serve populations that also receive care at the practice for recommendations (e.g., Local AARP chapter, houses of worship, Area Agency on Aging, YMCA).  

		 Contact local community-based organizations that serve populations that also receive care at the practice for recommendations (e.g., Local AARP chapter, houses of worship, Area Agency on Aging, YMCA).  







		 

		Best practice: To ensure the most efficient and effective recruitment process, consider engaging in more than one of the outreach methods above simultaneously. 

		 

		 After going through the suggested recruitment process above, practices will likely have two separate lists of potential patient and family advisors: 1. Individuals who contacted the practice after receiving the email, seeing the ads, etc. and indicated their interest in participating in the PFAC and 2. Individuals who were recommended by providers, clinicians, office staff, or community-based organizations. The next step—the interview process—will need to be approached slightly differently for each group.

		 After going through the suggested recruitment process above, practices will likely have two separate lists of potential patient and family advisors: 1. Individuals who contacted the practice after receiving the email, seeing the ads, etc. and indicated their interest in participating in the PFAC and 2. Individuals who were recommended by providers, clinicians, office staff, or community-based organizations. The next step—the interview process—will need to be approached slightly differently for each group.

		 After going through the suggested recruitment process above, practices will likely have two separate lists of potential patient and family advisors: 1. Individuals who contacted the practice after receiving the email, seeing the ads, etc. and indicated their interest in participating in the PFAC and 2. Individuals who were recommended by providers, clinicians, office staff, or community-based organizations. The next step—the interview process—will need to be approached slightly differently for each group.





		 For interested individuals who contacted the practice after receiving the email, seeing the ads, etc.—Practice should be prepared to ask the sample discussion questions at the time the patients or family members call.  Use the conversation as an opportunity to get a sense of their past health care experiences at the practice, availability, and interest in the work.   

		 For interested individuals who contacted the practice after receiving the email, seeing the ads, etc.—Practice should be prepared to ask the sample discussion questions at the time the patients or family members call.  Use the conversation as an opportunity to get a sense of their past health care experiences at the practice, availability, and interest in the work.   

		 For interested individuals who contacted the practice after receiving the email, seeing the ads, etc.—Practice should be prepared to ask the sample discussion questions at the time the patients or family members call.  Use the conversation as an opportunity to get a sense of their past health care experiences at the practice, availability, and interest in the work.   

		 For interested individuals who contacted the practice after receiving the email, seeing the ads, etc.—Practice should be prepared to ask the sample discussion questions at the time the patients or family members call.  Use the conversation as an opportunity to get a sense of their past health care experiences at the practice, availability, and interest in the work.   



		 For recommended individuals—When calling these individuals, practice staff should first be looking to gauge the patient or family member’s interest in participating in the PFAC. If the individual responds positively, continue through the discussion questions and, as with the group above, get a sense of their past health care experiences at the practice and availability. 

		 For recommended individuals—When calling these individuals, practice staff should first be looking to gauge the patient or family member’s interest in participating in the PFAC. If the individual responds positively, continue through the discussion questions and, as with the group above, get a sense of their past health care experiences at the practice and availability. 







		 

		Best practice: In both scenarios, end the conversations reiterating the value of a PFAC and the importance of embedding patients and family caregivers in the practice as a strategy for enhancing care delivery and quality. 

		 

		STEP 6: Invitation and Preparation for First PFAC Meeting 

		 Decide on the date, time, and location of the first meeting. Ensure this is a firm date and will not change for any reason in the coming weeks.  

		 Decide on the date, time, and location of the first meeting. Ensure this is a firm date and will not change for any reason in the coming weeks.  

		 Decide on the date, time, and location of the first meeting. Ensure this is a firm date and will not change for any reason in the coming weeks.  



		 Review the information gathered through the interviews and make final decisions on the eight to ten patient and family advisors to include on the PFAC. Call each individual to invite them to participate and let them know when the first meeting will take place.  

		 Review the information gathered through the interviews and make final decisions on the eight to ten patient and family advisors to include on the PFAC. Call each individual to invite them to participate and let them know when the first meeting will take place.  



		 Send an invitation to all involved staff and emphasize the importance of their attendance. Follow-up with each staff member a few days later to ensure the meeting is on their calendars.  

		 Send an invitation to all involved staff and emphasize the importance of their attendance. Follow-up with each staff member a few days later to ensure the meeting is on their calendars.  



		 Create a ―welcome packet‖ for each patient and family advisor and staff member.  Include items such as: 

		 Create a ―welcome packet‖ for each patient and family advisor and staff member.  Include items such as: 



		 Organization chart 

		 Organization chart 

		 Organization chart 



		 Mission, vision, goals statements 

		 Mission, vision, goals statements 



		 Compact 

		 Compact 



		 Agenda 

		 Agenda 



		 Background documents (e.g., fact sheets, supporting documents, links to available resources) 

		 Background documents (e.g., fact sheets, supporting documents, links to available resources) 



		 Health care glossary and acronyms list (For sample lists, see Attachments C and D).  

		 Health care glossary and acronyms list (For sample lists, see Attachments C and D).  



		 Contact information for staff member who will be the point person for patient and family advisors 

		 Contact information for staff member who will be the point person for patient and family advisors 



		 Proposed future (three to five) meeting times and topics  

		 Proposed future (three to five) meeting times and topics  





		 When drafting or compiling the ―welcome packet‖ materials, consider factors such as literacy level and writing in plain language. The materials should be understandable and accessible for the patient population the practice will be recruiting.  

		 When drafting or compiling the ―welcome packet‖ materials, consider factors such as literacy level and writing in plain language. The materials should be understandable and accessible for the patient population the practice will be recruiting.  





		 Send the welcome packet to all patient and family advisors a week before the meeting date and also make it available online, if possible. 

		 Send the welcome packet to all patient and family advisors a week before the meeting date and also make it available online, if possible. 

		 Send the welcome packet to all patient and family advisors a week before the meeting date and also make it available online, if possible. 



		 Identify a mechanism for PFAC members to provide staff with ongoing feedback about their involvement in the Council as well as a plan for how staff will use that feedback. This process will be very important to ensure the sustainability of the PFAC. Patients and families will lose interest in the Council if they feel their feedback is not being valued or used.  

		 Identify a mechanism for PFAC members to provide staff with ongoing feedback about their involvement in the Council as well as a plan for how staff will use that feedback. This process will be very important to ensure the sustainability of the PFAC. Patients and families will lose interest in the Council if they feel their feedback is not being valued or used.  





		Best practice: Consider following up with a phone call to each patient and family advisor to ensure they received their welcome packets and ask if they have any questions. Let them know there will be a point-person to offer them support throughout their time on the PFAC, and how to contact that individual. Demonstrating from the start that patient and family advisors are valuable assets to the PFAC and will be supported sets the tone for the entire Council as a place of collaboration and partnership.  

		 

		STEP 7: First Meeting  

		 Ensure all staff arrive at the first meeting prepared and begin on time. Open by welcoming patient and family advisors and strive to make them feel comfortable and valued, and emphasize the important role of the PFAC. Consider structuring the remainder of the meeting around the items below:  

		 Ensure all staff arrive at the first meeting prepared and begin on time. Open by welcoming patient and family advisors and strive to make them feel comfortable and valued, and emphasize the important role of the PFAC. Consider structuring the remainder of the meeting around the items below:  

		 Ensure all staff arrive at the first meeting prepared and begin on time. Open by welcoming patient and family advisors and strive to make them feel comfortable and valued, and emphasize the important role of the PFAC. Consider structuring the remainder of the meeting around the items below:  



		 After welcoming the members, begin with a round of introductions so both staff and patient and family advisors become familiar with one another.  

		 After welcoming the members, begin with a round of introductions so both staff and patient and family advisors become familiar with one another.  

		 After welcoming the members, begin with a round of introductions so both staff and patient and family advisors become familiar with one another.  



		 Reiterate the purpose of the PFAC and underscore that patient and family advisors will be viewed as key partners and will work side-by-side with staff to enhance the way care is delivered in the practice. 

		 Reiterate the purpose of the PFAC and underscore that patient and family advisors will be viewed as key partners and will work side-by-side with staff to enhance the way care is delivered in the practice. 



		 Explain how patient and family advisors’ feedback and ideas will be collected, used, and implemented. It is critical for patient and family advisors to hear and understand the impact of their feedback and how it will (or will not be) implemented.  

		 Explain how patient and family advisors’ feedback and ideas will be collected, used, and implemented. It is critical for patient and family advisors to hear and understand the impact of their feedback and how it will (or will not be) implemented.  



		 Walk through Compact, mission, vision, and goals statements and welcome feedback.  

		 Walk through Compact, mission, vision, and goals statements and welcome feedback.  



		 Review agenda and actively discuss each item. 

		 Review agenda and actively discuss each item. 



		 At the end of the meeting, discuss potential topics/agendas for the next three to five meetings.  

		 At the end of the meeting, discuss potential topics/agendas for the next three to five meetings.  







		Best practice: Patient and family advisors will most likely not have a professional background in health care and, therefore, some of the content being discussed at PFAC meetings may be new and unfamiliar. Not having this background is one of the best reasons to partner with and engage these individuals—they bring the important and unique perspectives of patient or family members. During the first meeting or two, understand that it will take time for patient and family advisors to get up-to-speed on lingo, 

		 

		 

		STEP 8: Sustaining the PFAC 

		 Research and experience have shown that effective PFACs have a very positive impact on care delivery and efficiency. Like any new process or relationship, ongoing support and nurturing will be needed to keep the Council engaged and operating at its highest capacity.  

		 Research and experience have shown that effective PFACs have a very positive impact on care delivery and efficiency. Like any new process or relationship, ongoing support and nurturing will be needed to keep the Council engaged and operating at its highest capacity.  

		 Research and experience have shown that effective PFACs have a very positive impact on care delivery and efficiency. Like any new process or relationship, ongoing support and nurturing will be needed to keep the Council engaged and operating at its highest capacity.  



		 When planning for the long-term sustainability of a PFAC, consider the following best practices: 

		 When planning for the long-term sustainability of a PFAC, consider the following best practices: 



		 Allocate adequate staff time and resources to regular meetings, meaningful topics, and cultivating personal relationships with advisors.  

		 Allocate adequate staff time and resources to regular meetings, meaningful topics, and cultivating personal relationships with advisors.  

		 Allocate adequate staff time and resources to regular meetings, meaningful topics, and cultivating personal relationships with advisors.  



		 Share how patient and family advisors’ feedback has been implemented and how/when changes are made to the practice. 

		 Share how patient and family advisors’ feedback has been implemented and how/when changes are made to the practice. 



		 Commit to checking in on patient and family advisors and ask if they are feeling valued and supported. If the answer is ―no,‖ ask how staff can help.  

		 Commit to checking in on patient and family advisors and ask if they are feeling valued and supported. If the answer is ―no,‖ ask how staff can help.  



		 Recognize the contributions and commitments of advisors. Consider, with their approval, acknowledging their service by listing their names in the waiting room area, website, etc.  

		 Recognize the contributions and commitments of advisors. Consider, with their approval, acknowledging their service by listing their names in the waiting room area, website, etc.  



		 Ensure that members are always representative of patients and families being served by the practice.  

		 Ensure that members are always representative of patients and families being served by the practice.  



		 Always treat patients and families as equal and respected members of the team.  

		 Always treat patients and families as equal and respected members of the team.  







		 

		STEP 9: Take advantage of available expertise 

		The National Partnership for Women & Families is a non-profit consumer organization located in Washington, DC that offers technical assistance to the multi-stakeholder collaboratives and the physician practices in the CPC initiative as they integrate consumer and patient representatives and work together to transform primary care in their regions.  

		 

		For additional resources from the National Partnership, the Institute for Patient- and Family-Centered Care (IPFCC), and TransforMED on creating PFACs and other opportunities for engaging patients and families, visit the CPC Learning Collaborative website.    

		 

		Tailored technical assistance is available to meet the unique needs of each CPC market.  Contact Jennifer Sweeney, Director of Consumer Engagement and Community Outreach, at 

		Tailored technical assistance is available to meet the unique needs of each CPC market.  Contact Jennifer Sweeney, Director of Consumer Engagement and Community Outreach, at 

		jsweeney@nationalpartnership.org

		jsweeney@nationalpartnership.org



		 or (202) 986-2600 for more information.  
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		The National Partnership for Women & Families is a nonprofit, nonpartisan advocacy group dedicated to promoting fairness in the workplace, access to quality health care and policies that help women and men meet the dual demands of work and family. More information is available at www.NationalPartnership.org. 

		 

		© 2013 National Partnership for Women & Families. All rights reserved. 

		 

		 

		 

		Sample Compact: Patient /Family Advisor and Practice Compact 

		Purpose of Patient and Family Advisor Program: 

		[PRACTICE NAME] believes that patients and family caregivers are respected and essential partners in the aim to deliver patient- and family-centered care.  Clinicians and staff at [PRACTICE NAME] recognize that partnering with patient and family advisors to improve processes, procedures, and care delivery is crucial to ensuring that the care delivered to patients meets their needs and achieves the practice’s goals of: 

		 LIST PRACTICE IMPROVEMENT GOALS HERE.  Focus on goals that are meaningful and use language that is understandable to patients and families.  

		 LIST PRACTICE IMPROVEMENT GOALS HERE.  Focus on goals that are meaningful and use language that is understandable to patients and families.  

		 LIST PRACTICE IMPROVEMENT GOALS HERE.  Focus on goals that are meaningful and use language that is understandable to patients and families.  



		 For example: Improving support services offered to patients and family caregivers so they can better manage their care or the care of a loved one.   

		 For example: Improving support services offered to patients and family caregivers so they can better manage their care or the care of a loved one.   

		 For example: Improving support services offered to patients and family caregivers so they can better manage their care or the care of a loved one.   







		Patient and Family Advisor Roles and Responsibilities: 

		 Help the practice establish patient- and family-centered care priorities.   

		 Help the practice establish patient- and family-centered care priorities.   

		 Help the practice establish patient- and family-centered care priorities.   



		 Help the practice identify and implement strategies to support patients and families, improve their experiences with care, and strengthen communication and collaboration between health care providers and patients and families. 

		 Help the practice identify and implement strategies to support patients and families, improve their experiences with care, and strengthen communication and collaboration between health care providers and patients and families. 



		 Attend meetings regularly and read materials and agendas prior to meetings.  

		 Attend meetings regularly and read materials and agendas prior to meetings.  



		 Maintain confidentiality of any sensitive information shared during meetings. 

		 Maintain confidentiality of any sensitive information shared during meetings. 



		 Speak up and share health care/caregiving experiences and perspectives with the practice in constructive ways.  

		 Speak up and share health care/caregiving experiences and perspectives with the practice in constructive ways.  



		 Balance individual perspectives with the larger goal of improving care for all patients in the practice by recognizing that the experiences of one may not be same as the experiences of many.  

		 Balance individual perspectives with the larger goal of improving care for all patients in the practice by recognizing that the experiences of one may not be same as the experiences of many.  



		 Assist the practice in planning, implementation, and evaluation of quality improvement projects. 

		 Assist the practice in planning, implementation, and evaluation of quality improvement projects. 



		 Contribute to staff and clinician understanding of patient- and family-centered care principles. 

		 Contribute to staff and clinician understanding of patient- and family-centered care principles. 





		 

		Practice Roles and Responsibilities: 

		 Designate a practice leader who will participate in meetings with patient and family advisors and communicate patient perspectives to practice peers. 

		 Designate a practice leader who will participate in meetings with patient and family advisors and communicate patient perspectives to practice peers. 

		 Designate a practice leader who will participate in meetings with patient and family advisors and communicate patient perspectives to practice peers. 



		 Focus efforts on meaningful, collaborative projects, ensuring that there are regular opportunities for patient and family advisors to engage in the work to assess, redesign and evaluate the practice’s processes and procedures. 

		 Focus efforts on meaningful, collaborative projects, ensuring that there are regular opportunities for patient and family advisors to engage in the work to assess, redesign and evaluate the practice’s processes and procedures. 



		 Distribute agendas and background material and educational resources on practice-related matters in advance of meetings.   

		 Distribute agendas and background material and educational resources on practice-related matters in advance of meetings.   



		 Designate a staff support person whom patient and family advisors may contact to ask questions about agenda items and practice-related areas prior to meetings. 

		 Designate a staff support person whom patient and family advisors may contact to ask questions about agenda items and practice-related areas prior to meetings. 



		 Establish meeting ground rules in collaboration with patient and family advisors to ensure effective meetings.  

		 Establish meeting ground rules in collaboration with patient and family advisors to ensure effective meetings.  



		 Ask patient and family advisors periodically about their experience as advisors. Find out whether they believe they are making a positive impact and whether they feel supported in their work. If the answer is ―no,‖ ask how staff can help.  

		 Ask patient and family advisors periodically about their experience as advisors. Find out whether they believe they are making a positive impact and whether they feel supported in their work. If the answer is ―no,‖ ask how staff can help.  



		 Create ways for patient and family advisors to interact periodically with the practice’s Board of Directors, if applicable. 

		 Create ways for patient and family advisors to interact periodically with the practice’s Board of Directors, if applicable. 



		 Share how patient and family advisors’ feedback has been implemented and how/when changes are being made to the practice. 

		 Share how patient and family advisors’ feedback has been implemented and how/when changes are being made to the practice. 



		 Always treat patients and families as equal and respected members of the team. 

		 Always treat patients and families as equal and respected members of the team. 





		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		Sample Discussion Questions 

		 

		The purpose of the conversations with potential patient and family caregivers is to gauge their interest in and availability for participating on a Patient Family Advisory Council (PFAC). Keep in mind that many of the patients and family caregivers will not have heard of a PFAC before, so it will be important to clearly explain the purpose and value of the group and how critical their feedback will be for improving the quality of care at the practice. (When speaking to a patient or family caregiver who was 

		 

		Below are sample discussion questions to consider when talking to patients and family caregivers about participating on a PFAC: 

		 Tell me about your general feelings about your care at [PRACTICE NAME]. What have you liked?  What could we potentially do better?  

		 Tell me about your general feelings about your care at [PRACTICE NAME]. What have you liked?  What could we potentially do better?  

		 Tell me about your general feelings about your care at [PRACTICE NAME]. What have you liked?  What could we potentially do better?  



		 Are you comfortable speaking up in a group setting? The group will include doctors, nurses, office staff, and other patients and family caregivers. Would you be willing to share your experiences and speak candidly with all of these individuals present? 

		 Are you comfortable speaking up in a group setting? The group will include doctors, nurses, office staff, and other patients and family caregivers. Would you be willing to share your experiences and speak candidly with all of these individuals present? 



		 Do you have any volunteer experience where you’ve served on a committee or council before? (Such as for a school, church, community organization, etc?) 

		 Do you have any volunteer experience where you’ve served on a committee or council before? (Such as for a school, church, community organization, etc?) 



		 In terms of time commitment, we expect to meet [INSERT FREQUENCY OF MEETING TIMES—MONTHLY, ETC—AND LOCATION).Would you be able to volunteer your time to this effort?  

		 In terms of time commitment, we expect to meet [INSERT FREQUENCY OF MEETING TIMES—MONTHLY, ETC—AND LOCATION).Would you be able to volunteer your time to this effort?  



		 Do you see any barriers or challenges in participating in our effort? (i.e. time, transportation, childcare, availability, chronic condition limitations?) How could we help you overcome those challenges?  

		 Do you see any barriers or challenges in participating in our effort? (i.e. time, transportation, childcare, availability, chronic condition limitations?) How could we help you overcome those challenges?  





		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		Health Care Glossary 

		AUGUST 2013 

		 

		Accountable Care Organization (ACO) 

		 Is a group of health care providers (e.g. primary care doctors, specialists, hospitals, and others) who:  

		 Is a group of health care providers (e.g. primary care doctors, specialists, hospitals, and others) who:  

		 Is a group of health care providers (e.g. primary care doctors, specialists, hospitals, and others) who:  



		- Agree to work together and take responsibility as a team for deciding how to provide the best care for patients at the lowest cost; 

		- Agree to work together and take responsibility as a team for deciding how to provide the best care for patients at the lowest cost; 



		- Are paid in ways that make them want to work even harder to provide excellent care while keeping costs down. 

		- Are paid in ways that make them want to work even harder to provide excellent care while keeping costs down. 





		 

		Ambulatory Care  

		 Is medical care that does not require an overnight stay in a hospital.                 

		 Is medical care that does not require an overnight stay in a hospital.                 

		 Is medical care that does not require an overnight stay in a hospital.                 



		 This kind of care can be provided in the following places:  

		 This kind of care can be provided in the following places:  



		- Doctors' offices,  

		- Doctors' offices,  



		- Clinics,  

		- Clinics,  



		- Emergency departments,  

		- Emergency departments,  



		- Outpatient surgery centers; as well as  

		- Outpatient surgery centers; as well as  



		- Hospital, but that does not involve a patient being staying overnight. 

		- Hospital, but that does not involve a patient being staying overnight. 



		 Of interest: ―Ambulatory‖ comes from the word ―ambulate‖ which means to ―walk‖ or ―move about.‖  

		 Of interest: ―Ambulatory‖ comes from the word ―ambulate‖ which means to ―walk‖ or ―move about.‖  





		 

		Benchmark (benchmarking)  

		 Is a way for hospitals and doctors to keep track of, and measure, how well they are doing at providing excellent care while keeping costs down.  

		 Is a way for hospitals and doctors to keep track of, and measure, how well they are doing at providing excellent care while keeping costs down.  

		 Is a way for hospitals and doctors to keep track of, and measure, how well they are doing at providing excellent care while keeping costs down.  



		 To do this, they gather information (data) over different periods of time. Then, they use this information to: 

		 To do this, they gather information (data) over different periods of time. Then, they use this information to: 



		- Measure how well they are doing from one period to the next. 

		- Measure how well they are doing from one period to the next. 



		- Measure how well they are doing compared to other hospitals and doctors. 

		- Measure how well they are doing compared to other hospitals and doctors. 



		- Find out what treatments work best and use that information to provide even better care. Treatments that work the best are often called ―best practices.‖ 

		- Find out what treatments work best and use that information to provide even better care. Treatments that work the best are often called ―best practices.‖ 





		 

		Best practices  

		 Are the most up-to-date treatments for patients.  

		 Are the most up-to-date treatments for patients.  

		 Are the most up-to-date treatments for patients.  



		 These are also practices which result in the best patient health and lower patient risk of death or complications. 

		 These are also practices which result in the best patient health and lower patient risk of death or complications. 





		 

		Centers for Medicare and Medicaid Services (CMS)  

		 Is the agency within the U.S. Department of Health and Human Services that administers:  

		 Is the agency within the U.S. Department of Health and Human Services that administers:  

		 Is the agency within the U.S. Department of Health and Human Services that administers:  



		- Medicare,  

		- Medicare,  



		- Medicaid, and  

		- Medicaid, and  



		- the State Children’s Health Insurance Program (SCHIP or CHIP). 

		- the State Children’s Health Insurance Program (SCHIP or CHIP). 





		 

		Center for Medicare and Medicaid Innovation (CMMI)  

		 Is a new division within the Centers for Medicare and Medicaid Services (CMS), created by the health reform law, passed in 2010.  

		 Is a new division within the Centers for Medicare and Medicaid Services (CMS), created by the health reform law, passed in 2010.  

		 Is a new division within the Centers for Medicare and Medicaid Services (CMS), created by the health reform law, passed in 2010.  



		 It tests new ways of providing health care, and paying for health care, through the Medicare and Medicaid programs.  

		 It tests new ways of providing health care, and paying for health care, through the Medicare and Medicaid programs.  



		 The Center will test these new ways of providing and paying for health care                                to see which ones work best. The goal will be to improve the quality of care and              to encourage care that is better coordinated and more patient-centered. 

		 The Center will test these new ways of providing and paying for health care                                to see which ones work best. The goal will be to improve the quality of care and              to encourage care that is better coordinated and more patient-centered. 



		 Then the Center will test, or try out, new methods in a few places. If they work well,      the Center will expand these methods to many more places.  

		 Then the Center will test, or try out, new methods in a few places. If they work well,      the Center will expand these methods to many more places.  





		 

		Chronic care model  

		Is a way of providing care that encourages better and more helpful interactions between patients and their health care providers. This includes the following:  

		 Improved coordination of patient care: Uses systems and tools to give health care providers access to all the information they need to provide good care for a patient. For example, doctors might organize their practice to improve communication with other doctors’ offices and use electronic medical records to get easy access to patients’ health information. Using these systems and tools helps coordinate the different care that patients get and prevent medical errors. The goal is to provide the best care wi

		 Improved coordination of patient care: Uses systems and tools to give health care providers access to all the information they need to provide good care for a patient. For example, doctors might organize their practice to improve communication with other doctors’ offices and use electronic medical records to get easy access to patients’ health information. Using these systems and tools helps coordinate the different care that patients get and prevent medical errors. The goal is to provide the best care wi

		 Improved coordination of patient care: Uses systems and tools to give health care providers access to all the information they need to provide good care for a patient. For example, doctors might organize their practice to improve communication with other doctors’ offices and use electronic medical records to get easy access to patients’ health information. Using these systems and tools helps coordinate the different care that patients get and prevent medical errors. The goal is to provide the best care wi



		 Better decision-making by doctors and patients: Provides support for doctors and patients in making decisions together about treatment plans that are based on the best  scientific research;  

		 Better decision-making by doctors and patients: Provides support for doctors and patients in making decisions together about treatment plans that are based on the best  scientific research;  



		 Patients to be involved in their own care: Helps patients to become more empowered and effective in managing their own health and health care; 

		 Patients to be involved in their own care: Helps patients to become more empowered and effective in managing their own health and health care; 



		- For example: Working together with doctors to 1) set manageable goals, 2) create treatment plans, and 3) solve any problems along the way.  

		- For example: Working together with doctors to 1) set manageable goals, 2) create treatment plans, and 3) solve any problems along the way.  



		 Additional outside support to help patients manage their health: Involves working with community organizations to help meet patients’ needs; 

		 Additional outside support to help patients manage their health: Involves working with community organizations to help meet patients’ needs; 



		- For example: Connecting patients to nutrition, exercise, or disease management 

		- For example: Connecting patients to nutrition, exercise, or disease management 





		programs that might be offered by local senior centers.  

		programs that might be offered by local senior centers.  

		programs that might be offered by local senior centers.  



		 Leadership committed to continued improvements: Health system leaders work to create a culture around continually improving the safety, coordination, and quality of care; 

		 Leadership committed to continued improvements: Health system leaders work to create a culture around continually improving the safety, coordination, and quality of care; 



		- For example: Creating ways to be sure that 1) patients have regular follow up from their care team, and that 2) the care that is provided fits with patients’ needs and preferences. 

		- For example: Creating ways to be sure that 1) patients have regular follow up from their care team, and that 2) the care that is provided fits with patients’ needs and preferences. 





		 

		Chronic disease/condition  

		 Is a sickness that is long-lasting or that comes back or flares up, from time to time.  

		 Is a sickness that is long-lasting or that comes back or flares up, from time to time.  

		 Is a sickness that is long-lasting or that comes back or flares up, from time to time.  



		 Examples include: diabetes, asthma, heart disease, kidney disease, and chronic lung disease.  

		 Examples include: diabetes, asthma, heart disease, kidney disease, and chronic lung disease.  





		 

		Clinical practice guidelines (also called clinical care guidelines)  

		 Are a set of recommendations, based on scientific research, that are used to identify and evaluate the most current information about the best way to care for patients. There are guidelines about how to do the following kinds of things: 

		 Are a set of recommendations, based on scientific research, that are used to identify and evaluate the most current information about the best way to care for patients. There are guidelines about how to do the following kinds of things: 

		 Are a set of recommendations, based on scientific research, that are used to identify and evaluate the most current information about the best way to care for patients. There are guidelines about how to do the following kinds of things: 



		- prevent illness 

		- prevent illness 



		- identify illness 

		- identify illness 



		- predict the course of an illness 

		- predict the course of an illness 



		- treat illness 

		- treat illness 



		- figure out risks and benefits   

		- figure out risks and benefits   



		- keep costs down 

		- keep costs down 



		 These guidelines help doctors and their patients make decisions about appropriate health care for specific medical conditions.  

		 These guidelines help doctors and their patients make decisions about appropriate health care for specific medical conditions.  





		 

		Cognitive Impairments  

		 Are types of problems with the mind, which may affect daily life. 

		 Are types of problems with the mind, which may affect daily life. 

		 Are types of problems with the mind, which may affect daily life. 



		 They include having problems with the following: 

		 They include having problems with the following: 



		- Memory,  

		- Memory,  



		- Thinking,  

		- Thinking,  



		- Speech, or  

		- Speech, or  



		- Another mental function.  

		- Another mental function.  





		 

		Collaborative Consumer Engagement  

		 Is when health care providers work in partnership with consumers, consumer advocates, patients, and their families/caregivers.  

		 Is when health care providers work in partnership with consumers, consumer advocates, patients, and their families/caregivers.  

		 Is when health care providers work in partnership with consumers, consumer advocates, patients, and their families/caregivers.  



		 This is done to improve the health care delivery system and make sure it meets the  needs of patients and their families/caregivers.   

		 This is done to improve the health care delivery system and make sure it meets the  needs of patients and their families/caregivers.   





		 

		Comparative Effectiveness Research (CER) 

		 Is research that compares different medicines or treatments. 

		 Is research that compares different medicines or treatments. 

		 Is research that compares different medicines or treatments. 



		 It is done to figure out which medicines or treatments work the best for different types 

		 It is done to figure out which medicines or treatments work the best for different types 





		of patients.  

		of patients.  

		of patients.  





		 

		 

		Co-morbidity 

		 Is the presence of one or more diseases in a patient, in addition to a previously diagnosed illness.  

		 Is the presence of one or more diseases in a patient, in addition to a previously diagnosed illness.  

		 Is the presence of one or more diseases in a patient, in addition to a previously diagnosed illness.  



		 For example: a patient may have both diabetes and heart disease.   

		 For example: a patient may have both diabetes and heart disease.   





		 

		Consumer/Patient/Beneficiary  

		 Refers to a person who has significant personal or family experience with the health care system.  

		 Refers to a person who has significant personal or family experience with the health care system.  

		 Refers to a person who has significant personal or family experience with the health care system.  



		- It can refer to a person receiving care (such as someone covered by Medicare – a beneficiary). 

		- It can refer to a person receiving care (such as someone covered by Medicare – a beneficiary). 



		- It can also refer to a family caregiver. 

		- It can also refer to a family caregiver. 





		 

		Consumer Advocate (also called Consumer Representative)  

		 People who work for non-profit organizations and represent the needs and interests of certain groups of consumers or patients. For example, American Cancer Society  consumer advocates represent the concerns of cancer patients. These advocates help make sure that consumers and patients have a voice in the health care system. 

		 People who work for non-profit organizations and represent the needs and interests of certain groups of consumers or patients. For example, American Cancer Society  consumer advocates represent the concerns of cancer patients. These advocates help make sure that consumers and patients have a voice in the health care system. 

		 People who work for non-profit organizations and represent the needs and interests of certain groups of consumers or patients. For example, American Cancer Society  consumer advocates represent the concerns of cancer patients. These advocates help make sure that consumers and patients have a voice in the health care system. 



		 Examples of consumer advocacy organizations include: AARP, American Cancer Society, March of Dimes, and faith-based organizations.  

		 Examples of consumer advocacy organizations include: AARP, American Cancer Society, March of Dimes, and faith-based organizations.  





		 

		Consumer Assessment of Healthcare Providers and Systems  

		(CAHPS)  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  



		 It focuses on care in non-hospital settings (physician offices, nursing homes, etc.).  

		 It focuses on care in non-hospital settings (physician offices, nursing homes, etc.).  



		 It asks the same questions and is scored in the same way, wherever it is used.  It continues to be improved, as needed.  

		 It asks the same questions and is scored in the same way, wherever it is used.  It continues to be improved, as needed.  



		 It asks questions about how care is given. For example, it asks questions about how well health care providers talk with their patients and how easily patients can get the health services they need.  

		 It asks questions about how care is given. For example, it asks questions about how well health care providers talk with their patients and how easily patients can get the health services they need.  



		 The CAHPS survey is done every year. The results are sometimes reported to the public. 

		 The CAHPS survey is done every year. The results are sometimes reported to the public. 





		 

		Consumer Assessment of Healthcare Providers and Systems  

		(H-CAHPS or CAHPS Hospital Survey)  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  

		 Is a survey that asks consumers and patients to report on and evaluate their experiences with health care.  





		 Unlike the CAHPS survey, this survey focuses on hospital care.  

		 Unlike the CAHPS survey, this survey focuses on hospital care.  

		 Unlike the CAHPS survey, this survey focuses on hospital care.  



		 It asks the same questions and is scored in the same way, wherever it is used. It continues to be improved, as needed.   

		 It asks the same questions and is scored in the same way, wherever it is used. It continues to be improved, as needed.   



		 It asks questions about how care is given. For example, it asks questions about how well health care providers talk with their patients and how easily patients can get the health services they need.  

		 It asks questions about how care is given. For example, it asks questions about how well health care providers talk with their patients and how easily patients can get the health services they need.  



		 The H-CAHPS survey is done every year. The results are sometimes reported to the public. 

		 The H-CAHPS survey is done every year. The results are sometimes reported to the public. 





		 

		Coordination of Care  

		 Ensures that patients and all members of a patient’s care team have, and consider, all required information on a patient's conditions and treatments.  

		 Ensures that patients and all members of a patient’s care team have, and consider, all required information on a patient's conditions and treatments.  

		 Ensures that patients and all members of a patient’s care team have, and consider, all required information on a patient's conditions and treatments.  



		- For example, a primary care doctor knows what medicines a patient has been prescribed by other doctors. He can look at the complete list of the patient’s medicines to find and prevent dangerous drug interactions. 

		- For example, a primary care doctor knows what medicines a patient has been prescribed by other doctors. He can look at the complete list of the patient’s medicines to find and prevent dangerous drug interactions. 



		- Or, a hospital lets a patient’s primary care doctor know when the patient is leaving the hospital to go home. This helps make sure the primary care doctor can give the patient the best follow-up care needed.  

		- Or, a hospital lets a patient’s primary care doctor know when the patient is leaving the hospital to go home. This helps make sure the primary care doctor can give the patient the best follow-up care needed.  





		 

		Cost  

		 Refers to the amount of money paid to a health care provider for a health care service.   

		 Refers to the amount of money paid to a health care provider for a health care service.   

		 Refers to the amount of money paid to a health care provider for a health care service.   





		 

		Cultural Competency (in health care) 

		 Describes the ability of health care systems to provide good care to patients with diverse values, beliefs, and behaviors.   

		 Describes the ability of health care systems to provide good care to patients with diverse values, beliefs, and behaviors.   

		 Describes the ability of health care systems to provide good care to patients with diverse values, beliefs, and behaviors.   



		 It includes the ability to customize the way care is delivered to meet patients’ social, cultural, and language-related needs. This means taking the following kinds of things into consideration when making suggestions for treatment or preventive care:  

		 It includes the ability to customize the way care is delivered to meet patients’ social, cultural, and language-related needs. This means taking the following kinds of things into consideration when making suggestions for treatment or preventive care:  



		- Income  

		- Income  



		- Living conditions  

		- Living conditions  



		- Daily lifestyle/schedule  

		- Daily lifestyle/schedule  



		- Food preferences and diet 

		- Food preferences and diet 



		- Education 

		- Education 



		- Reading skills 

		- Reading skills 



		- Health beliefs 

		- Health beliefs 



		- Main language spoken 

		- Main language spoken 





		 

		Delivery System  

		 Refers to the way medical care is organized and provided to patients.  

		 Refers to the way medical care is organized and provided to patients.  

		 Refers to the way medical care is organized and provided to patients.  



		 This includes the care, products, and services patients receive from doctors, hospitals, and other professionals.  

		 This includes the care, products, and services patients receive from doctors, hospitals, and other professionals.  





		 

		Department of Health and Human Services (HHS or DHHS)  

		 Is a U.S. government agency responsible for protecting Americans’ health, in many 

		 Is a U.S. government agency responsible for protecting Americans’ health, in many 

		 Is a U.S. government agency responsible for protecting Americans’ health, in many 





		ways, and for providing essential human services, particularly for people who need the most help. This includes financial assistance for people with low incomes.  

		ways, and for providing essential human services, particularly for people who need the most help. This includes financial assistance for people with low incomes.  

		ways, and for providing essential human services, particularly for people who need the most help. This includes financial assistance for people with low incomes.  





		 

		Effective Care  

		 Means providing treatments that research has shown work well. The benefits of using the treatment are much greater than any problems or risks that might come up from using the treatment.  

		 Means providing treatments that research has shown work well. The benefits of using the treatment are much greater than any problems or risks that might come up from using the treatment.  

		 Means providing treatments that research has shown work well. The benefits of using the treatment are much greater than any problems or risks that might come up from using the treatment.  



		- For example, research shows that taking medicines known as beta-blockers can lower a patient’s risk of heart attack. While some patients may experience side effects from taking beta-blockers, such as being tired and getting headaches, many patients decide that the benefits outweigh the risks. In other words, patients are often willing to put up with being tired and sometimes having headaches if it means they will be less likely to have a heart attack.  

		- For example, research shows that taking medicines known as beta-blockers can lower a patient’s risk of heart attack. While some patients may experience side effects from taking beta-blockers, such as being tired and getting headaches, many patients decide that the benefits outweigh the risks. In other words, patients are often willing to put up with being tired and sometimes having headaches if it means they will be less likely to have a heart attack.  



		 These are services that are backed by medical theory and have strong evidence of value, determined by clinical trials or other research studies. They have been well-researched. 

		 These are services that are backed by medical theory and have strong evidence of value, determined by clinical trials or other research studies. They have been well-researched. 





		 

		Episodes of Care  

		 Refers to a series of encounters or visits to health care facilities to treat a specific health condition, within a specific period of time.  

		 Refers to a series of encounters or visits to health care facilities to treat a specific health condition, within a specific period of time.  

		 Refers to a series of encounters or visits to health care facilities to treat a specific health condition, within a specific period of time.  



		 Thinking of care in this way is useful for measuring both the quality of care received and the efficiency of care provided.  

		 Thinking of care in this way is useful for measuring both the quality of care received and the efficiency of care provided.  





		 

		Electronic Health/Medical Record (EHR or EMR)  

		 Generally, it is a medical record kept on a computer, instead of in a paper chart. 

		 Generally, it is a medical record kept on a computer, instead of in a paper chart. 

		 Generally, it is a medical record kept on a computer, instead of in a paper chart. 



		 Specifically, it is medical software with the electronic history of a patient's medical care.  

		 Specifically, it is medical software with the electronic history of a patient's medical care.  



		 Using electronic records has a number of advantages: 

		 Using electronic records has a number of advantages: 



		- It makes the health care system more efficient.  

		- It makes the health care system more efficient.  



		- It allows for better coordination of care. Each provider can now see what another provider has done, so they can work better together to care for each patient.  

		- It allows for better coordination of care. Each provider can now see what another provider has done, so they can work better together to care for each patient.  



		- It also gives patients the chance to look at and control their own medical records. 

		- It also gives patients the chance to look at and control their own medical records. 





		 

		Evidence-based Medicine 

		 Involves making medical decisions based on information and practices that have been carefully researched, written about, and proven to work.  

		 Involves making medical decisions based on information and practices that have been carefully researched, written about, and proven to work.  

		 Involves making medical decisions based on information and practices that have been carefully researched, written about, and proven to work.  



		 Is the use of the most up-to-date, best available scientific research and practices with proven effectiveness in daily medical decision-making.  

		 Is the use of the most up-to-date, best available scientific research and practices with proven effectiveness in daily medical decision-making.  



		 It includes individual clinical practice decisions by well-trained, experienced health care clinicians. 

		 It includes individual clinical practice decisions by well-trained, experienced health care clinicians. 



		 Evidence, or proof, is central to developing performance measures (deciding how to best treat for the most common and expensive health conditions).  

		 Evidence, or proof, is central to developing performance measures (deciding how to best treat for the most common and expensive health conditions).  





		 

		Family Caregiver  

		 Is a family member or friend who cares for and supports a patient with a chronic health condition or an illness. 

		 Is a family member or friend who cares for and supports a patient with a chronic health condition or an illness. 

		 Is a family member or friend who cares for and supports a patient with a chronic health condition or an illness. 





		 

		Federally Qualified Health Center (FQHC)  

		 Is a health organization that offers primary care and preventive health services to all patients, regardless of their ability to pay for care.  

		 Is a health organization that offers primary care and preventive health services to all patients, regardless of their ability to pay for care.  

		 Is a health organization that offers primary care and preventive health services to all patients, regardless of their ability to pay for care.  



		 An FQHC may be a public or private nonprofit organization.  

		 An FQHC may be a public or private nonprofit organization.  



		 It must also meet specific criteria to receive government funding. This includes having a Community Governing Board, with more than half of the Board members (at least 51%) being made up of people who use the health center’s services. 

		 It must also meet specific criteria to receive government funding. This includes having a Community Governing Board, with more than half of the Board members (at least 51%) being made up of people who use the health center’s services. 





		 

		Fee-For-Service  

		 Is a way of paying for care provided by doctors , hospitals, or other health care providers. 

		 Is a way of paying for care provided by doctors , hospitals, or other health care providers. 

		 Is a way of paying for care provided by doctors , hospitals, or other health care providers. 



		 With this approach, patients or a third party (such as a health plan) pay for:  

		 With this approach, patients or a third party (such as a health plan) pay for:  



		- Each office visit or health care service a patient receives; or  

		- Each office visit or health care service a patient receives; or  



		- Each health care service a patient receives.  

		- Each health care service a patient receives.  





		 

		Functional Status  

		 Refers to a person’s ability to do normal activities of daily living (ADLs).   

		 Refers to a person’s ability to do normal activities of daily living (ADLs).   

		 Refers to a person’s ability to do normal activities of daily living (ADLs).   



		 These are activities that people engage in to meet basic needs, fulfill usual roles, and 

		 These are activities that people engage in to meet basic needs, fulfill usual roles, and 





		 maintain health and well-being.  

		- For example, getting dressed, bathing, and using the bathroom are ADLs. 

		- For example, getting dressed, bathing, and using the bathroom are ADLs. 

		- For example, getting dressed, bathing, and using the bathroom are ADLs. 



		 A decrease in functional status is measured by a person’s inability to do ADLs over a period of time.  

		 A decrease in functional status is measured by a person’s inability to do ADLs over a period of time.  





		 

		Health Care Acquired Condition/Hospital Acquired Infection (HAC or HAI) 

		 Is an illness or infection that a patient didn’t have when he/she checked into the hospital. 

		 Is an illness or infection that a patient didn’t have when he/she checked into the hospital. 

		 Is an illness or infection that a patient didn’t have when he/she checked into the hospital. 



		 Instead, it is passed on to them as a result of contaminated medical equipment or germs from: 

		 Instead, it is passed on to them as a result of contaminated medical equipment or germs from: 



		- Other patients,  

		- Other patients,  



		- Doctors, or  

		- Doctors, or  



		- Staff 

		- Staff 





		 

		Health Disparities  

		 Are differences in how health care is delivered and how easy it is for patients to get 

		 Are differences in how health care is delivered and how easy it is for patients to get 

		 Are differences in how health care is delivered and how easy it is for patients to get 





		based on factors such as: 

		based on factors such as: 

		based on factors such as: 



		- Race, 

		- Race, 



		- Ethnicity, (people’s national or cultural background),  

		- Ethnicity, (people’s national or cultural background),  



		- Language, 

		- Language, 



		- Geography, (where people live) 

		- Geography, (where people live) 



		- Gender, (whether they are male or female)  

		- Gender, (whether they are male or female)  



		- Sexual orientation, (whether they are lesbian, gay, bisexual, or transgender) 

		- Sexual orientation, (whether they are lesbian, gay, bisexual, or transgender) 



		- Education, and/or 

		- Education, and/or 



		- Income 

		- Income 



		 One of the goals of health care quality improvement efforts is to find where unfair and unjust health care practices exist and get rid of them. One method used to identify these unfair practices is stratifying quality data. This means separating the data by R/E/L/G, which means: 

		 One of the goals of health care quality improvement efforts is to find where unfair and unjust health care practices exist and get rid of them. One method used to identify these unfair practices is stratifying quality data. This means separating the data by R/E/L/G, which means: 



		- Race, 

		- Race, 



		- Ethnicity, 

		- Ethnicity, 



		- Language, and 

		- Language, and 



		- Gender 

		- Gender 





		 

		Health Information Technology (Health IT or HIT)   

		 Is a term that refers to the use of electronic medical (or health) records, instead of paper records. 

		 Is a term that refers to the use of electronic medical (or health) records, instead of paper records. 

		 Is a term that refers to the use of electronic medical (or health) records, instead of paper records. 



		 It uses computers, software programs, electronic devices, and the Internet to securely manage information about patients' health in a secure way. This includes: 

		 It uses computers, software programs, electronic devices, and the Internet to securely manage information about patients' health in a secure way. This includes: 



		- Storing information,  

		- Storing information,  



		- Retrieving information,  

		- Retrieving information,  



		- Updating information, and  

		- Updating information, and  



		- Transmitting information 

		- Transmitting information 





		 

		Health Literacy  

		 Is the degree to which individuals are able to get, process, and understand basic health information and services needed to make appropriate health decisions.  

		 Is the degree to which individuals are able to get, process, and understand basic health information and services needed to make appropriate health decisions.  

		 Is the degree to which individuals are able to get, process, and understand basic health information and services needed to make appropriate health decisions.  



		 Health literacy is not simply the ability to read.  

		 Health literacy is not simply the ability to read.  



		 It requires a complex group of reading, listening, analytical, and decision-making skills, and the ability to apply these skills to health situations.  

		 It requires a complex group of reading, listening, analytical, and decision-making skills, and the ability to apply these skills to health situations.  



		 For example: Health literacy allows people to understand instructions on medicine bottles and doctors’ forms, as well as talk about health needs and concerns with a doctor or nurse.  

		 For example: Health literacy allows people to understand instructions on medicine bottles and doctors’ forms, as well as talk about health needs and concerns with a doctor or nurse.  





		 

		Health/Disease Registries  

		 Are lists of people diagnosed with a specific disease.  

		 Are lists of people diagnosed with a specific disease.  

		 Are lists of people diagnosed with a specific disease.  



		- For example: A diabetes registry lists people with diabetes. 

		- For example: A diabetes registry lists people with diabetes. 



		 Health/disease registries are used for purposes such as research, public health, or quality improvement. 

		 Health/disease registries are used for purposes such as research, public health, or quality improvement. 





		 

		Hospital Discharge  

		 Is the way that a patient is released from the hospital by health care professionals. 

		 Is the way that a patient is released from the hospital by health care professionals. 

		 Is the way that a patient is released from the hospital by health care professionals. 



		 After a hospital discharge, a patient may be going home or to another health care setting, such as a rehabilitation center or nursing home.  

		 After a hospital discharge, a patient may be going home or to another health care setting, such as a rehabilitation center or nursing home.  





		 

		Hospital Readmission  

		 Happens when a patient is readmitted to a hospital after being released.  

		 Happens when a patient is readmitted to a hospital after being released.  

		 Happens when a patient is readmitted to a hospital after being released.  



		 Readmissions rates, usually within a certain time period (7 to 60 days), are viewed as one way of telling how well patients are being cared for.  

		 Readmissions rates, usually within a certain time period (7 to 60 days), are viewed as one way of telling how well patients are being cared for.  



		 Low readmissions rates tend to mean that patients are getting better care and do not need to return to the hospital because of more health problems. 

		 Low readmissions rates tend to mean that patients are getting better care and do not need to return to the hospital because of more health problems. 





		 

		Inpatient Care  

		 Is giving health care services to a person who has been admitted to a hospital or other health facility for at least 24 hours.  

		 Is giving health care services to a person who has been admitted to a hospital or other health facility for at least 24 hours.  

		 Is giving health care services to a person who has been admitted to a hospital or other health facility for at least 24 hours.  





		 

		Intervention  

		 Something that is done to improve a patient’s health or help with a particular problem. 

		 Something that is done to improve a patient’s health or help with a particular problem. 

		 Something that is done to improve a patient’s health or help with a particular problem. 



		 This includes any type of treatment, preventive care, or test a person could take or receive.   

		 This includes any type of treatment, preventive care, or test a person could take or receive.   





		 

		Meaningful Engagement  

		 Is a way to actively involve different groups of people in all aspects of a project’s design, governance, implementation, and evaluation.  

		 Is a way to actively involve different groups of people in all aspects of a project’s design, governance, implementation, and evaluation.  

		 Is a way to actively involve different groups of people in all aspects of a project’s design, governance, implementation, and evaluation.  



		 This is a term often used when describing groups that include patients, providers, and employers. 

		 This is a term often used when describing groups that include patients, providers, and employers. 





		 

		Meaningful Use  

		 Is a federal program that gives health care providers money to help them start using health information technology (HIT).  

		 Is a federal program that gives health care providers money to help them start using health information technology (HIT).  

		 Is a federal program that gives health care providers money to help them start using health information technology (HIT).  



		 Providers need to show they are using ―certified electronic health record technology‖ in ways that:  

		 Providers need to show they are using ―certified electronic health record technology‖ in ways that:  



		- Improve the quality of care,  

		- Improve the quality of care,  



		- Improve patients’ access to health information, and  

		- Improve patients’ access to health information, and  





		- Improve the health of populations.  

		- Improve the health of populations.  

		- Improve the health of populations.  





		 

		Medical Error  

		 Is a mistake that harms a patient.  

		 Is a mistake that harms a patient.  

		 Is a mistake that harms a patient.  



		 Examples of preventable medical errors include: Adverse drug events, hospital-acquired infections, and surgeries on the wrong part of the body.  

		 Examples of preventable medical errors include: Adverse drug events, hospital-acquired infections, and surgeries on the wrong part of the body.  





		 

		Medication Management 

		 Includes activities to ensure the safe and effective use of prescription and                                     over-the-counter medicines.  

		 Includes activities to ensure the safe and effective use of prescription and                                     over-the-counter medicines.  

		 Includes activities to ensure the safe and effective use of prescription and                                     over-the-counter medicines.  



		 This includes helping patients keep track of:  

		 This includes helping patients keep track of:  



		- Which prescription and over-the-counter medicines they are taking, and  

		- Which prescription and over-the-counter medicines they are taking, and  



		- When they are taking them.  

		- When they are taking them.  



		 This is done so that people take medicines in the right ways and don’t have a bad reaction or side effects.   

		 This is done so that people take medicines in the right ways and don’t have a bad reaction or side effects.   





		 

		Misuse (of care) 

		 Occurs when these things take place: 

		 Occurs when these things take place: 

		 Occurs when these things take place: 



		- An appropriate process of care has been selected, 

		- An appropriate process of care has been selected, 



		- But a preventable complication occurs, and  

		- But a preventable complication occurs, and  



		- The patient does not receive the full benefit of the health care service.  

		- The patient does not receive the full benefit of the health care service.  



		 Avoidable complications of surgery or medicine use are misuse problems.  

		 Avoidable complications of surgery or medicine use are misuse problems.  



		- For example: Giving a patient penicillin for strep throat, despite a known allergy to that antibiotic.  

		- For example: Giving a patient penicillin for strep throat, despite a known allergy to that antibiotic.  





		 

		Outcome  

		 Refers to a patient’s health—whether it improves, declines, or stays the same—after an encounter with the health care system.  

		 Refers to a patient’s health—whether it improves, declines, or stays the same—after an encounter with the health care system.  

		 Refers to a patient’s health—whether it improves, declines, or stays the same—after an encounter with the health care system.  





		 

		Outpatient Care  

		 Is medical or surgical care that does not include an overnight hospital stay. 

		 Is medical or surgical care that does not include an overnight hospital stay. 

		 Is medical or surgical care that does not include an overnight hospital stay. 





		 

		Overuse (of care)  

		 Describes either of these things: 

		 Describes either of these things: 

		 Describes either of these things: 



		- Unnecessary care; or  

		- Unnecessary care; or  



		- Times when care is given and the chance of causing harm is greater than the possibility of benefit.  

		- Times when care is given and the chance of causing harm is greater than the possibility of benefit.  



		 For example: Prescribing an antibiotic for a viral infection like a cold, when antibiotics 

		 For example: Prescribing an antibiotic for a viral infection like a cold, when antibiotics 





		do not work.  

		do not work.  

		do not work.  



		 Overuse can also happen when medical tests and surgical procedures are unnecessarily run more than once. 

		 Overuse can also happen when medical tests and surgical procedures are unnecessarily run more than once. 





		 

		Patient Activation Measure (PAM)  

		 Is a way to measure how likely a patient is to be an informed, active participant in his/her own healthcare.  

		 Is a way to measure how likely a patient is to be an informed, active participant in his/her own healthcare.  

		 Is a way to measure how likely a patient is to be an informed, active participant in his/her own healthcare.  



		 Doctors sometimes use PAM to figure out how ready a patient is to change his or her behavior.   

		 Doctors sometimes use PAM to figure out how ready a patient is to change his or her behavior.   



		 Doctors then work with that patient on his or her care plan. 

		 Doctors then work with that patient on his or her care plan. 





		 

		Patient- and Family-Centered Care (PFCC)  

		 Is a way of going about the planning, delivery, and evaluation of health care.  

		 Is a way of going about the planning, delivery, and evaluation of health care.  

		 Is a way of going about the planning, delivery, and evaluation of health care.  



		 It is based on partnerships among health care providers, patients, and families that are good for everyone involved.  

		 It is based on partnerships among health care providers, patients, and families that are good for everyone involved.  



		 It is based on the following core concepts: 

		 It is based on the following core concepts: 



		- Dignity and respect for patient and family perspectives and choices;  

		- Dignity and respect for patient and family perspectives and choices;  



		- Sharing complete and unbiased information with patients and families in ways that are affirming and useful;  

		- Sharing complete and unbiased information with patients and families in ways that are affirming and useful;  



		- Participation in care and decision-making at the level patients and families choose; and  

		- Participation in care and decision-making at the level patients and families choose; and  



		- Collaboration among patients, families, health care practitioners, and health care leaders in: 1) policy and program development, implementation, and evaluation, 2) facility design, 3) professional education, and 4) delivery of care. 

		- Collaboration among patients, families, health care practitioners, and health care leaders in: 1) policy and program development, implementation, and evaluation, 2) facility design, 3) professional education, and 4) delivery of care. 





		 

		Patient Centered Medical Home (PCMH)  

		 Is not an institution or a place. 

		 Is not an institution or a place. 

		 Is not an institution or a place. 



		 Instead, it is a way of delivering outpatient care that emphasizes:  

		 Instead, it is a way of delivering outpatient care that emphasizes:  



		- Care that is easy to access, is comprehensive and well-coordinated; and  

		- Care that is easy to access, is comprehensive and well-coordinated; and  



		- Active involvement of the patient and family in health care decisions.  

		- Active involvement of the patient and family in health care decisions.  



		 In a medical home, the primary-care doctor acts as a ―home base‖ for patients. 

		 In a medical home, the primary-care doctor acts as a ―home base‖ for patients. 



		- That doctor is chosen by the patient and becomes the patient’s personal physician. 

		- That doctor is chosen by the patient and becomes the patient’s personal physician. 



		- The doctor (along with nurses, medical assistants, and others in the office who are part of the ―care team‖) oversees all aspects of patients’ health and coordinates care with any specialists or other providers involved in the patient’s care. 

		- The doctor (along with nurses, medical assistants, and others in the office who are part of the ―care team‖) oversees all aspects of patients’ health and coordinates care with any specialists or other providers involved in the patient’s care. 



		- Patients do not need a referral from their primary care doctor to see other doctors. This is because the primary care doctor serves more as a manager than a ―gatekeeper‖ of each patient’s care. 

		- Patients do not need a referral from their primary care doctor to see other doctors. This is because the primary care doctor serves more as a manager than a ―gatekeeper‖ of each patient’s care. 





		 

		Patient Experience Data (also called Patient Satisfaction Data)  

		 These are measures of how patients evaluate their health care experiences.  

		 These are measures of how patients evaluate their health care experiences.  

		 These are measures of how patients evaluate their health care experiences.  



		 It does this by capturing the patient’s observations and opinions about what happened during the process of health care delivery.  

		 It does this by capturing the patient’s observations and opinions about what happened during the process of health care delivery.  



		 Patient experience data is information on how well the patients’ needs are met. It looks at the following parts of the patient experience:   

		 Patient experience data is information on how well the patients’ needs are met. It looks at the following parts of the patient experience:   



		- Access. Can patients get care when they need it?  

		- Access. Can patients get care when they need it?  



		- Communication skills. Is information provided to patients in a way they can understand?  

		- Communication skills. Is information provided to patients in a way they can understand?  



		- Respect. Are patients treated with courtesy and respect? 

		- Respect. Are patients treated with courtesy and respect? 



		- Support. Do patients get the information and support they need to take care of their health conditions?  

		- Support. Do patients get the information and support they need to take care of their health conditions?  



		 The CAHPS survey (see above) is an example of a tool for measuring patient experience.  

		 The CAHPS survey (see above) is an example of a tool for measuring patient experience.  





		 

		Patient and Family Advisory Councils (PFAC)  

		 Are a way to involve patients and families in policy and program decision-making in health care settings.  

		 Are a way to involve patients and families in policy and program decision-making in health care settings.  

		 Are a way to involve patients and families in policy and program decision-making in health care settings.  



		 These councils help design, implement, and evaluate changes in policies, programs, and practices that affect the care and services individuals and families receive.  

		 These councils help design, implement, and evaluate changes in policies, programs, and practices that affect the care and services individuals and families receive.  



		 Councils generally include:  

		 Councils generally include:  



		- Patients and family members,  

		- Patients and family members,  



		- Community members, 

		- Community members, 



		- Consumer advocates,   

		- Consumer advocates,   



		- Doctors, nurses, and other health care providers, and 

		- Doctors, nurses, and other health care providers, and 



		- Administrative staff.   

		- Administrative staff.   



		 PFACs may be referred to by many names such as Patient-Provider Councils,                    Patient Advisory Boards, Consumer Advisory Boards, etc. 

		 PFACs may be referred to by many names such as Patient-Provider Councils,                    Patient Advisory Boards, Consumer Advisory Boards, etc. 





		 

		Patient Protection and Affordable Care Act (also called the Affordable Care Act or ACA)  

		 Is the name of health reform legislation signed by President Obama in 2010.  

		 Is the name of health reform legislation signed by President Obama in 2010.  

		 Is the name of health reform legislation signed by President Obama in 2010.  



		 In addition to expanding access to health care, the law includes provisions aimed at: 

		 In addition to expanding access to health care, the law includes provisions aimed at: 



		- Improving the quality of care,  

		- Improving the quality of care,  



		- Improving the payment system (the way health care 

		- Improving the payment system (the way health care 



		is paid for),  

		is paid for),  



		- Protecting patients’ rights;  

		- Protecting patients’ rights;  



		- Changing health insurance.  

		- Changing health insurance.  





		 

		Pay-for-Performance (P4P)  

		 Is a way of paying hospitals and doctors based on whether they meet specific health care quality goals.  

		 Is a way of paying hospitals and doctors based on whether they meet specific health care quality goals.  

		 Is a way of paying hospitals and doctors based on whether they meet specific health care quality goals.  



		 The goal is to reward providers for the quality—not the quantity—of care they deliver.  

		 The goal is to reward providers for the quality—not the quantity—of care they deliver.  





		 

		Payers  

		 Are the organizations or the people that pay for medical treatments.  

		 Are the organizations or the people that pay for medical treatments.  

		 Are the organizations or the people that pay for medical treatments.  



		 Examples include: Health plans, HMOs, self-insured employers, and uninsured patients. 

		 Examples include: Health plans, HMOs, self-insured employers, and uninsured patients. 





		 

		Payment Reform  

		 Seeks to improve ways of reimbursing (paying) providers based on value instead of volume of the care they have provided.    

		 Seeks to improve ways of reimbursing (paying) providers based on value instead of volume of the care they have provided.    

		 Seeks to improve ways of reimbursing (paying) providers based on value instead of volume of the care they have provided.    



		 This is different from the fee-for-service method of payment. With that method, providers get paid regardless of the quality of the care that is given.  

		 This is different from the fee-for-service method of payment. With that method, providers get paid regardless of the quality of the care that is given.  





		 

		Premium 

		 Set amount of money that is paid to cover a patient’s health insurance benefits. 

		 Set amount of money that is paid to cover a patient’s health insurance benefits. 

		 Set amount of money that is paid to cover a patient’s health insurance benefits. 



		 Premiums can be paid by employers, unions, employees, or shared by both the insured individual and their employer, for example.  

		 Premiums can be paid by employers, unions, employees, or shared by both the insured individual and their employer, for example.  





		 

		Preventive Care  

		 Are health care services that prevent disease or its consequences.  

		 Are health care services that prevent disease or its consequences.  

		 Are health care services that prevent disease or its consequences.  



		 This includes:  

		 This includes:  



		1. Primary prevention: to keep people from getting sick (such as immunizations), 

		1. Primary prevention: to keep people from getting sick (such as immunizations), 



		2. Secondary prevention: to detect early disease (such as mammograms) and, 

		2. Secondary prevention: to detect early disease (such as mammograms) and, 



		3. Tertiary prevention: to keep ill people, or those at high risk of disease, from getting sicker (such as helping someone with lung disease to quit smoking, or preventing complications from diabetes like foot or eye problems).  

		3. Tertiary prevention: to keep ill people, or those at high risk of disease, from getting sicker (such as helping someone with lung disease to quit smoking, or preventing complications from diabetes like foot or eye problems).  





		 

		Price Transparency  

		 Is making the charges of a given health care service (such as an x-ray or MRI) at different facilities available to the public, so that those prices are ―transparent‖ or easy to see. 

		 Is making the charges of a given health care service (such as an x-ray or MRI) at different facilities available to the public, so that those prices are ―transparent‖ or easy to see. 

		 Is making the charges of a given health care service (such as an x-ray or MRI) at different facilities available to the public, so that those prices are ―transparent‖ or easy to see. 





		 

		Primary Care  

		 Is basic or general health care that helps patients and families to maintain and improve their health.  

		 Is basic or general health care that helps patients and families to maintain and improve their health.  

		 Is basic or general health care that helps patients and families to maintain and improve their health.  



		 It includes a range of prevention and wellness services, and treatment for common illnesses.  

		 It includes a range of prevention and wellness services, and treatment for common illnesses.  



		 Primary care is traditionally provided by doctors trained in:  

		 Primary care is traditionally provided by doctors trained in:  



		- Family practice,  

		- Family practice,  



		- Pediatrics,  

		- Pediatrics,  





		 

		- Internal medicine; and occasionally  

		- Internal medicine; and occasionally  

		- Internal medicine; and occasionally  





		- Gynecology 

		- Gynecology 

		- Gynecology 





		Provider  

		 Refers to a professional who provides health services.  

		 Refers to a professional who provides health services.  

		 Refers to a professional who provides health services.  



		 This includes:  

		 This includes:  



		- Primary care doctors and nurses,  

		- Primary care doctors and nurses,  



		- Specialists (such as podiatrists or cardiologists); and  

		- Specialists (such as podiatrists or cardiologists); and  



		- Other allied health professionals (such as physical therapists). 

		- Other allied health professionals (such as physical therapists). 



		 Hospitals and long-term care facilities are also providers.  

		 Hospitals and long-term care facilities are also providers.  





		 

		Provider Incentives 

		 Are steps taken to motivate specific provider behavior within the health care system.  

		 Are steps taken to motivate specific provider behavior within the health care system.  

		 Are steps taken to motivate specific provider behavior within the health care system.  



		 For example: Bonuses for providers who provide high quality care.  

		 For example: Bonuses for providers who provide high quality care.  





		 

		Public Reporting  

		 Makes information about hospital, physician, and physician group performance available to the public.  

		 Makes information about hospital, physician, and physician group performance available to the public.  

		 Makes information about hospital, physician, and physician group performance available to the public.  



		 The expectation is that a public report of local hospitals’ or doctors’ performance will:  

		 The expectation is that a public report of local hospitals’ or doctors’ performance will:  



		- Motivate and improve performance, and  

		- Motivate and improve performance, and  



		- Allow the public to choose providers based on performance.  

		- Allow the public to choose providers based on performance.  





		 

		Purchasers 

		 Are the organizations and people (often employers, unions, etc.) that do both of the following: 

		 Are the organizations and people (often employers, unions, etc.) that do both of the following: 

		 Are the organizations and people (often employers, unions, etc.) that do both of the following: 



		- Decide on what benefits the insured person gets, including the amount of money given to him or her to cover health care expenses. 

		- Decide on what benefits the insured person gets, including the amount of money given to him or her to cover health care expenses. 



		- Work with groups that provide health insurance coverage to debate the cost of premiums (the portion of money the patient pays for his or her health care) and the overall cost of care.  

		- Work with groups that provide health insurance coverage to debate the cost of premiums (the portion of money the patient pays for his or her health care) and the overall cost of care.  



		 For example: Employers and state governments that provide health insurance to their employees are purchasers.  

		 For example: Employers and state governments that provide health insurance to their employees are purchasers.  





		 

		Quality (of care)  

		 Is the right care, at the right time, for the right reason.  

		 Is the right care, at the right time, for the right reason.  

		 Is the right care, at the right time, for the right reason.  



		 Ideally, it is also at the right cost. 

		 Ideally, it is also at the right cost. 





		 

		Quality/Performance Measures  

		 Are ways to evaluate the care provided by doctors and hospitals, based on accepted national guidelines.  

		 Are ways to evaluate the care provided by doctors and hospitals, based on accepted national guidelines.  

		 Are ways to evaluate the care provided by doctors and hospitals, based on accepted national guidelines.  





		 These measures evaluate:  

		 These measures evaluate:  

		 These measures evaluate:  



		- Access to medical care,  

		- Access to medical care,  



		- The way care is given,  

		- The way care is given,  



		- Patient results after treatment (outcomes),  

		- Patient results after treatment (outcomes),  



		- Patient experiences with care, and  

		- Patient experiences with care, and  



		- Use of medical services.   

		- Use of medical services.   





		 

		Resource Use  

		 Is the amount of health care services used for a patient.  

		 Is the amount of health care services used for a patient.  

		 Is the amount of health care services used for a patient.  



		 This includes: 

		 This includes: 



		- How many services were provided, 

		- How many services were provided, 



		- How much of each service was provided, and  

		- How much of each service was provided, and  



		- How much those services cost. 

		- How much those services cost. 





		 

		Risk Adjustment  

		 In health care, this means taking certain factors into consideration in order to estimate the risk involved in a patient getting a particular intervention.  

		 In health care, this means taking certain factors into consideration in order to estimate the risk involved in a patient getting a particular intervention.  

		 In health care, this means taking certain factors into consideration in order to estimate the risk involved in a patient getting a particular intervention.  



		 For example:  

		 For example:  



		- Age can play a role in estimating the risk of getting some treatments. A younger person may recover more easily than an older person. 

		- Age can play a role in estimating the risk of getting some treatments. A younger person may recover more easily than an older person. 



		- Severity of disease can play a role, as well. Someone with early stage cancer may recover more easily than someone in a later stage of the same cancer.  

		- Severity of disease can play a role, as well. Someone with early stage cancer may recover more easily than someone in a later stage of the same cancer.  



		 If these factors are not taken into consideration, it is hard to make fair comparisons.             Organizations adjust for risk when reporting their performance measures - meaning how well they are providing care for patients.  

		 If these factors are not taken into consideration, it is hard to make fair comparisons.             Organizations adjust for risk when reporting their performance measures - meaning how well they are providing care for patients.  



		 Reporting on performance measures allows them to see how they are doing in comparison with other organizations and communities.    

		 Reporting on performance measures allows them to see how they are doing in comparison with other organizations and communities.    





		 

		Self-Management  

		 Is the ability of individuals to take care of health problems or conditions on a day-to-day basis.  

		 Is the ability of individuals to take care of health problems or conditions on a day-to-day basis.  

		 Is the ability of individuals to take care of health problems or conditions on a day-to-day basis.  



		 It is a skill that allows individuals and their families to use existing health services.  

		 It is a skill that allows individuals and their families to use existing health services.  



		 It also helps patients make choices about:  

		 It also helps patients make choices about:  



		- Health care providers, 

		- Health care providers, 



		- Medicines, and 

		- Medicines, and 



		- Diet, exercise, and other lifestyle choices that protect or damage health. 

		- Diet, exercise, and other lifestyle choices that protect or damage health. 





		 

		Shared Decision-Making (SDM)  

		 Is a process in which patients and their doctors make medical decisions together.  

		 Is a process in which patients and their doctors make medical decisions together.  

		 Is a process in which patients and their doctors make medical decisions together.  



		 This is done while taking into account:  

		 This is done while taking into account:  



		- Medical recommendations, and   

		- Medical recommendations, and   



		- The patient’s preferences, life situation, needs, and values.  

		- The patient’s preferences, life situation, needs, and values.  





		 

		Shared Savings   

		 Is a way of encouraging hospitals and doctors to lower health care spending,                while keeping high levels of quality and safety.  

		 Is a way of encouraging hospitals and doctors to lower health care spending,                while keeping high levels of quality and safety.  

		 Is a way of encouraging hospitals and doctors to lower health care spending,                while keeping high levels of quality and safety.  



		 This is done by giving hospitals and doctors a percentage of any net savings they generate as a result of their efforts.  

		 This is done by giving hospitals and doctors a percentage of any net savings they generate as a result of their efforts.  



		 The goal is to reward health care providers for the quality, safety, and cost-effectiveness – not the quantity – of care they deliver. 

		 The goal is to reward health care providers for the quality, safety, and cost-effectiveness – not the quantity – of care they deliver. 





		 

		Stakeholder  

		 Refers to any person, group, or organization that can affect or be affected by the health care system.  

		 Refers to any person, group, or organization that can affect or be affected by the health care system.  

		 Refers to any person, group, or organization that can affect or be affected by the health care system.  



		 It includes: 

		 It includes: 



		- Patients,  

		- Patients,  



		- Providers,  

		- Providers,  



		- Employers, and  

		- Employers, and  



		- Health plans.  

		- Health plans.  





		 

		Transparency 

		 Is the process of gathering and reporting data about health care in a way that can be accessed by the public. Making data ―transparent‖ means making it easier for people to see. 

		 Is the process of gathering and reporting data about health care in a way that can be accessed by the public. Making data ―transparent‖ means making it easier for people to see. 

		 Is the process of gathering and reporting data about health care in a way that can be accessed by the public. Making data ―transparent‖ means making it easier for people to see. 



		 This includes data on: 

		 This includes data on: 



		- Cost,  

		- Cost,  



		- Performance, and  

		- Performance, and  



		- Quality. 

		- Quality. 



		 It is intended to improve the quality of health care and ultimately improve the health care system as a whole. 

		 It is intended to improve the quality of health care and ultimately improve the health care system as a whole. 





		 

		Transition of Care  

		 Refers to the movement of a patient from one health care setting to another.  

		 Refers to the movement of a patient from one health care setting to another.  

		 Refers to the movement of a patient from one health care setting to another.  



		 For example:  The movement of a patient from a hospital to a nursing facility, or                       from a nursing facility to home. 

		 For example:  The movement of a patient from a hospital to a nursing facility, or                       from a nursing facility to home. 





		 

		Underuse (of care)  

		 Happens when a health care service is not provided to a patient, but could have led to a good result.  

		 Happens when a health care service is not provided to a patient, but could have led to a good result.  

		 Happens when a health care service is not provided to a patient, but could have led to a good result.  



		 For example:  

		 For example:  



		- Failure to give preventive services to eligible patients                                                (such as mammograms, flu shots for elderly patients, screening for hypertension), and  

		- Failure to give preventive services to eligible patients                                                (such as mammograms, flu shots for elderly patients, screening for hypertension), and  



		- Failure to give trusted medicines for chronic illnesses                                            (such as steroid inhalers for people with asthma or aspirin and beta-blockers                   for patients who have suffered a heart attack). 

		- Failure to give trusted medicines for chronic illnesses                                            (such as steroid inhalers for people with asthma or aspirin and beta-blockers                   for patients who have suffered a heart attack). 





		 

		Value-based Purchasing  

		 Refers to the concept of health care purchasers (i.e. employers or government programs like Medicare) holding health care providers accountable for both cost and quality of care.  

		 Refers to the concept of health care purchasers (i.e. employers or government programs like Medicare) holding health care providers accountable for both cost and quality of care.  

		 Refers to the concept of health care purchasers (i.e. employers or government programs like Medicare) holding health care providers accountable for both cost and quality of care.  



		 Value-based purchasing brings together two types of information that purchasers use to decide whom to pay to provide care for their employees. This includes: 

		 Value-based purchasing brings together two types of information that purchasers use to decide whom to pay to provide care for their employees. This includes: 



		1. Information on the quality of health care, including patient outcomes and health status, and 

		1. Information on the quality of health care, including patient outcomes and health status, and 



		2. Information on cost of care.  

		2. Information on cost of care.  



		 It focuses on managing the use of the health care system to:  

		 It focuses on managing the use of the health care system to:  



		- Reduce inappropriate care, and  

		- Reduce inappropriate care, and  



		- To identify and reward the best-performing providers.  

		- To identify and reward the best-performing providers.  





		 

		 Variation  

		 Refers to differences in the use of health care services that cannot be explained by:  

		 Refers to differences in the use of health care services that cannot be explained by:  

		 Refers to differences in the use of health care services that cannot be explained by:  



		- Differences in patient illness, or  

		- Differences in patient illness, or  



		- Differences in patient preferences.  

		- Differences in patient preferences.  



		 Instead, this variation may be explained by:  

		 Instead, this variation may be explained by:  



		- Differences in the ways providers follow medical recommendations (meaning that the quality of care provided to patients is better or worse depending on how well a clinician follows these recommendations), 

		- Differences in the ways providers follow medical recommendations (meaning that the quality of care provided to patients is better or worse depending on how well a clinician follows these recommendations), 



		- Differences in the amount of service delivered to different populations (such as                    tests, surgeries, etc.).  

		- Differences in the amount of service delivered to different populations (such as                    tests, surgeries, etc.).  



		 Research on variations has shown that people living in areas where the cost of care is higher, and where use of services is higher, do not have longer life expectancy than those in areas where the cost of care is lower. In other words, more care is not necessarily better care.   

		 Research on variations has shown that people living in areas where the cost of care is higher, and where use of services is higher, do not have longer life expectancy than those in areas where the cost of care is lower. In other words, more care is not necessarily better care.   





		 

		Health Care Acronyms 

		AUGUST 2012 

		 

		ACA Affordable Care Act (Also known as PPACA- Patient Protection and Affordable Care Act) 

		 

		ACO Accountable Care Organization  

		 

		ADA Americans with Disabilities Act  

		 

		AHA American Hospital Association 

		 

		ALOS Average Length of Stay 

		 

		AMA American Medical Association 

		 

		AHRQ Agency for Health Care Research and Quality 

		 

		ARRA American Recovery and Reinvestment Act 

		 

		BCBS Blue Cross Blue Shield 

		 

		BP Blood Pressure 

		 

		CAHPS Consumer Assessment of Healthcare Providers and Systems 

		 

		CDC Centers for Disease Control and Prevention 

		 

		CDSMP Chronic Disease Self-Management Program 

		 

		CG-CAHPS Clinical & Group Consumer Assessment of Healthcare Providers and Systems  

		 

		CE Consumer Engagement 

		 

		CHF Congestive Heart Failure 

		 

		CMS Centers for Medicare and Medicaid Services 

		 

		CMMI Center for Medicare and Medicaid Innovation 

		 

		COPD Chronic Obstructive Pulmonary Disorder  

		 

		EBM Evidence-based medicine 

		 

		ED Emergency Department (preferred to ER) 

		 

		EHR Electronic Health Record 

		 

		EMR Electronic Medical Record 

		 

		FFS Fee For Service (payment type)  

		 

		FQHC Federally Qualified Health Center 

		 

		HAC/HAI Health Care Acquired Condition/Health Care Acquired Infection 

		 

		HCAHPS  Hospital Consumer Assessment of Healthcare Providers and Systems 

		 

		HF    Heart Failure 

		 

		HHS U.S. Department of Health and Human Services 

		 

		HIPAA Health Insurance Portability and Accountability Act 

		 

		HIT  Health Information Technology 

		 

		HITECH Health Information Technology for Economic and Clinical Health Act (part of the ARRA legislation) 

		 

		HMO Health Maintenance Organization 

		 

		HRSA Health Resources and Services Administration  

		 

		HQA Hospital Quality Alliance 

		 

		IHI Institute for Healthcare Improvement 

		 

		IOM Institute of Medicine 

		 

		IPA Independent Practice Association 

		 

		IPFCC Institute for Patient- and Family-Centered Care 

		 

		LDL Low-density Lipoprotein (Cholesterol) 

		 

		MU Meaningful Use 

		 

		NCQA National Committee for Quality Assurance  

		 

		NPWF National Partnership for Women & Families 

		 

		NQF National Quality Forum 

		 

		ONC Office of the National Coordinator for Health Information Technology (HIT) 

		 

		P4P Pay for Performance 

		 

		PAM Patient Activation Measure 

		 

		PBPM Per Beneficiary Per Month 

		 

		PCMH Patient Centered Medical Home 

		 

		PCP Primary Care Physician/Provider 

		 

		PCORI Patient-Centered Outcomes Research Institute 

		 

		PDSA Plan, Do, Study, Act (method used in quality improvement activities) 

		 

		PFAC Patient & Family Advisory Council 

		 

		PM/PM Per Member Per Month 

		 

		PO Physicians Organization 

		 

		PPACA Patient Protection and Affordable Care Act (also known as ACA – Affordable Care Act) 

		 

		PPO Preferred Provider Organization 

		 

		QI Quality Improvement 

		 

		R/E/L/G Race, Ethnicity, Language, Gender 

		 

		ROI Return on Investment 

		 

		SDM Shared Decision Making 

		 

		SSA Social Security Administration 

		 

		TA Technical Assistance 

		 

		TCAB Transforming Care at the Bedside 

		 

		USPSTF U.S. Preventive Services Task Force 

		 

		VBID Value Based Insurance Design 

		 

		VBP Value Based Purchasing 
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 Purpose of This Guide 
 


This Guide provides an overview of Milestone 6: Care Coordination Across the Medical 


Neighborhood and the implementation strategies that CPC practices have used to meet 


the objectives.  


The practice strategies herein are examples of the work that practices are doing to 


achieve this Milestone and are not representative of every potential strategy for creating 


systems for care coordination around hospital and emergency department transitions and 


for developing collaborative agreements across the medical neighborhood. CPC practices 


are heterogeneous in size, geography, ownership, and organization; they are encouraged 


to innovate and test strategies derived from evidence-based and/or best practices, and 


customize the work according to their particular needs, local dynamics, and other practice 


aspects that may shape how they create systems for care coordination.  


This Guide captures the energy, innovative ideas, and rigorous and determined execution 


of the CPC practices as they test and implement the objectives of Milestone 6 in their 


practice. Through this Guide we hope you find in your colleagues’ work the support for 


implementing Comprehensive Primary Care. 


 


August 29, 2014
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Overview of Milestone 6 
The overarching work for Milestone 6 relates to the practices’ 
ability to demonstrate active engagement in coordinating care for 
patients across the medical neighborhood. In Program Year (PY) 
2013, practices worked on defining a process by which they 
identified those patients who had been seen in the emergency 
department (ED) and/or hospital and created a system of 
contacting those patients, creating a safety net to receive needed 
care and coordination after discharge back to their primary medical 
home. Another option was to create a viable referral tracking 
system to specialists, enabling practices to track the referrals made 
and ensure that appropriate information returned to the practice. 
The sharing of information permits the care team to appropriately 
attend to the patient and ensures records are integrated with the 
primary care team. 


The practices that chose care coordination for patients related to 
hospital transitions started by focusing on the primary hospitals 
that served their patients. The practices then worked on a system 
with their primary hospital to enable access to information about 
their patients’ visits to either the ED or hospital admission through 
a portal or electronic communication system with that hospital or sometimes through a Health Information 
Exchange (HIE) or other methods.  


After creating a system to capture and track their patients’ visits to the hospital/ED, they turned their focus to 
an internal process by which they identified a person or persons to reach out to the patient to reconnect them 
with their primary care team.  


The practices that focused on referrals to specialists likewise had to identify a process and staff member(s) to 
effectively track their referrals and ensure patients received the care required. They verified the outcome of the 
referral was meaningfully integrated back into the patient’s record at the primary medical home. 


In PY 2014, practices will expand their work and become more systematic by selecting two of three Milestone 6 
options:  


1. Tracking the percent of patients with ED visits who received follow-up contact within one week of the 
visit,  


2. Contacting at least 75 percent of patients who were hospitalized in their target hospital(s) within 72 
hours (or within two business days following discharge, as required for Transitional Care Management 
services) and 


3. Expand their work of care coordination with specialists by enacting care compacts/collaborative 
agreements with at least two groups of high-volume specialists with the goal of improving 
communication and care coordination. 


Reporting on Milestone 6 
for PY 2014 
For PY 2014, practices will expand and 
build on their PY 2013 activities: track 
percent of patients with ED visits who 
received follow-up contact within one 
week and contact at least 75 percent 
of patients who were hospitalized in 
target hospital(s) within 72 hours.  
 
Practices will be asked to enact care 
compacts/collaborative care 
agreements with at least two groups 
of high-volume specialists in different 
specialties to improvement transitions 
of care and upload a copy of those 
care compacts to the web application. 


 


 
Milestone 6: Care Coordination Across the Medical Neighborhood 
A Study of CPC Practice Approaches 4 







 
The Medical Neighborhood 
The medical neighborhood comprises the primary care practice and all other clinicians, community agencies, 
public health agencies and various health care services that serve the needs of the patient. The primary care 
office is at the center of the neighborhood and coordinates the care with all other members. There is no firm 
geographical boundary for a medical neighborhood. Rather, it is more important to include the specialists, 
agencies and services that most appropriately care for our patients. 


A well-functioning medical neighborhood delivers coordinated care to its shared patients. The neighbors must 
have regular communications among themselves, share in decision making and collaborate in the activities 
involving the patient. This occurs most fluidly when the medical neighborhood: 


• Shares health information and performance measurement via IT. 
• Has a clear agreement on roles and actions of 


all members as they care for the patient. 
• Offers the opportunity for joint care 


conferences in the management of care for 
complex patients. 


• Has continuity of medical care when a patient 
has a transition between care settings within 
the medical neighborhood.  


• Creates strong links to various community 
services that provide both clinical and non-
clinical services to meet the needs of the 
patient. 


Outcomes of a well-organized medical neighborhood 
are positive patient experiences, safe delivery of care 
with reduced duplications, and thus reduced cost. The patient is the primary stakeholder.  


Care Coordination 
In the practice, there may be some confusion between the functions of care coordination versus care 
management. Whereas care management focuses on the individual’s health needs using a proactive approach 
to improve a patient’s health status, care coordination sets up the processes and workflows to ensure that there 
is coordination across transitions in care. It is system-focused and integrates care between and among medical 
neighbors by closing gaps and ensuring seamless transitions. In reality, the same staff in the practice may take 
on roles in both care management and care coordination. 


Care coordination is essential to a highly functioning medical neighborhood. Patients already assume a 
partnership exists between the primary care team and specialists, hospitals and other community agencies. They 
have the right to expect that all the providers involved in their care are using the same information and working 
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from the same general plan. Although all in the medical neighborhood bear responsibility to ensure seamless 
care, it is the role of primary care to assure that this occurs. 


Primary care acts as the hub for care coordination for patients, and one potential systematic intervention in care 
coordination is to engage patients as partners in ensuring seamless care. This may involve setting expectations 
with patients about their role in ensuring the flow of information following referrals, ED visits and 
hospitalizations and about the optimal use of services in the medical neighborhood. This might include, for 
example, education about the primary care practice, hours of operation, contact information after regular hours 
and the practice’s process for patients to contact their provider after hours should the need arise. This may 
avoid unnecessary and expensive trips to the emergency room. If the patient uses a provider outside of the 
practice for emergency or special care, educate the patient about the practice’s expectations of the patient after 
such a visit. 


Historically, practices have spent an inordinate amount of time being reactive and chasing information about 
their patients. A more intentional, systematic approach to coordination of care creates standard work processes 
and reduces some of that “chasing” that feels so inefficient in the practice. This intentional care coordination 
hinges on a two-part process: first, information is reliably received about patients’ visits to and from hospitals, 
and second, reliable follow-up is established by developing care compacts with their medical neighbors to frame 
an effective working relationship.  


ED and Hospital Follow-Up 
The primary care team plays a crucial role in providing support, coordination and continuity for the patient 
following a hospitalization or emergency room visit. This work directly links to Milestone 2 and the care 
manager’s role of care planning with the patient going forward. High-risk patients are especially vulnerable to 
adverse events in the period immediately following discharge; therefore the primary care team has a real 
opportunity to focus its energy on making the care transition from the hospital or ED smooth and well-
coordinated to avoid unnecessary readmission and to re-engage the patient with the primary care office. 


In PY 2013, practices identified which patients visited the ED and/or hospital. That effort deepens in PY 2014 as 
practices develop systematic flows of information between their practice and the hospitals that their patients 
use and create follow-up processes to reach out to those patients.  


To ensure effective transition following post-hospital/ED, the practice should consider: 
1. How will they know that a patient was seen in an ED or discharged from hospital? 
2. How will information about the ED visit or hospitalization come to the practice? 
3. How will that information be incorporated into the patient’s medical record so that the information is 


available at the time of the follow-up visit? 
4. How will the patient be contacted following the ED visit or hospitalization? 
5. Who will need in-person follow-up and what time frames will be feasible and effective? 
6. What will happen in the follow-up visit to ensure seamless care?  


In all of these steps the use of standardized processes (modified as needed for particular patients) will make for 
a more efficient workflow. 
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Case Studies 
In the following case studies, CPC practices describe their work in Milestone 6. Strategies 
and approaches vary by practice size and the needs of the practices’ patients. 


Care Compacts/Collaborative Agreements 
A care compact (collaborative agreement) is a framework for standardized communication between primary 
care and specialty care providers to improve care transitions.  


A care compact or collaborative agreement lays out expectations between a primary care practice and another 
health care provider. Care compacts can improve the patient experience of care by reducing delays, 
miscommunication and gaps in care. Each of these creates frustration and difficulties for patients. Costs are 
lowered when coordinated care eliminates unnecessary or inappropriate services, especially those related to 
duplication of tests, ED visits and avoidable hospitalizations. Last, quality improves when coordination among 
providers includes shared plans of care that are in agreement and align with patient goals. Compacts improve 
patient safety by reducing the risk contradicting orders or medications and other types of communication gaps.  
  


Implementation strategy at the practice level 
Success with the establishment of care compacts or collaborative agreements is dependent on strategic 
planning up front. There must be collaboration in the planning phase in an effort to have a powerful outcome 
that will work for all involved, especially the patient. 


• Make the case for better care coordination with your practice – the “why.” 
• Define a champion who will spearhead the project. 
• Collect data on key specialist groups, hospitals and community agencies to which you refer frequently.  
• Collect feedback from patients and providers about your medical neighbors to validate your selected 


partners. 
• Reach out to current and potential referral sources. 
• Develop and maintain relationships with key specialists or agencies; develop compacts/agreements. 


o Think about starting with “easy” relationships first. 
• Ensure the meaningful exchange of information across and between medical neighbors and patients 


o Consider the ability to do electronic exchange of information if possible to reduce the workload 
at both the ends of the agreement. 


• Track process through PDSA cycle or another QI strategy. 


 
 


 


 


Emergency Department Follow-up: Overcoming Challenges 
St. Charles Family Care, Sisters, Oregon 
System; 1 physician; 1,800 patients (adding an ANP and physician in fall 2014) 


Coordinating care of patients after an emergency room visit is challenging, especially when their visit is not 
communicated to the primary care practice. St. Charles Family Care recognized the problem and collaborated 
with the local hospital to improve care coordination in this area. 
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The opportunity to improve care and outcomes depends on the 
hospital communicating with the PCP when the patient visits the 
emergency room. Root cause analysis determined the lack of 
notification derived from the following reasons: 


• Patients do not identify their PCP during admission to the 
ED or admitting staff do not ask. 


• The hospital’s system, Paragon, lacked an automated 
communications function to alert the practice when a 
patient is admitted to the ED. 


To correct this, the practice and hospital collaborated to improve the quality of data in this field in the hospital 
EHR. At the practice, patients are reminded to provide their PCP’s name any time they visit the ED. The result of 
the collaborative efforts is that now when a patient visits the ER, notification is automatically emailed to the 
office when the PCP field is completed. This has improved from zero notification to 95 percent.  


The only data that comes in the notification email is the patient’s name, date of birth and the timeframe of the ED 
visit. This triggers the care coordination staff to go into the hospital’s EHR and review the ED notes to identify the 
reason for the visit. The practice is then able to make a follow-up call to the patient and determine if an office visit 
is needed as a result of the ED visit. They also take that opportunity to educate the patient on his or her care and, if 
needed, on coming to the primary care office instead of the emergency room for conditions that could have been 
cared for in their office. This phone call and the actions taken are documented in the practice’s EHR, Allscripts. 


An example of the success of these follow-up calls is a patient who had an encounter with a bat. It was not 
determined if she was bitten, but she chose to have the rabies vaccination series nonetheless. She received her 
first dose at that ED visit, and then went back to the ED for her second dose. The care coordinator contacted the 
patient and educated her that vaccinations could be given at their office and she did not have to go to the ED for 
that series. The office obtained the vaccine and administered the remainder of the series at the office. This 
follow-up saved the patient from further ED visits and reduced the cost of care for this incident.  


Hospitalization Follow-Up: A Disciplined, Standardized Process 
The Christ Hospital Health Network, Cincinnati, Ohio  
System; 41 physicians, 6 ANPs; 64,000 patients 
 
Practices in The Christ Hospital Health Network found that following a 
disciplined, standardized process for hospitalization follow-up has 
improved the overall outcomes for their patients. The system uses Epic 
EHR and HealthBridge to receive notification of patients who are 
hospitalized. These notifications are pushed to their EHR from the 
network hospitals, and HealthBridge is used for admissions outside of 
their network. 


The RN Care Managers call the patients within 48 hours of discharge, 
using a discharge phone call script to standardize communication and uniformly gather information and provide 
information to the patient. The script covers the following:  


Key Points: 
• Standardize scripting and 


documentation 
• Survey continuously for 


ongoing feedback 
• Track progress through PDSA 


cycles 


Key Points: 
• Collaborate with hospital to 


develop a process 
• Develop process for staff to 


complete follow up with patients 
and document results 
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• Signs and symptoms the patient experienced 
• What actions patient took to relieve those signs and symptoms 
• What change in condition prompted the patient go to the hospital 
• A review of discharge instructions 
• What “red flag” symptoms should prompt the patient to call the physician or go to the ED 
• Medication reconciliation 
• Schedule follow-up appointments as needed or indicated 


The calls are documented in the EHR (Epic) with a care transition note template. This triggers an alert in the 
chart for the provider at the follow-up appointment.  


The staff was trained using Chronic Care Professional educational materials. During weekly staff meetings, the 
team discusses successes and challenges to learn from each other. Recently the following information was 
shared: “I got word from one of our medical assistants that one of the TCM calls I made last week caused a 
patient to reconsider leaving our practice. The patient was getting ready to switch PCPs to an office closer to her 
home but said that when she got my call it changed her mind! She told the MA that no other office had ever 
called her to check on how she was doing after going to the hospital and that made her want to stay with us.” 


This practice collects informal feedback from the care managers regarding the process. The practice continues to 
evaluate feedback and continually modifies the script based on feedback. So many issues were uncovered 
during calls, and because the care managers were able to clarify or address patient issues, the usefulness of the 
calls became apparent. The script begins the conversation, but each call requires customized conversations 
depending on the findings. Patients are grateful for the call and the help provided and they regularly provide 
that feedback to the physicians. PDSA cycles track progress and improvements over time. 


Post-Hospitalization Follow-up Workflow 
Utica Park Clinic – Owasso, Owasso, Oklahoma  
System; 10 physicians, 1 ANP; 14,105 patients 


Utica Park Clinic – Owasso is one of the largest clinics in the Utica Park 
Clinics group. Of the 10 physicians, five are family practice, two are 
internal medicine and three are pediatricians. At this time the 
pedicatricians are not participating in CPC, although they actively 
manage their patients using the technology and processes the CPC 
physicians use. 
 
Approximately one year ago Utica Park Clinics developed a process for 
managing the care coordination of patients discharged from the hospital, both inpatient and emergency. The 
workflow pictured below is followed by all practices the Utica Parks Clinics group, not just those participating in 
CPC. 


Key Points: 
• Standardized communication 
• Standardized and improved 


workflow 
• Prioritized medication 


reconciliation 
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Discharge reports are received in one of two ways: a daily discharge list from the health system or from the HIE 
(My Health) for discharges from hospitals or facilities outside of their health system. The reports are sent to all 
nursing staff in a timely manner, enabling contact to be made immediately after discharge. Calls are made to all 
patients, with at least two attempts made to reach them within 48 hours of discharge. At the Owasso clinic the 
medical assistants make the first call and request assistance from the care coordinator as needed. The follow-up 
questions are embedded in the EHR (NextGen) so that responses can be recorded during the call. 
 
The following are the questions consistently asked during the call, with pre-determined responses (in bold 
below) programmed as option buttons (radio buttons) in the EHR: 


1. Compared to the time of your discharge (in-patient/OBS), would you say you are feeling better, worse 
or about the same?  


2. Do you have any questions about your discharge instructions? Would you like someone from our team 
to call you to discuss your discharge instructions and answer any questions you have?  


3. Some of our patients receive new or changed medication prescriptions in the hospital. Would you like 
someone from our patient care team to call you to discuss your new or changed medications and 
answer any questions you have? 
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4. Have you already scheduled your follow-up appointments? If not, can I schedule an appointment for you? 
5. I hope you were you satisfied with the care you received. Are there any questions or concerns that I 


may relay to your provider or healthcare team?  


Transitions of Care Template in EHR 
 


 
 
Medication reconciliation post-discharge is completed and has been beneficial. When patients are contacted, 
the care coordinator reconciles all medications over the phone. Some of the issues found were patients who had 
double medications due to using both the generic and brand-name medication, individuals who had stopped all 
home medications and were only taking the new medications from the hospital and patients who could not 
afford their new medications. Resolving these issues has prevented adverse outcomes in many cases. In one 
instance, if the care coordinator had not identified the patient had stopped all home medications the patient 
may have had grave consequences. When patients are not financially able to purchase their medications, 
samples may be used until a social worker connects with the patient. 
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One barrier to success is having an incorrect phone number, or no phone number, for the discharged patient. 
The practice added a process that prompts anyone in the practice who has contact with the patient to verify the 
correct phone number and enter it into the system. An improvement has been noted over time with a 
decreasing number of incorrect or absent patient phone numbers. 


Initial attempts to access hospital discharge reports were met with resistance. However, through 
communication with the health system, the practice and the system realized a mutual understanding of how the 
discharge reports benefit all providers and the patient. This has improved delivery of the reports in a timely 
manner. Despite this improved communication, delivery remains uneven, and the practice has tasked its staff to 
pull reports when they are not delivered on time. 


The effect on the the patient population has been positive. Patients are pleased to be called after discharge, and 
if needed, are scheduled to see their PCP within seven to 10 days of discharge. Greater acceptance of discharge 
instructions has reduced readmissions or other adverse consequences. The overall readmission rate for the 
Hilcrest system is lower, yet exact data for the practice is not available. Fifteen CPC practices are affiliated with 
the Hilcrest system, and the reduction in readmission rates corelated at the time of the CPC Milestone work. 


Tracking Hospital Admissions: Using Data as a Catalyst for Change  
Foresight Family Physicians, Grand Junction, Colorado 
Independent; 2 physicians, 1 ANP, 1 PA; 5,000 patients 


This practice believed it wasn’t receiving hospital discharge information in a timely manner. To test this theory, 
Foresight Family Physicians created a plan to track the information and share data with its community partners 
to drive improvement through transparency and competition. 


To ensure local hospitalist groups and hospital medical directors knew 
Foresight was tracking timeliness of information, the practice 
leadership met with these community partners to describe the project 
and to offer to share the data. The groups collaborated with Foresight 
on workflows and agreed to share information with the practice when 
requested.  


The practice started with baseline workflow process maps to track how 
information flowed between the hospitals and the practice. It also 
developed a structured process that would allow staff to track how and 
when the information was exchanged. Specific staff members were 
tasked to monitor the data, and they quickly found multiple gaps in communication. The practice narrowed its 
focus to unplanned admissions to the hospital. They noted they were not receiving reliable communication due 
to the admission being at the last minute and created a workflow to address these occurrences.  


When the HIE alerts the practice that one of their patients has been admitted, Foresight staff fax a medical 
summary to the hospitalist group managing the admitted patient’s care. In return, the hospitalist group sends 
the admissions history and physical. Foresight’s “ideal state” target was to have both exchanges of information 
complete within 48 hours of admission.  


Key Points: 
• Collect baseline data 
• Use data to drive change and 


competition 
• Capitalize on Health 


Information Exchange data 
• Focus on internal and 


external systems 


 
Milestone 6: Care Coordination Across the Medical Neighborhood 
A Study of CPC Practice Approaches 12 







 


“It is an integral piece of care 
coordination to be accessible, 
dependable, accountable.” 


For timely notification of hospital discharges, Foresight asked each hospitalist group to call the practice when 
their patients are discharged, providing any information that might be pertinent for follow-up. Foresight 
provided a dedicated phone line for this exchange so incoming calls are not placed on hold. The receptionist 
retrieves the messages and transfers them to the appropriate provider in a timely manner.  


The receptionist documents in the EHR (eClinicalWorks) when the admission information is received and the 
medical records’ staff documents in the EHR when the discharge summary and medication reconciliation 
documents are received. A telephone encounter “virtual visit” is created in a structured format. The structured 
data is entered into the HPI and interim health history sections of the EHR. This allows the practice to pull 
information and run reports from the registries.  


After tracking this data for several months, the practice was able to create reports that compared the timeliness 
for admissions and discharge information among the community partners. The reports were sent to the medical 
directors of each hospital as well as directors of each hospitalist service with complete transparency. Provider 
groups could see the others’ data. There has been a definite improvement in data as well as communication 
between hospitals and the practice. 


The practice continues to have more difficulty with patients who are admitted electively for procedures by their 
consultants (no hospitalist is involved). It is important to note that the difficulty arising from this type of 
admission and not true “admissions” lies in the ADT (Admission, Discharge, Transfer) notices received. There is 
no information that clarifies that a specialist has admitted the patient for a procedure. The notice simply gives a 
diagnosis and date of admission. This causes a gap in communication between the admitting physician and the 
PCP. Their plan for 2014 will be to communicate with the major specialty services used and who directly admit 
their patients (orthopedics, general surgery and oncology) and request they follow the same protocols.  


Care Coordination for Hospital, Emergency and Urgent Care Visits 
Warren Clinic – Internal Medicine, Tulsa, Oklahoma 
System; 3 physicians; 3,000 patients 
 
The Care Coordinator position was added to Warren Clinic – Internal Medicine one year ago. As a part of a large 
system, the clinic is notified electronically when patients are admitted to the hospital as well as when they visit 
the emergency department (ED) or urgent care center (UC). This only covers those facilities within this health 
system. Both the provider and the care coordinator receive the notification. 


Although care management focuses on those patients in high-risk strata, 
care is coordinated for all patients, regardless of risk strata. Once the care 
coordinator receives the notification of a visit to the ED/UC or a hospital 
admission, she contacts the patient. These are the timelines for contacting 
the patient: 


• Hospital admission – two business days after discharge with appointment with PCP scheduled 
• Emergency Department visit – within seven days of the visit; follow-up PCP visit is scheduled as needed 
• Urgent Care Center – same protocol as ED 
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If a patient is transferred or admitted to a skilled nursing facility, the care coordinator will contact the facility, 
provide her information and request notification prior to discharge so the transition home goes smoothly for the 
patient. 


Over time, strong relationships have been built both with patients and families. The care coordinator serves as a 
dependable and accountable resource for patients as they navigate the Patient Centered Medical 
Neighborhood. She provides her direct phone number to patients so they can reach her quickly when they need 
her, a privilege that a patient has never abused. Feedback from the patients has been positive, stating they feel 
supported by their primary care team.  


Change can be hard on the primary care team. Within the office, having an RN on staff was different for the 
other staff. A period of adjustment was needed as the RN undertook care coordination efforts, with the medical 
assistants working directly with the physicians. Over time, relationships were formed, and trust in each other’s 
role on the primary care team formed. Patients notice the teamwork and are benefactors. 


The outcomes from care coordination are tangible. The efforts have resulted in fewer phone calls and increased 
timeliness of response to patient needs. In addition, the workload of the providers has been decreased as a 
result of the triage work done when contacting patients. One example is a patient who has gone to urgent care 
or the ED over the weekend for an infection and started on an antibiotic. In the past those patients were asked 
to call Monday morning to make an appointment to see their PCP. The care coordination process is in place so 
that patients are educated to see the PCP at the completion of their antibiotic for a follow-up visit, and the 
appointment is set. In the past, the doctor may have seen them immediately and then again after their course of 
antibiotics. This opens appointment slots for other patients, lowers costs and increases patient satisfaction. The 
practice is awaiting data to analyze the effect from these efforts, although they are confident they are making 
progress toward the CPC aim of better health, better care and lower cost. 


Care Coordination: Follow-up on Hospital, Emergency and Specialist visits 
Lawrence Family Medicine, Conway, Arkansas 
Independent; 1 physician, 1 PA; 10,558 patients 
 
Consistent follow-up on all patients who are admitted to the hospital, visit an emergency room or are sent to a 
specialist has reaped benefits for Lawrence Family Medicine. Care coordination is a team effort at this 
independent practice, with all staff taking responsibility to ensure follow-up. 


Care coordination activity began with the practice’s participation in CPC. The practice decided to actively track 
all emergency room visits and hospital admission to their local hospital, Conway Regional Medical System. 
Access to the hospital’s EHR made it possible to monitor these activities. When patients are seen at the hospital, 
they are asked the name of their primary care physician. This is entered in the hospital’s EHR, enabling the PCP 
office to monitor all patients admitted for Dr. Lawrence. The RN checks this system at least three times each 
week. She notes the reason for the visit, any medication changes and seeks a discharge report.  


When a patient has been seen in the emergency room the RN calls that individual to check on his or her status. 
During the discussion with the patient, the RN educates the patient on when to go to the ED versus calling the 
PCP office. Follow-up appointments to see the PCP are made as necessary, based upon the reason for the visit. 
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Prior to CPC, follow-up with patients who visited the ED was completed approximately 10 percent of the time. 
Improvement has been achieved every quarter, and now stands at more than 93 percent. This activity has 
achieved a decrease in the number of unnecessary visits to the emergency room for the practice’s patient 
population. 


The same process is followed for hospitalized patients. The RN calls the patient within 24 hours of discharge 
whenever possible. The discussion centers on the patient’s immediate condition and their current needs. An 
appointment is made for a follow-up visit with the practice. The policy is to schedule these appointments within 
48 hours of discharge to aid in the transition of care. Reduced readmission rates have been noted as a result of 
this activity. 


Care coordination at Lawrence Family Medicine also includes follow-up on all referrals to specialists. When a 
referral is made, this information is added to a spreadsheet to track the process. In addition, a follow-up 
appointment is scheduled with the PCP at the time of the referral to ensure the loop is closed. The receptionist 
handles all incoming faxed reports and marks the report as received on the spreadsheet. If a report has not been 
received within two weeks of the appointment with the specialist, a call to the specialist office is made to 
request the report so that it can be available for the doctor’s review before the follow-up visit. The team’s close 
monitoring has resulted in a positive relationship with the specialists, with a more timely return of reports 
without prompting. 


This activity has positively affected the patient experience. Patients remark that they are pleased that their 
primary care office knows any time they are hospitalized or go to the emergency room. They are comforted to 
know their doctor is on top of things and makes the time in his schedule to care for them. The practice continues 
to strive to reach 100 percent follow-up, although this is challenging due to the inability to reach some patients 
by phone. The effort will continue, and as time goes on more patients are aware they can expect a call from 
their doctor’s office and will respond to that call. 


Tracking ED Visits: Creative Solutions  
Physicians Medical Center, McMinnville, Oregon 
Independent; 13 physicians, 4 APRNs, 1 PA; 23,000 patients 


Physicians Medical Center faced several challenges in the initial 
stages of improving care coordination for patients who visited the 
emergency department (ED). These challenges included: 


• Notification of visit from the local hospital was slow. 
• Patients used the ED for non-emergent visits. 
• Patients lacked knowledge regarding the practice’s hours and 


directions on accessing the practice. 
• Data mining was challenging without dedicated IT staff. 


PMC’s first steps were to set up access to the local hospital’s EHR 
system and add a care coordinator to the practice. This improved response times because the practice did not 
have to rely on or wait on reports to be sent. Later, Advice Nurses were added to the workflow to support 


Key Points: 
• Engage and educate patients 


about practice’s extended 
office hours 


• Direct access to local 
hospital’s EHR 


• Dedicated staff to do follow-
ups and reminders 
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follow-up calls and to assist with scheduling follow-up appointments. The Advice nurses log in daily to each 
hospital’s system to download the ED and hospital discharge reports for the practice’s patients.  


The practice began pulling, filtering and analyzing the EHR data from the local hospital. Using this information on 
hospital and ED admissions, PMC has created workflows for the care coordination team to call all patients 
admitted to the ED or the hospital. The advice nurses call all of the ED discharges within five days of their visit, 
and the care coordinators call all hospitalized patients within three days of discharge. 


Educating patients about expanded office hours and access was another tactic to lower ED use. Office hours are 
posted on the practice website, patient portal and in the lobby. The advice nurses and care coordinators also 
provide another layer of education about the expanded office hours and access. The practice provided 
information about same-day access, the Saturday clinic and how to reach on-call physicians. The practice has 
found that patients not only need reminders to call the clinic first but also the reminder calls serve as an 
opportunity to offer follow-up care, review medications and to set up referral appointments with specialists. 
Implementation of the care coordinator and use of advice nurses to make call backs has shown a reduction of ED 
visits. Visits to the ED have decreased by 16.1 percent, while the rate of visits has decreased by 25.7 percent. 
Qualitatively the patients are very appreciative of getting the follow-up phone calls.  


The practice’s EHR (GE Centricity) does not have the capability to run reports to quantify the progress on this 
process. The practice’s work-around was to hire a consultant who built an Access database that uses their EHR 
data and displays it in any reporting format needed. PMC staff has learned how to mine EHR data into Access for 
ED reports and export to MS Excel for processing and analysis. The practice’s care coordinator and EHR clinical 
manager filter data for qualified patients and visits, tabulate the total number of visits per quarter and the total 
number of patients per quarter. This data is then used to calculate the rate of visits per patient per quarter.  


Tracking ED Visits: Communication with Patients and Medical Neighborhood  
Orlando F. Mills Family Practice, Freehold, New Jersey 
Independent; 1 physician; 1,900 patients 


Prior to enrolling in CPC, this practice had an established HIE connection to CentraState, the hospital most of the 
practice’s patients use for emergency care and procedures. Familiarity with this system facilitated procuring the 
additional permissions needed to access detailed discharge information for those patients seen in the 
emergency department (ED). The practice can also track patients with Horizon (Blue Cross Blue Shield) coverage 
who visit EDs throughout New Jersey through Navinet, a web-based system.  


Early in the practice’s CPC work, Dr. Mills hired a registered nurse part 
time to perform care management responsibilities under the job title 
of patient care coordinator (PCC). Her duties include follow-up with 
patients recently discharged from the ED. She currently works two 
days per week but has been so valuable to the project (and the 
practice) that the practice is seeking an additional full-time RN. 


Key Points: 
• Leverage existing technology 
• Standardize processes and 


communication 
• Educate patients 
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The PCC checks the CentraState HIE and Navinet each day she works to identify patients recently seen in the ED 
and then finds the cause for the visit in the discharge information. She then contacts patients, following a script 
the practice created.  


During these calls she reviews with the patient the reason for the ED visit. If it was unnecessary or inappropriate, 
she emphasizes to the patient that the practice office is the “first contact” and checks if the patient has a 
“Resources in My Medical Neighborhood” handout. The practice created this fact sheet that lists community 
resources patients may find helpful, including local urgent care centers for patients to access afterhours in lieu 
of the ED. If the patient doesn’t have the handout, she notes in the EMR that she covered the information 
during the call but the patient should receive the hard copy during the next office visit. 


The PCC also uses this call to record any medication changes, schedule a follow-up appointment (if needed) and 
share information about local resources the patient may find beneficial. The PCC documents this communication 
in the patient record as a care coordination note, which ensures the entire care team can access the 
information. If the patient calls while the PCC is not working, any member of the care team can access the care 
coordination note for information specific to the patient. 


All members of the care team can provide the “Resources in My Medical Neighborhood” handout and know how 
to document the patient’s receipt of this handout in a searchable field in the EMR. Patients seen during office 
visits are provided this information if they have not received it in the past.  


New Jersey is in the process of opening a statewide HIE that will allow primary care practices to access patient 
records from all New Jersey hospitals. Although most Dr. Mills’ patients go to CentraState, the statewide HIE will 
expand the practice’s ability to reach patients using other hospitals. Currently the practice is unaware if a 
patient visits other hospitals and cannot obtain the necessary records for these patients unless the patient 
provides this information directly or a consulting physician sends a report. The statewide HIE should help 
eliminate this care coordination gap.  


Care Coordination Using Transition of Care Guidelines in a Large System 
Taconic Independent Physicians Association, Hudson Valley, New York  


Adverse events most frequently occur following a patient’s transition 
across care environments (e.g., patient discharge from hospital back to 
the care of the PCMH). The most frequent adverse events are 
medication errors due to ineffective communication at the time of care 
transitions. Along with physician leaders from Taconic IPA, CPC initiative 
physicians formed the Physician Leadership Group and identified the 
imperative to develop a strategic plan to implement a patient centered 
medical neighborhood (PCMN) in their region. This shifted the focus 
from checking the box for CPC Milestone 6, and a core Meaningful Use 
Stage 2 measure to the real goal of sustainable improvements in the 
delivery of care throughout the Capital District and Hudson Valley. 


Key Points: 
• Physician champions
• Build consensus
• Create action group(s) to do


the work
• Standardized guidelines (care


guidelines) with local choice
of partners


• Disciplined PDSA cycles
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One of the core Meaningful Use Stage Two (MU2) measures is sending 10 percent of all clinical transition of care 
messages electronically. The clinical leaders immediately recognized the advantages to capitalizing on this MU2 
requirement to best support their patients as they transition across care settings within the PCMN, as well as to 
support meeting CPC Milestone 6. Some of the required data elements in all transition of care messages are an 
active reconciled medication list, problem list and medication allergy list. It was clear to the group that this 
would be a powerful tool in enhancing care communication and thereby decreasing adverse events. This would 
result in enhanced care quality, patient satisfaction with care and lower costs of care.  


The group created a project plan that first identified their highest priority areas of focus for their patients’ 
transitions of care. The areas identified were specialists, specifically orthopedics, cardiology and 
hematology/oncology; acute care; and long-term care. The decisions were based on transition frequency and 
high cost of care.  


Using the references related to Milestone 6 in the CPC PY 2014 Implementation and Milestone Reporting 
Summary Guide and other resources as reference material, an initial draft of a Primary Care/Specialist Transition 
of Care Agreement Template was created and substantially edited and adopted by the leadership group. The 
group then tackled creating and editing an Ambulatory/Acute Transition of Care Agreement.  


Next, the practices identified the health care organizations with which they most frequently exchange patients. 
They began to engage these organizations in both reviewing and signing the relevant Transition of Care 
Agreement as well as planning for direct exchange of information with the organization using their 2014 
certified EHRs. As the practices began using the Transition of Care Agreements, it quickly emerged that the 
documents were perceived as a legal agreement. This resulted in the partner organizations initiating an 
extensive and time-consuming legal review. As part of the Leadership group’s PDSA cycle, they recognized that 
this legal review was likely due to the title including the word “Agreement.” The group agreed that the purpose 
of the document was not a legally binding contract but guidelines for best practices to coordinate patient care 
across care transitions. The group universally agreed to change the document titles to Transitions of Care 
“Guidelines.” In addition, the group recognized the need to add a purpose statement, disclaimer and Frequently 
Asked Questions sections to all of the Guideline documents to make them all more user friendly. 


The Leadership Group physicians actively meet with their clinical trading partners to make sure they are in the 
process of or have already upgraded to their 2014 certified EHR. This assures that trading partner has a viable 
option to pilot Direct Transition of Care messaging. They have also been working with their trading partners to 
review the guideline templates, modify the templates as needed, and then finalize them. Nearly all of the 
practices represented by the Leadership group are in the process or nearing finalizing this work with their 
trading partners. One leader’s practice is currently completing direct transition of care electronic message 
exchange testing and should be exchanging electronic messages by summer 2014. Several others are following 
closely behind.  


The ultimate goal of the Leadership group is to use all of the experience garnered and develop a Standard 
Operating Procedure for Transitions of Care and disseminate it to colleagues across the community, creating a 
true PCMN in the Capital District/Hudson River Valley region. 
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Many positive outcomes have resulted from this effort to date. A particularly impressive outcome is that 
organizations that are direct competitors are now working closely together to agree on best practice Transition 
of Care guidelines. They see the benefits of sharing information to fundamentally improve patient care, patient 
experience of care and ensure smooth transitions across the patient centered medical neighborhood. Another is 
that hospitals have both small (solo) and large practices (multisite affiliates) focusing on this effort. 


Care Compacts for Behavioral Health 
Hinman Family Practice, Longmont, Colorado 
Independent; solo practitioner, 1 PA; 2,500 patients  


Mark Hinman, MD, is a solo provider who chose to develop a care compact for behavioral health to better 
support his Milestone 2 advanced primary care strategy for integrating behavioral health. As a small office, the 
staff largely communicated verbally with specialists. However the practice understood formalizing the 
communication would better support collaborative relationships.  


The practice could also see how a formal care compact would meet a range of priorities for the practice:  
• The compact would formalize an effective partnership for its CPC Milestone 2 work. 
• CPC was likely to expand the use of compacts in the coming years. 
• The project served as a timely opportunity to pilot and test the work. 
• The practice was re-certifying for NCQA-PCMH and the compact would complement that work as well. 


A patient recommended a psychologist for the practice’s behavioral 
health partner. The practice met with the psychologist, explained its 
PCMH work and how it was creating a medical neighborhood. The 
psychologist agreed to partner with the practice and provide the 
majority of the behavioral health care for Dr. Hinman’s patients.  


The staff is finding that the care compact aids with communication by 
making it more proactive and comprehensive. Stated standards for 
communication and follow-through for the patients are beneficial for 
both the patients and providers. For example, the practice referred a 
patient with an anxiety disorder to the psychologist for treatment, but 
the patient wasn’t on the psychologist’s insurance panel. Due to an agreement in the care compact, the 
psychologist arranged for another behavioral health specialist to see the patient for treatment. Not only did the 
patient see the appropriate provider in a timely manner for treatment, the practice staff wasn’t tasked with 
identifying a new provider and arranging the care. 


Care Compact for Mental Health Services  
Longs Peak Family Medicine, Longmont, Colorado 
Independent; 5 physicians; 8,695 patients 
 
Long’s Peak Family Practice felt a collaboration agreement with their mental health providers would improve 
coordination of care for behavioral health care. A group of therapists was identified based on the practice’s 
comfort with the care they provided. 


Key Points: 
• Use patient feedback to 


identify good partners 
• Start with an “easy” 


relationship first 
• Link work to other 


Milestones and practice 
priorities 
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The next step was to identify the goals of both the primary care 
practice (PCP) and the mental health office. They noted at times they 
would refer a patient who was not accepted at the mental health 
provider. It was decided that if that is the case, the mental health 
provider will suggest mental health providers within network for that 
patient and notify the PCP.  


Responsibilities for the PCP practice, the mental health provider and 
the patient, were developed. The care compact was then put into use. 
The patient is responsible for making the appointment with the mental health group. The PCP practice sends the 
information to the practice to prepare for that appointment. A feedback loop was created to benefit both 
specialties. If the patient does not follow through and make the appointment, the mental health group notifies 
the PCP using their established communication form.  


A tracking mechanism is in place to monitor transactions. Each month they run a report of patients with 
depression and anxiety from their EHR (Amazing Charts). They note who they referred the patient to, and if 
notes came back. A fax request for the notes is sent if they have not yet been received. 


Since this is early in the implementation cycle, they will continue to work through the PDSA cycle and improve 
upon the process over time prior to initiating other care compacts.  


Key Points: 
• Track mechanisms for 


success 
• Track progress through PDSA 


cycles 
• Include responsibilities of the 


patient 
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Appendix 


Primary and Specialty Care Transition Guidelines, Taconic IPA (8 pages) 
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Longs Peak Family Practice Care Compact (two pages) 
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Longs Peak Family Practice Communication Form 
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Hinman Family Practice Care Compact 
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process.  
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several topics including care coordination, medication adherence and disease self-management. The site 
requires you to create an account. 


Medical Neighborhood/PCMH in Colorado  
This webpage describes how the Colorado Medical Society has partnered with primary care societies in Colorado 
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A range of sample physician-to-specialist agreement forms, including primary care to cardiology, 
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The patient record is stored on 
the USB drive (upper right corner) 
that attaches to the card, which is 
stored in the paper sleeve 
(below). The size and format 
makes it easy for patients to keep 
in their wallets. 
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Ensure High-Risk Patients Carry Up-to-Date  
Medical Information with a Digital Personal Health Record 
Marc Feingold, MD, Manalapan, New Jersey 
Independent; one physician, one APN; 2,200 patients 
Situation: Patients whose diseases and conditions are 
poorly controlled and whose health goals written in 
their care plans have not been met are at highest risk 
for needing emergency medical services or an 
unplanned hospitalization. Often, when this occurs, 
health care providers treating these patients do not 
have immediate access to the patient’s full medical 
history and current health status.  


Patients treated by multiple specialists also need 
access to their most current medical information 
during appointments to promote timely treatment, 
and prevent duplicative testing and medication errors. 


Strategy: Marc Feingold, MD, provides selected 
highest risk patients in his practice with an updated 
digital personal health record (PHR) at each office visit. 
The information is loaded onto a password-protected 
USB drive mounted on a plastic card. The card is stored in a paper sleeve clearly marked 
with a bright blue caduceus.  


The USB drive contains a PDF of the patient’s full medical record, including diagnoses, 
treatments, medications, recent lab results and allergies. Because local first responders are 
trained to check patients’ wallets for health information, patients are encouraged to carry 
the file with them at all times. They also share the information with specialty providers. 


The patient’s social security number is redacted on the PDF to protect the patient’s 
identity if the USB drive is lost or stolen. The USB drives cost about $13 each and were 
purchased with CPC funds. About 75 patients have been provided with the USB drives. 


Dr. Feingold and his staff identified the patients who could most benefit from the PHRs by 
assessing each patient’s diagnosed diseases and conditions, current state of disease 
control, stability of overall health, status of care plan goals and other significant risk 
factors. All patients in the practice are assigned a risk level using a modified version of the 
American Academy of Family Physicians risk stratification tool. Those in the highest risk 
strata were eligible to receive these PHRs. The PHR enhances the care coordination 
between providers and facilities, providing safer delivery of care with reduced duplication 
and thus reduced cost. 


While too early to share data, the practice is tracking their patients’ use of the drive to 
evaluate effectiveness and identify any resulting cost-savings or improved delivery of care. 
To date, some patients report they carry the card at all times and have shared the drive 
with their specialist providers.   
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Hello everyone. I'm Krystal Gomez from TMF Health Quality Institute. Welcome to our national CPC 
webinar entitled IT Behavioral Health Integration NO with virtual site visits. I'd like to start things off 
today with a few announcements. The slides for today's presentation will be available for download on 
the collaboration site. You can also download the slides directly from the WebEx environment today by 
using the top tool bar and selecting file which will open a drop down menu. Then select save as and then 
document. Today's program is being recorded and will be posted on the collaboration site once 
transcripts have been completed. We appreciate the presenter's time and effort in preparing for and 
sharing their valuable knowledge. Any statements regarding their technology, products or vendors are 
expressions and opinions of the person speaking and not an opinion of nor endorsement by The Center 
for Medicare and Medicaid Innovation nor TMF Health Quality Institute nor the host of the program.  


As a reminder, all the lines will remain muted throughout today's session. To submit questions click on 
the question and answer tab on the right-hand side of your screen and please remember to submit all 
questions through the Q and A tab and not the chat tab.  


I am delighted today to introduce today's speakers. I'd like to introduce our subject matter expert for 
today's presentation Dr. Benjamin Miller. Dr. Benjamin Miller worked as a post-doctoral fellow in 
primary care psychology at the University of Massachusetts Medical School in the Department of Family 
Medicine and Community Health. Currently Dr. Miller is an assistant professor in the Department of 
Family Medicine at the University of Colorado Denver School of Medicine where he is responsible for 
[inaudible] involving integrating behavioral health into primary care. We will also have three practices 
here that we'll be sharing on today's webinar. We have Vanguard Medical Group out of New Jersey, 
Tilley Diagnostic Clinic in Arkansas and Yampa Valley Medical Associates in Colorado.  


Now I'd like to hand the presentation over to Dr. Laura Sessums. She is the Division Director of Advanced 
Primary Care at the Centers for Medicare and Medicaid Innovation. Dr. Laura Sessums.  


Thanks Krystal. Today's webinar as you just heard from Krystal is going to be really practical as we're 
going to get to listen to practices talk about their work on behavioral health integration into primary 
care. I'm really looking forward today to hear about some of their struggles and also about some of their 
early successes. In the beginning of my medical career I practiced with a group in an inner city setting 
where our patient population had significant mental health issues including schizophrenia and bipolar 
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disorder, substance abuse and the like. The psychiatry group who saw many of these patients was 
located nearby, but it was extremely difficult to communicate with them and them with us, and of 
course there was no shared medical record and the rare collaboration that occurred only happened with 
a lot of time and effort.  


We had other patients at that practice site that suffered with more common diagnosis such as 
depression and anxiety along with severe life stresses like physical and sexual abuse, exposure to 
violence, and that really limited these patients' ability to focus on and achieve the goals of their medical 
care. Of course we in the general internal medicine group had no special training in addressing these 
serious problems, no education on community resources that we might access for the patients and 
certainly no behavioral health resources in our clinic. I, along with the other doctors, I was just 
overwhelmed with the chaos and we all just did the best we could for the patients, but we certainly 
knew it was never enough.  


In my more recent practice, my patients were elderly with a large percentage of patients with cognitive 
impairment or dementia. Similarly, there many of us felt overwhelmed with the practical issues that we 
were confronting. What was the best way to screen for and then treat these issues? How did we deal 
with the family and caregiver concerns that these diagnosis generate? Well, we decided to get 
additional training from a nearby group of geriatrics docs who were more than happy to give us lectures 
on these and other geriatric issues, link us with available community resources and then to be a 
resource for us when we needed them. As a result we increased tremendously our ability to diagnosis 
and manage these problems within our own practice making our primary care even more 
comprehensive and of course our patients safer and better cared for. Yet we really still struggled with 
the time that we spent doing cognitive testing on patients and talking to patients and families about our 
concerns, their concerns and the options that we knew of to deal with progressive cognitive decline. 
Ultimately though one of our RNs with a special interest in geriatric patients decided to undergo 
additional training which we supported and really became a tremendous resource for our practice in 
caring for these patients. So finding the right behavioral health training, processes and resources for 
your practice in your community may take a bit of time, but I'm really pleased that so many of you have 
embarked on this journey. Let's turn to Ben Miller and the practices sharing their work on behavioral 
health integration in today's webinar. Ben?  


Thank you so much Dr. Sessums. Great introduction. So welcome everyone to today's webinar. I think all 
of you on this call know today that behavioral health integration continues to be a very much discussed 
topic in health care and for good reason. We've talked about this before in other webinars, but as a 
quick reminder why this is such a high priority for primary care is because of the abundant prevalence of 
behavioral health in primary care [inaudible]. We know that somewhere north of 80% of individuals with 
a behavioral health disorder will visit primary care at least once in a calendar year. And 50% of all 
behavioral health disorders are treated solely in that primary care setting as you just heard so 
eloquently from Dr. Sessums. This is a practical reality that frontline providers deal with every day. 
Listen, we really do have an unprecedented opportunity in primary care to adjust a potential unmet 
need of patients with behavioral health.  
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So today, let me quickly go over Milestone 2, which I think all of you know by now, but just as a 
reminder for Milestone 2 and for behavioral health integration practices are aiming to address key 
issues in population health management using risk stratification methodology. And in 2013 you've 
focused on those at highest risk with poor health outcomes and preventable harm. And in 2014, you're 
looking to enhance support for patients who may be in lower risk strata but who are struggling to 
achieve health goals and at risk for negative outcomes. So in our previous webinars we've discussed how 
behavioral health integration can be used to better identify, measure and treat various aspects of 
behavior often primary care. But today, and I'm very excited about this, you're going to hear about our 
CPT practice [inaudible]. We're going to hear from some of the frontline innovators who are at the 
forefront of behavioral health innovation. So using a series of questions we're going to look at the three 
different ways that people have approached behavioral health integration and hopefully reserve some 
time at the end for questions. So without further ado Krystal, can you introduce our practices for today 
please?  


Absolutely. So first I'd like to introduce Vanguard Medical Group out of New Jersey. Janet, would you tell 
us a little bit about your practice and where you're located?  


Sure. We're -- good afternoon everyone. We're located in Verona, New Jersey. The Vanguard Verona 
location is one of five sites of our total practice, and we have nine physicians, three PAs and three nurse 
practitioners, one of whom is the behavioral health nurse practitioner.  


Thank you. Our next site is Tilley Diagnostic Clinic out of Arkansas. If you could tell us a little bit about 
yourself.  


My name is Absalom Tilley. I'm an internal medicine physician and with me today is Jessica Carpenter 
our practice care coordinator and she is an RN. And we also have a summer intern with us, Claire King. 
Our practice is myself, my wife Gina Tilley who is a family medicine physician, and we have Sara Williams 
who's a nurse practitioner. We're located in Malvern, Arkansas, which is 40 miles south of Little Rock 
and we do general primary care.  


Thank you Dr. Tilley. Our third practice is Yampa Valley Medical Associates in Colorado. Will you tell us a 
little bit about your practice?  


Hi. Good afternoon. My name is Leah Hemeyer and I am a care manager and behavioral health clinician 
with the Yampa Valley Medical Associates. We are located in Steamboat Springs, Colorado, a rural 
community about three and-a-half hours northwest of Denver. We have nine providers in our practice, 
seven doctors and two PAs and we are a family practice, general family practice.  


10:08 
Thank you Leah. All right. I'm going to turn things back over to Ben.  


Thanks everybody. It's great to have such a diverse group of practices on today. So we're going to start 
in Colorado only because I'm a little bit biased and that's where I am with our first question here. Could 
you describe just a little bit how your practice came to a place where you decided to pursue behavioral 
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health integration, and what specifically -- describe to us kind of what led to this decision? And we'll 
start with you Yampa Valley.  


All right. So that is an interesting question for our community. About two or three years ago, we have a 
Northwest Colorado Community Health Partnership that identified this need for additional behavioral 
health in this rural part of Colorado. We tend to have a high suicide rate in Routt County where 
Steamboat Springs is located and there were concerns about alcohol and substance abuse and just 
access to mental health care in general. So this partnership pursued grant funding and received grant 
funding two years ago to put a behavioral health clinician, which is myself into primary care practices 
throughout Steamboat Springs. So I was located in three different private doctor's offices here in 
Steamboat Springs for the last two years. With the expiration of that grant in March Yampa Valley 
Medical Associates brought me on to their staff as a care manager and also to head up the behavioral 
health work for CPI. So I think that's kind of where we came from, an opportunity through grant funding 
and then it just dovetailed nicely into the CPI work.  


Thank you. Thank you very much. Let's go to Dr. Tilley. Tell us a little bit about your journey to 
behavioral health integration and why you all decided to pursue this for CPC.  


Part of the reason that we decided that this was the way we were going to go is because we do also 
have a pretty significantly high percentage of our patients that carry the diagnosis of depression or 
anxiety, and we identified that pretty early on when we were looking at our patient dynamics. We also 
decided that we were going to pursue a little bit more aggressively the undiagnosed depressed patient 
and that's where we've kind of put our initial focus because depression is one of the main reasons that 
some people's underlying health just doesn't seem to get better and that's something that we're 
particularly interested in as we treat a wide variety of diseases in primary care. But we particularly liked 
depression because if often goes undiagnosed and untreated and is one of those things that can lead to 
other mortality morbidity that we're trying to identify and do something about.  


Thank you Dr. Tilley, and thanks for reminding us the importance of addressing disease stage 
simultaneously to get the best outcome. It's always a helpful reminder. Let's go to New Jersey and 
Vanguard. Can you tell us a little bit about how you all decided to pursue behavioral health integration?  


Sure. So we had also along with starting with our metrics when we brought metrics onboard and we 
started to actively pursue metrics in 2011 we also found that there was a large number of undiagnosed 
or diagnosed but not being treated depressed patients. And our ability to provide consistent access for 
patients in a timely manner was difficult and we initially started by having a collaborative agreement 
with a local provider who -- it worked out pretty well for a while, but over time that provider it stopped 
being -- the access stopped being quite as quick for patients, getting reports back to patients we're 
having a difficult time getting an appointment within a two to three week timeframe. So we did try to 
sort of work closely in the medical neighborhood, and the way the model came to Verona is that it had 
started about four years ago in our Cranford office and again it was due to a lack of in network 
behavioral health providers being available in the community, and those who were had a long wait time, 
so they started an on-site psychiatric nurse practitioner and they had very good success with that. So in 
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2012 we had a PNP come on-site here two days a week then three days a week, and we are now seeking 
a second provider to bring the Verona site up to a five-day a week coverage. And our psychiatric nurse 
practitioner has experience as a staff psyche nurse and outpatient treatment programs and really 
understands the importance of bridging from treatment and into community-based treatment and 
working with the PCP to collaborate on care. So that's how we brought the model in-house.  


That's great Janet. Thank you. And thanks also for reminding us so many times that behavioral health 
integration becomes really shown at the forefront of what we need to do for practices because of the 
tremendous challenge of access. And that is I think if we were to poll everybody here today and ask how 
many practices have had a difficult time of that many would probably say that they have. But thank you 
for that.  


Let's move onto question number two, and there's quite a bit here so let's walk through this a little bit. 
Let me read the questions and then Janet I'm going to come to you first with Vanguard. First of all, 
describe how your practice came to a place where you decided to pursue behavioral health integration. 
We've talked a little bit about what led to your decision. So now I'd like you to move beyond that and 
what does your patient population look like? And describe how you really can go through the 
identification and treatment process and what do you next? So talk a little bit about what this actually 
looks like in your practice. What does the day-to-day implementation of behavioral health actually look 
like for you? Janet, let's start with you again.  


All right. So to just give you a little background about the practice, we have about 45,000 patients across 
all five sites and we saw 16,000 unique patients in 2013. So our behavioral health population is quite 
varied and actually not all the needs are met with our on-site provider. Some of the exceptions are that 
the patient needs to be over 18. Our provider doesn't work with suicidal patients or substance abuse 
patients or she does not do marriage counseling. So it's not that every need that we identify can be 
handled on site, but she typically does see patients with new onset depression, anxiety secondary to 
new diagnosis, people with chronic depression, complex comorbid patients, patients dealing with life 
changes like a loss of a job or caring for their parents. So that's kind of what our population looks like. 
And I didn't -- now do you want me to talk to you about how we deliver the care?  


Yeah. I think that would be great. Walk us through -- we're going to talk about work flow in just a 
second, but maybe just describe a little bit on the surface how you deliver some it actually. What do the 
services look like?  


Well, the psychiatric nurse practitioner has her own office. She does her own scheduling and her own 
case management, but we in the care coordination department have helped her to develop a 
spreadsheet tool so that she can create sort of a tickler list to be in touch with patients who she hasn't 
seen in her prescribed period of time. And referrals come from inside the practice as well as external 
referrals, and I know that's a question down the list a little bit.  


You know what? You all are just so comprehensive and thorough I actually guess I'm going skip ahead to 
next question because this is what we're going to be talking about, and Jan you just started talking about 
that, so thank you. Let's move down to Dr. Tilley. Can you talk to us a little bit about your work flow for 
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delivering integrated behavioral health within your practice? What does it look like? How do you identify 
the patients, how are they treated, what are the next steps subsequent to identification? Tell us your 
story.  


We made the decision when we decided to do this particular project that we were going to look at 
depressed patients that we had not already identified as being depressed. Now eventually we plan on 
broadening out to get everybody covered because access for our particular patient population is an 
extremely difficult problem. And so what we were really trying to do when we were developing our 
method of how we're going to identify and treat these patients was to first look how we could keep as 
much as we possibly can in the practice. And then we also kept in mind the fact that we were not going 
to be able to get very much access outside so we were going to try to figure out a way to keep this 
sustainable once the initiative ends or when there is some sort of change to whatever the future holds. 
So we're looking for a way to make a difference now but also in doing this and keeping this as a part of 
our practice going forward. So having said that basically what we do is our patient care coordinator 
huddles with our nurses at the end of each day.  


20:06 
Interestingly enough it looks just like a smoke break, but be that as it may they get together and look at 
our patient list for the next day for the three providers and we normally see about 80 patients between 
the three of us in a day's time. So what they do is they identify two patients for each provider and they 
use basically their knowledge of our patients because they see them every day. We pick patients with 
multiple medical problems, someone who might have a recent major disease diagnosis, especially like a 
new diagnosis of cancer, we have people who have a significant change in their social status like a death 
of their spouse or somebody else in their family, and then of course we also include some of the elderly 
who are starting to have some cognitive decline that may be subtle at first and those are the main ones 
that we're focusing, the people that don't already have that diagnosis of depression. Those patients are 
marked in our chart.  


We use electronic medical records, but I have a face sheet and they put a little blue dot, a sticker on the 
patients that have had the questionnaire and I guess they chose blue to remind me that they might be 
getting depressed or that way, so what we do is those patients while they're waiting on me will have 
filled out the questionnaire and we use a patient health questionnaire, PHQ-9 that has a simple 
questionnaire formula that has a numerical value and when they're sitting there talking to me I look at 
the value and determine if they're mild or moderate or severe, and then I start discussing more in depth 
during that particular encounter their depression. If they choose, and I think they need medical 
management then I'll start that myself and if they decline, which about half of them do and some more 
than half of the men seem to not really want to start medication, then they go back to our patient care 
coordinator Jesse who has had additional training and motivational interviewing techniques and is doing 
things currently to enhance her ability to help these patients and that's the path that they take.  


And then in follow up usually a month later we give these people the same questionnaire and we're able 
to see if there's been improvement in a way that we can actually document numerically.  
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Very well said. Let me just kind of highlight a few of the issues that I could certainly bring up like 
[inaudible] technique is great. First of all, it looks like you're on a smoke break huddle. You described the 
need and the importance of communicating as a team, documentation, measurement, with clinical 
judgment included in there. I heard patient [inaudible] within the visit, I heard the importance of 
offering up non [inaudible] interventions like [inaudible] follow up and then documentation again. That 
sounds very thorough. Thank you for that.  


Let's go back to Colorado, Yampa Valley. Can you tell us a little bit about your work flow for delivering 
behavioral health integration?  


Sure. So we decided also to focus on depression and we use the PHQ-9 as well, but we start with a 
prescreen which is the PHQ-2. So we screen all adult patients with a PHQ-2 at every visit so it can be a 
sprained ankle, an infected finger, a physical, it doesn't really matter what visit type. If they're coming 
into the doctor we ask them those first two questions. If they, you know, if it's a patient that comes 
frequently, you know, every week or every other week we try to use good judgment so that the 
questions don't become annoying. So we try to catch every patient in the clinic at least one time per 
month with that screen.  


If they screen positively to the PHQ-2 we follow up with a PHQ-9. The initial prescreen is asked by the 
nurse or the MA when the patient is roomed. If the patient screened positively to that PHQ-2 the nurse 
hands them the PHQ-9 to be completed. If the behavioral health clinician is in the clinic at that point the 
nurse would notify the behavioral health clinician of a positive screen and then I'm able to go in and visit 
with the patient, oftentimes while they're waiting to see the doctor to review the PHQ-9 and just talk to 
them about how they're doing. Yeah. Give them some extra support around depression, stress, sleep, 
anxiety; it can cover a lot of topics.  


So my role as a behavioral health clinician I think is to navigate that clinic workflow as best I can. So if I 
can get in and talk to patients while they're waiting for the doctor I find that to be really valuable, or if 
the doctor is right on schedule then I work with the doctor and the nurse to get in at the end to make 
sure that those screens are addressed.  


We've also found, you know, and I can talk to patients about any topic, so you know, if the nurse or the 
doctor feels that the patient could use some support around stress or improving sleep or changing diet 
and exercise routines, managing anxiety, chronic pain, and then connecting to counseling. The doctor or 
the nurse can introduce me to the patient, so even if they haven't even screened positive I can still kind 
of have an introduction and offer support for the patient. So we find that warm hand off, that 
introduction to be really helpful in building trust between the behavioral health clinician, and you know, 
and the patient.  


So, if I'm not in the clinic as the behavioral health clinician we have a referral process that doctors or 
nurses can leave referrals for me to follow up with patients on the phone or I can -- I keep track of the 
list and follow up with the patient in person the next time they're in the clinic. I think -- and then I guess 
the last thing that I'm available for is brief follow ups. So patients can make some appointments with 
me. I really try to keep those appointments limited and brief, so maybe a 30-minute appointment, 
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maybe three visits over a month to support them in whatever goals they might have around behavioral 
health or mental health, and then I do a lot of connecting to resources, so trying to connect them with 
ongoing therapy, psychiatry support, that kind of thing.  


That's great. Thank you so much. And you bring up an important issue too that I think is kind of critical 
to remind us at this stage and that is that the screening tools that have been proposed such as like the 
PHQ-9 can also be used repeatedly over time to monitor symptoms, and I think we all heard that just a 
little bit from each of the -- I don't want to leave this topic because I heard a couple of things come up. It 
might have been implicit within your answers, but I want to go back to this last question here, or 
number three, around delays and services. So what happens if there are high demands from the 
behavioral health team that day or for the behavioral health services, and there does need to be some 
type of waiting how do you all track or make sure that patients don't fall through the cracks? What are 
some of the strategies that you've found that once you've identified so you can follow up with those 
patients over time. Let me go back up and I think because you mentioned this just a minute ago 
[inaudible] let's go back to you and just ask what is your process to make sure that patients don't fall 
through those cracks?  


Sure. So within our EMR nurses, doctors, providers can send me messages about patients and so I can 
keep kind of a track of those messages. All of my documentation happens within the EMR so doctors, 
nurses can see what I'm working on with patients, and I also have the ability to set kind of a tickler 
system, so if I want to follow up with a patient next week or in two weeks I'll get a reminder in my EMR 
system to call that patient.  


Thank you. And Dr. Tilley, I want to go back to you on this one as well. What happens when they're 
[inaudible], how do you all make sure that you can follow up with those patients that you might be able 
to do something with that day?  


We use a similar documentation and every time that I treat one of these patients in this category I 
document that and I'll also send the referral or the notice or a message to the patient care coordinator. 
That same message goes to the nurse group. I use just as a blanket because if the patient care 
coordinator isn't there or she's doing something else at that moment she's not able to take care of that 
then they take note of that and also use a similar thing to make sure that that is followed up on. And 
that's -- I neglected to mention earlier, a part of what they talk about in their huddle meetings when 
they're discussing who's coming up and have they been seen before. We haven't been doing this long 
enough to see a lot of follow up yet, but they already are using that process to make sure that as few 
people fall through the cracks as possible.  


Thank you. And I just realized that we had a question that came through that I wanted to make sure that 
we covered and [inaudible] it's going to come back to you. And the question is what is your numerical 
cut off for a positive PHQ-2 and what score on a PHQ-9 do you consider for a patient to be diagnosed as 
depressed?  
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30:13 
So with the PHQ-2 we say it's one of two questions if answered positively, and those questions are in the 
last two weeks have you lost interest in things that you used to enjoy and in the last two weeks have you 
felt down, depressed or hopeless. And if the patient answers yes to either of those questions we 
consider that a positive prescreen, and then they complete the PHQ-9 and I don't have my specific cut 
off for the PHQ-9 at my fingertips, but we use that as a screen and not as a diagnostic tool. I think it just 
gives us an insight as to how the patient is doing and for further evaluation and conversation around 
their depression, so it doesn't necessarily mean a diagnosis of depression. Although it definitely outlines 
the symptoms of depression.  


Great. Thank you. Let's go back Janet to you, I want to before we do this last question I just want to 
check in with you and see if there's anything you want to add on what happens when there are patients 
that are identified, did not have a delay in receiving services.  


Sure. So just part of what -- part of the follow up if there needs to be a bridging mechanism between 
when we've identified the patient having depression and when we're able to see them again is based on 
our sort of collaborative work flow because the -- we also use NEHR so that the providers and the nurse 
practitioner are all able to work together in terms of the diagnostic direction what's happening with the 
patient, and once the provider has referred the patient and patients are referred from providers, care 
coordination, payer data, we also do the PHQ-2 of the screening for every patient every visit as part of a 
document we call my agenda where a patient is able to write why they're there for the visit. And the 
PHQ is embedded in that and that also triggers the PHQ-9 if either one of the two questions are positive. 
So we have kind of a broad base of referral to the providers and if the patient is identified but can't be 
seen that day or is already being seen but can't be seen more frequently we have a couple of strategies. 
One is that the provider will see the patient as a bridging technique until the behavioral health provider 
is available. Another is that we do have a behavioral health provider at another site that we can set up 
an appointment to be seen at the other site which is maybe 20 minutes' drive from here. And a third 
thing that we've been doing is care coordination is working pretty closely with behavioral health both on 
a population management of depressive diabetics and also in general trying to help with the work flow 
for behavioral health because it has caught on. We do have repeat visits. The initial is one hour and the 
repeat is 30 minutes, but that's why we're looking for a second behavioral health provider so that we 
can cover five days a week and when there isn't an availability to get someone in in the timeframe the 
behavioral health provider would ideally like then care coordination will make outreach calls to just sort 
of keep in touch with the patient, make sure that there is -- if there is medication on board that there is 
adherence, maybe help them to find a support group in the community setting, and we also use an 
internal email called the [inaudible] to keep in touch about patients and the behavioral health provider 
will always find the provider who has referred the patient and either write a note or do a huddle with 
them or have some sort of feedback within usually two to three days after seeing that patient initially so 
that they can create a plan of care together about where they're moving forward with the patient.  


Excellent. Thank you. We're getting some amazing questions here and I don't want to lose our stream of 
consciousness here with the topics. So let me just stay on the charting for a second. And then let me ask 
and I will actually start with Dr. Tilley, you on this one. One of the questions that came in from the 


National: BHI With Virtual Site Visits, May 13, 2014  9 







community is do you have any privacy issues with charting in the electronic medical records for 
behavioral health, and if so how do you overcome this?  


No, I think we haven't really noticed that much because everything we do is internal and what we 
publish to the patient portal is it is what we choose to do and frankly that hasn't really come up to be an 
issue yet. I know that there are patients who are reluctant with the whole electronic medical record 
system about privacy, but I mean we basically apply the same HIPAA idea across the board regardless of 
what we're talking about, whether it's a sore throat or somebody's depression or suicidal ideation, so 
that really hasn't been a big issue for us.  


Okay. And let me just open this up for Yampa Valley or for Vanguard. Either one of you had any issues 
with this around privacy and confidentiality in the electronic medical record or anything you'd like to 
add to what's been said?  


This is Janet in Verona. I haven't had any issues here with privacy or confidentiality problems. As a 
matter of fact I think it's actually been extremely useful for the primary care doctor and for care 
coordination to be able to read the behavioral health notes because we are then able to really surround 
that patient with the type of support that they ideally could use. But what I did find, and this was one of 
the questions that was a little bit later and that we may be covering, is between outside agencies of our 
practice it can be really difficult to help patients engage transitioning from say one IOP to another IOP or 
one inpatient facility to another inpatient facility. Between facilities sharing records seems to be very 
disjointed. Some facilities will fax the records to the new place. Others will only have them sent to a 
service they use printed and mailed and that can take so long that if a patient really needs that intensive 
help within an inpatient stay it can be very difficult to help them to bridge and sometimes we'll use our 
in-house behavioral health person to sort of stay the course during the five or seven working days that it 
takes for external facilities to work together, but I find that there's not one uniform way that records are 
shared or kept and that has been an issue on several occasions helping patients to negotiate the medical 
neighborhood of behavioral health services, but not really at the practice.  


Thank you for that. This is a really critical area and I think many times when you start talking about 
behavioral health integration one of the first things that individuals bring up is around privacy, 
confidentiality and HIPAA, and I will tell you there's quite a few resources that are out there that can 
help educate us all on what's allowed and what's not allowed. One of the key takeaways though that I 
think I can say here, and we actually kind of ingest in our [inaudible] call it HIPAA-annoia unfortunately 
sometimes people get a little bit too activated over what HIPAA does and doesn't do in this space and so 
our rule of thumb is that when you're working on the team and it's staying under the same roof together 
collaboratively with the patient this is what health care is about. This is what we should be doing. And so 
you're actually protected as an entity in that context. As Janet was just saying, sometimes when you 
leave the safety of your practice and you collaborate with external providers that may have different 
types of ID status and the like it becomes a little bit more challenging and that's where we need to get 
releases of information and the like. But I would encourage all of you to look into this issue because 
there's quite a few dispelling of myths that we could do as a community around this topic that I think 
would go a long way in helping us promote better integration.  
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I'm cognizant that we're getting close on our time here and I want to make sure that we get to all our 
questions, so let me go to our next question. We've had a few come in from our community around 
reimbursement attainment and I know that's a big topic and I want to get to there, but let me go on to 
our question number four because I do think this is critical for those of us that have seen transformed 
practices to describe what differences have we seen, whether it's in our providers, whether it's in our 
patients since we've integrated behavioral health. And we can start with you in Colorado at Yampa 
Valley. What differences have you seen in your practice?  


I have seen some really positive differences. I think there is an openness and willingness to talk about 
mental health concerns and, you know, in a competence in that we're better able to address them 
either through my work as a behavioral health clinician. And just to mention I am an LPC, so I am trained 
as a therapist, which I think is kind of helpful in thinking about how we address our mental health 
concerns.  


39:55 
I also hope that we're reducing stigma around mental health and giving patients an avenue to talk 
about, you know, how they're feeling in a setting that they're comfortable, you know, with a doctor that 
they trust and hopefully opening up additional conversation around mental health, depression, anxiety. 
Also, let's see, I think the providers specifically who have really learned to work with me have found -- I 
hope they find that there's more time in their days. So if they have a particular patient that takes up, 
you know, who might be a very long -- likes to tell lots of stories and talk about their stressful weekend 
or the stress, you know, maybe trouble with sleep or things that, you know, behavioral health things 
that the provider might be able to hand off to me and sort of I can take the reins on certain topics with 
the patient and really help the patient feel heard. So I hope the providers feel like they have my support 
and also hopefully have a little more time in their days. And then I think also there is a better connection 
with our mental health community I think that the doctors I work with have a better understanding of 
psychiatric services available, counseling available, how the mental health center works and other 
private counseling providers in town.  


Thank you so much. Let's go back to Tilley Diagnostic in Arkansas. Dr. Tilley, what differences have you 
seen in your practice, your providers and your patients since you started doing the behavioral health 
integration?  


Well more specifically within the practice I think the nurses have definitely felt more engaged in the 
total care of the patient rather than just being more focused on patient flow, taking vitals and taking 
care of things after the visit. I think they've gotten more interested and certainly have seemed to be very 
pleased with identifying those patients that need and I've noticed that within the practice. The patients 
themselves have most of them have been somewhat surprised to have this brought up, especially as I 
mentioned before the guys who seem to be a little bit more reluctant to talk about certain issues and 
even though they may seem surprised at first they also have [inaudible] that we have taken the time to 
ask something more than just how their diabetes is doing or about their blood pressure, are they 
exercising as much as I asked them to do last time, so I think that's made a difference. And in the same 
way with the providers. I think it's brought us a little bit more comprehensive level of care that we can 
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take pride in and feel good about and I think it's helped overall. We haven't done it long enough to see 
much more than that, but I have noticed that initially.  


Great. Thank you very much Dr. Tilley. And Janet let's go to you. All right. Tell us a little bit about the 
differences that you've seen since you've started behavioral health integration.  


Sure. Well, we've seen a lot of difference and I'm in the process of working with our nurse practitioner 
to try and figure out -- try and quantify this a little bit. She has an active case load of about 133 patients. 
She had 110 appointments in April over 13 scheduled days with a 9% vacancy rate, so that would be 10 
slots out of her entire April schedule were either not scheduled or were no shows. So I think that that 
shows that there is a very concentrated need and utilization of her services. We're able to offer this to 
patients who couldn't afford a private pay option because of, you know, because of whatever insurance 
plan they're in. The fact that providers are more likely to refer to behavioral health because they have 
some control about the access and they have a knowledge of what type of therapy is going on if there's 
going to be medication started they can make sure that it's going to be collaboratively developed along 
with what the other comorbid conditions may be. The patients are very comfortable accessing services 
in a familiar location. Like just episodically I've noted that patients who tended to have more sporadic 
use of outside behavioral health and many missed appointments frequently have better adherence to 
their onsite behavioral health appointments. We're able to track when a patient has not been into see 
the nurse practitioner, and that's almost impossible to do when they're using outside resources. And 
there's a much more fluid flow into outside services. I think that all of us on staff are much more aware 
of psychiatric emergency screenings, what every county in New Jersey has a mobile unit, we're more 
aware of what hospitals have an ER that has a mobile unit or what hospital has an inpatient unit, what 
the IOPs are, which IOPs will service adolescents, and whether there are counseling options within our 
community and slightly outside of our community and neighboring counties. So just the sort of 
cascading information that has come out of having behavioral health onsite has been very useful to the 
team and I think that the patients really are much more likely to try it even if they are initially hesitant. I 
often find when I speak with patients that with a new diagnosis for example that they're a little hesitant 
to take on another appointment, but when you explain that behavioral health might be a way to help 
them cope with a new diagnosis, or with their spouses or their parent's new diagnosis it's something 
that they don't always think of on their own and I have many, many patients who come for short-term 
sort of a bridging technique to get through the crisis period of having such a change in their life where 
they are mostly responsible for managing that change and I have found that to be sort of an unintended 
benefit of having behavioral health onsite that it's not really treating a current depressive issue or really 
an issue that the patient had prior to being the caregiver for someone else who has a problem. But it's 
been a wonderful resource.  


Thank you Janet. We have several questions coming in on financing, and I'm going to jump to that in just 
a second. First of all, let me address another question that came up and is around summarizing the 
screening tools for follow up and the scores. And the PHQ I think has been most predominantly 
mentioned today, and let me just give a quick one-on-one on that very briefly. Most practices who use 
the PHQ-2 just so you know where that comes from is the first question on the PHQ-9. And while each 
PHQ-9 question gives a patient a chance to rate it on a scale of one to three, they really the PHQ-2 is 
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used as almost like a pre-screen for the PHQ-9 as you heard Leah describe. The symptom and the 
severity based on the scores is very simple. If you're using a PHQ-9 [inaudible] you have 27 total score, 
one to four would be considered minimal depression or none. Five to nine might be in the mild 
depression range. Ten to 14 would be in the moderate depression range, whereas 15 to 27 -- 15 to 19 
actually is what we would call moderately severe, and then 20 to 27 is the more severe depression 
range. And so just using cutoff scores like that oftentimes practices do make different decisions 
depending on the scoring criteria. That was a great question.  


Let's go down to financing here, which is a little bit of a curve ball for our practices, but I think that many 
of the folks out there asking about this are getting at some of the heart of the issue here around how we 
support financially the behavioral health integration. So one question that came in asked are you billing 
separate for the behavioral specialist visit, and if so how are you handling multiple copays? So let me 
just open that up to all three of you, and if any one you'd like to discuss that please let me know. Maybe 
I should have asked a question. Are any of you billing separate for your behavioral specialist visit?  


This is Dr. Tilley. We aren't because we're utilizing this within the clinic, so we basically use the patient 
care coordinator and her skills as another way of not having to try to refer out to any of the referral 
resources that we have because they are so limited. So we pretty much incorporate that into the current 
visit and we are not billing separately for that at this point.  


Great. Janet or Leah, anything to add to that question?  


Well, this is Janet. So we're working on a model that is based on the Federally Qualified Health Center 
Model which the Cranford office first saw in an Institute for Healthcare Improvement conference, and 
we follow those guidelines. So our -- we're billing as the bills -- the psychiatric nurse practitioner bills by 
time spent face-to-face time, not the complexity of the diagnosis. And behavioral health diagnoses are 
used, but regular CPT codes are billed.  


Great. I think that answered one of our other questions, which -- what codes are you using for billing.  


50:00 
Leah, let me turn to you. Are there any other additional items that you'd like to add here on either what 
codes you're billing or how you're taking care of the behavioral health service in terms from a financial 
perspective? 


Yeah. I don't have much to add because we do not bill for my services. A lot of my work for the last five 
years has either been grant funded or through CPI funds.  


Great. Thank you. Well, Leah, let me stay with you just for another second because we had another 
question to come in that I think is aimed a little bit at you. And the question is just curious how many 
warm handoffs do you see for follow-up counseling at another time. So how many times do you see a 
patient there in the moment from the warm handoff versus maybe in the later point in time another day 
for a counseling appointment?  
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Sure. So my ideal day I shoot for 10 warm handoffs, so that could be the provider introducing me or that 
could be me just going in and having a meaningful conversation with a patient about behavioral health, 
meaning that I've talked to them about intervention, their strategies they can use to better manage 
their mood or their stress or their sleep, whatever the issue we're talking about. And then with my work 
at Yampa Valley which is just the last two months that's really given me the ability to schedule with 
patients and I think that will be kind of a work in progress, something I need to monitor and let go 
because I think there's a great value of me being available for the clinic and the providers knowing I'm 
there and being able to pull me in in that moment when the patient, you know, is struggling with mental 
health or whatever the issue might be and being able to introduce me at that time versus trying to 
follow up with a patient at another time. So I guess in my ideal day if I could have 10 warm handoffs that 
are just very brief in nature maybe 10 minutes with a patient, and then maybe five or six follow-ups with 
the patient, which might be 30 minutes in length.  


Thank you very much. We're going to move onto question five, but Janet I'm going to come back to you 
because there was a clarification on your answer. And they specifically wanted to know about which 
code in particular are you using for the nurse practitioner that you described.  


Okay. So we're using primary care visit codes. I think you should email me. I think you should --  


Okay.  


They should email me so I don't give the wrong code number, but we're using primary care codes.  


Yeah. There's a couple of those codes out there, so I understand how that might be confusing enough. 
An email follow up would be more appropriate. Thank you for that. Okay. We've got two more questions 
here, and we're running out of time, so let's just quickly go through these and then finish up for today. 
So question number five, what would you say remains the biggest challenges for behavioral health 
integration? Janet, let's just stick with you on this one.  


Okay. So well, I think I've mentioned what I think is one of the two issues, access like consistent follow-
up access I think is a real challenge. As I said we're trying to add a second person to our behavioral 
health team and she currently does do a lot of follow up with patients, but you know, you don't want to 
become the same problem that you've complained about in the community where there's an in network 
provider who doesn't have any appointments or no appointments within let's say three to four days 
when the patient really needs to be in to see someone. So I think access is always a big issue. Behavioral 
health patients who have long-term diagnosis, more difficult diagnoses aren't always adherent patients, 
so trying to find a way to do follow up with them in between visits which is sometimes what care 
coordination does. We step in and work with the behavioral health provider to make those intermediate 
phone calls and do some care coordination work to help that patient understand that this is a very 
valuable appointment that needs be maintained just as any specialist appointment or primary care doc 
appointment would be. So trying to ensure that patients are adherent to their behavioral health 
schedule. And then trying to work with other providers in the medical neighborhood in a more 
collaborative way. I think that those are all challenges that the actual subspecialty of behavioral health I 
think is, you know, it's a very complex area and the people who work within it, you know, it takes a 
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while to kind of get to know what's normal and what's expected in this area. It's not so protocol driven 
as the rest of medicine seems to be. So you have to be a little more flexible. You have to utilize 
community resources more and, you know, kind of wear that hat a lot when working with the behavioral 
health patient.  


Great. Thank you. Dr. Tilley any quick challenges that you all continue to see from behavioral health 
integration?  


The integration within the client has not been that difficult and actually is going pretty well, and we're 
making the biggest effort on trying to keep things in the clinic as much as we can because clearly our 
biggest challenge is outside of the clinic. We have both federally funded and privately funded counseling 
services available locally, but very little by way of actual psychiatric intervention is available because our 
psychiatrists in the area are spread thin and just aren't very well assessable to us. So we're trying to do 
everything we can to keep things in and that clearly is our biggest challenge is what do we do with the 
problem patient that we've identified and tried to treat? Where do they go and how do we get them 
there is still something that we haven't yet quite solved.  


Thank you. And let's go to our last question, and Leah I'm going to turn to you on this. What tools, 
resources or training have you and your behavioral health integration team found to be the most 
useful?  


So a lot of the training and experience I've gotten is kind of just in the moment like trying to figure it out 
as we go and learning to be flexible and adjusting to the practice, you know, as needed, adjusting to 
providers as needed. The SAMHSA integration website I have found to be really valuable, and I can make 
sure we have that link available to everyone. I also -- I seek out webinars. I think there is some good 
websites and just I think just reading as much as I can on the internet and then reaching out to experts 
like you to verify what I'm doing make sense.  


Thank you very much. Krystal I'll turn this back over to you just because of our time.  


Great. Thank you, and thanks for all of our wonderful questions today. I know that there are a few that 
have been left unaddressed and what I'd like to say to everyone who is still waiting on an answer that 
we will develop a follow-up question and answer document that will be posted to the collaboration site 
and it can include things like the resources that were mentioned by our panelists. So with that I want to 
thank everyone for attending. We hope that you found this presentation informative. You can exit this 
session by clicking on the file menu option at the top left of your screen and select the option to leave 
the session. You will be taken to a post-webinar survey that needs to be completed in order to receive 
credit for attending this presentation. And once again, thank you for everyone's time and participation 
in today's webinar.  


58:10 
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Pathways to Patient and Family 


Engagement in CPC Practices 
APRIL 2013  


The overarching goal of the Comprehensive Primary 


Care Initiative (CPC) is to encourage and support 


primary care practices in delivering higher quality, 


better coordinated, and more patient- and family-


centered care.  A central strategy for achieving 


these important goals is engaging patients not only 


in their care, but also in the re-design of care 


delivery and operational processes in the practice.   


When determining how to reach quality, efficiency 


and experience goals, practices should consider 


patients and family caregivers as integral resources 


and essential partners in all aspects of the process.  


From governance, to quality improvement efforts, to the point of care, patients and family 


caregivers have unique insights to share and fresh ideas for innovations that enhance 


processes, procedures, and care delivery for both practices and patients. Practices that have 


collaborated with patients and family caregivers have successfully and often more quickly 


enhanced their quality improvement processes, reduced costs, and improved patient 


experience survey scores.  


While some CPC practices will create Patient and Family Advisory Councils to achieve CPC’s 


“patient and family engagement” goals, practices can benefit from patient and family 


perspectives and ideas without establishing a formal body or mechanism. The “engagement 


opportunities” below are examples of ways you can work collaboratively with patients and 


family caregivers to develop solutions to shared challenges, and enhance care delivery. 


Patient and Family Engagement Opportunities


 After collecting patient experience survey data, work with patients and family 


caregivers to analyze, prioritize areas for improvement, and develop and implement 


solutions.  


 Appoint patients and family caregivers to serve on quality improvement teams within 


the practice.  


 Partner with patients and family caregivers to develop shared-decision making tools 


and pilot their implementation together.  


From governance, to quality 


improvement efforts, to the point 


of care, patients and families have 


unique insights to share and fresh 


ideas for innovations that enhance 


processes, procedures, and care 


delivery for both practices and 


patients. 
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 Review and re-design the existing care plan templates with patients and family 


caregivers and work with them on updates or revisions to best meet their needs.  


 Identify existing challenges within the practice (e.g., phone call volume, wait times, 


medication refill process) and ask a small group of patients and family caregivers to 


meet to discuss solutions. 


 Ask patients and family caregivers for feedback on the current methods of 


communication used by patients for getting in touch with members of a care team 


when they have questions or need advice and work together to develop new ideas (i.e., 


e-mail, shared medical appointments, etc.) 


 Review the design, function, and uses of the practice’s electronic patient portals and 


get input from patients and family caregivers on how it could be improved so it 


generates efficiencies for patients and the practice. If a portal is in the planning 


stages, partner with patients and families to determine how it could be most useful to 


them.  


 Invite patients and family caregivers to participate in practice “walk abouts” where 


they observe the process of receiving care at the practice (from the reception desk to 


the waiting room to an examination room to check-out) and encourage them to share 


thoughts for improvement. Work together to identify changes and begin to implement.  


 Discuss with patients and family caregivers the practice’s existing care transitions 


processes (i.e., how and when the practice is informed when a patient is in the 


hospital and how the practice provides support as the patient transitions home and 


back to the practice) and ask for their feedback on ways to improve.  


 Invite a patient or family caregiver to share a story about their care experience at a 


staff training to provide insights into their experiences receiving care in the practice 


and generate ideas for changes.   


 


Keep in mind that these efforts can be initiated on an as-needed basis and focused on short 


term projects and/or goals.   


Identifying Patient and Family Caregivers 


When CPC practices begin planning to engage patients and family caregivers in the 


opportunities described above, staff and leadership should seek out patients and family 


caregivers who would be a good “fit” for these partnership opportunities. Certain 


experiences, skills, and qualities will help make this work successful. For example, if a 


practice is working to improve its diabetes care, staff should recruit patients with diabetes 


or their family caregivers. Along the same lines, if you are interested in improving patient 


experience scores, select patients who have frequented the practice and have experience 


with all aspects of how care is provided.   


 


When thinking about the patients and family caregivers to engage in these opportunities, 


consider the following characteristics: 


 Familiarity and experience with practice (as a patient or a family caregiver) 


 Representative of the population most impacted by the care changes being sought  
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 Willingness to speak up  


 History of providing constructive feedback to the practice 


 Capable and interested in devoting time and energy to working with the practice 


  


Diversity is important. When choosing patients and family caregivers to engage in this 


work, consider those who are representative of the patient population served by the 


practice—e.g., age, race, gender, ethnicity, geography, sexual orientation, and family 


structure. Also of importance, look for patients and family caregivers who have had varying 


experiences at the practice—both positive and negative—and seek variety in diagnosis, 


treatments, and programs utilized if applicable.  


Role of community-based organizations 


In addition to patients and family caregivers, community-based organizations (e.g., local 


AARP or American Diabetes Association chapters, YMCAs, Area Agencies on Aging, senior 


centers, faith-based groups, etc.) should be engaged in partnerships. As “windows” into the 


community, community-based organizations can specifically help practices better 


understand the communities they serve, the challenges certain populations of patients face, 


and how to support patients in overcoming those challenges to achieve the best health 


outcomes. For example, a local Area Agency on Aging can help practices ensure patients 


have access to reliable transportation and a local AARP chapter can advise practices on the 


kinds of care management tools patients are seeking.    


Recruitment 


Once a practice is familiar with the types of characteristics to look for in patients and 


family caregivers to engage in these activities, begin reaching out to individuals to 


participate. The recruitment process can take place through a variety of ways: 


 Ask providers, clinicians, and office staff for suggestions from their patient 


populations. 


 Post and advertise notices in the practice’s waiting room and examination rooms. 


 Send notices through e-mail, patient portals, and/or regular mail. Use the practice’s 


electronic health record to consider identifying patients in targeted populations to 


ensure a diverse representation (e.g., patients with diabetes, patients over age 65, 


African American patients, etc).  


 Place notices in local publications, including newspapers. 


 Contact local community-based organizations that serve individuals who also receive 


care at the practice for recommendations (e.g., local AARP chapter, houses of worship, 


Area Agency on Aging, YMCA, etc.) 


 


Best practice: To ensure the most efficient and effective recruitment process, consider 


engaging in more than one of the outreach methods above simultaneously. 
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 After going through the suggested recruitment process above, practices will likely 


have two separate lists of potential patient and family caregivers: 1. Individuals who 


contacted the practice after receiving the email, seeing the ads, etc. and indicated 


their interest in partnering with the practice and 2. Individuals who were 


recommended by providers, clinicians, office staff, or community-based organizations.  


The next step—the interview process—will need to be approached slightly differently 


for each group. (See Attachment B for example discussion questions to consider asking 


during initial conversations with potential patient and family caregivers.)  


 


 For interested individuals who contacted the practice after receiving 


the email, seeing the ads, etc.: Practice should be prepared to ask the sample 


discussion questions at the time the patients or family caregivers call. Use the 


conversation as an opportunity to get a sense of their past health care 


experiences at the practice, availability, and interest in the work.   


 


 For recommended individuals: When calling these individuals, practice staff 


should first be looking to gauge the patient’s or family caregiver’s interest in 


partnering with the practice. If the individual responds positively, continue 


through the discussion questions and, as with the group above, get a sense of 


their past health care experiences at the practice and availability. 


 


Best practice: In both scenarios, end the conversations reiterating the value of 


partnering with patients and family caregivers and the importance of embedding 


patients and family caregivers in the practice as a strategy for enhancing care delivery 


and quality.  


First meetings 


As practices begin thinking about and planning for their first meetings, refer to “Key Steps 


for Creating Patient and Family Advisory Councils in CPC Practices” for tips and best 


practices.  


Next steps 


After partnering with patients and family caregivers in these ways and seeing the value 


that it can bring to a practice, staff may decide that the best next step is to implement a 


more formalized, ongoing Patient and Family Advisory Council (PFAC). For the practices 


that have already begun to engage patients—they have a head start and will be able to 


make the transition smoothly.   


 


In addition, there are resources available to help practices create a PFAC. The National 


Partnership for Women & Families has produced a step-by-step guide to creating a council, 


which includes logistics; determining PFAC staff and roles; drafting mission, vision, and 


goals statements; identifying and recruiting patient and family advisory members; 


preparing for the first meeting, and best practices for sustainability. To access this resource 


and other complimentary tools from the Institute for Patient- and Family-Centered Care 


(IPFCC) and TransforMED, visit the CPC Learning Collaborative website.  
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For more information or to discuss hands-on technical assistance opportunities, please 


contact Jennifer Sweeney, Director of Consumer Engagement and Community Outreach, at 


jsweeney@nationalpartnership.org or (202) 986-2600. 
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Hello, everyone. I'm Krystal Gomez from TMF's Health Quality Institute. Welcome to our national CPC 
webinar entitled Advanced Primary Care, The Role of Behavioral Health on the Primary Care Team.  


I'd like to start things off today with a few announcements. The slides for today's presentation are 
available for download on the collaboration site. You can also download the slides directly from the 
WebEx environment today by using the top toolbar and selecting File, Save As, and then Document. 
Today's program is being recorded and will be posted on the collaboration site once transcripts have 
been completed.  


We appreciate the presenters' time and effort in preparing for and sharing their valuable knowledge. 
Any statements regarding their technology, products, or vendors are expressions of opinions of the 
person speaking and not an opinion of nor endorsement by the Center for Medicare and Medicaid 
Innovation nor TMF's Health Quality Institute nor the host of the program.  


As a reminder, all the lines will remain muted throughout today's session. To submit questions, click on 
the Q&A tab on the right-hand side of your screen.  


I would like to begin by introducing someone who you are all familiar with, Dr. Laura Sessums. Laura 
Sessums is the division director of advanced primary care at CMMI.  


Next, I'd like to introduce our subject matter expert for today's presentation, Dr. Benjamin Miller. Dr. 
Miller worked as a postdoctoral fellow in primary care psychology at the University of Massachusetts 
Medical School in the Department of Family Medicine and Community Health. Currently, Dr. Miller is an 
assistant professor in the Department of Family Medicine at the University of Colorado Denver School of 
Medicine where he is responsible for initiatives involving integrating mental health into primary care.  


So I'd now like to hand things over to Dr. Sessums to get us started today.  


Thank you, Krystal. In January, as you recall, we had a national webinar about the three advanced 
primary care options for milestone two in this program year, behavioral health integration, medication 
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management, and self-management support. We've heard from across the region since then with many 
questions from practices about these advanced primary care options. And I know a number of practices 
are struggling with how to decide which of these options to choose and how to do the work. I certainly 
hope this webinar will provide very helpful information for you on the behavioral health integration 
option as you consider which of these options to choose when you do your first quarterly reporting by 
April 4.  


As you'll hear today from Dr. Miller, an important question to consider in thinking about this are the 
needs of your population. In my practice, some years ago, we had a number of older patients with 
cognitive issues. There was also a separate group of patients who clearly had underlying behavioral 
health and or psychosocial issues that were complicating their engagement with the health care system 
and with meeting their health care goals. Substance use was yet another concern. And we wondered, 
what should we do to work on all these issues?  


Our decision, initially, was to focus on depression and substance misuse. So with nursing staff, we 
developed a strategy for screening patients during the intake process. As patients were getting their 
vital signs checked, we screened for depression, and we used the PHQ-2, and then for alcohol and 
tobacco use. The results of that screening would show up in the EHR when the physicians or the nurse 
practitioners were seeing the patient and documenting the encounter.  


Using a protocol, when the nursing staff identified a patient with concerning results on the depression 
or alcohol screening, they would verbally tell the provider, sort of like a warm handoff, so that those 
issues could be addressed right up front at the beginning of the visit. We actually were able to document 
that this screening process increased the number of patients whose tobacco use was addressed during 
office visits. And the screening really helped us identify patients with depression and alcohol misuse we 
likely would have missed. And so we could begin treating those folks.  


A year or two after starting the process, we were then able to bring a psychologist into our practice on a 
part-time basis. And that improved our behavioral health treatment and consultation options even 
more.  


Yet, none of these efforts addressed the cognitive disorders that were a significant concern among a 
different segment of patients. And the time providers would spend on treating problems in our large 
elderly population, who had a high prevalence of cognitive disorders, really was tremendous.  


After realizing the enormity of the problem and the frustration that this engendered in our staff, not to 
mention the declining health of and risk of harm for these patients, we engaged one of our existing 
nurses who had a very strong geriatric bent. With some additional training, she became our geriatric 
care manager. And she was amazing. She could facilitate cognitive testing, engage community resources 
to support the elderly, and spend time with patients and their families and caregivers on the myriad 
social issues.  


It was an incredible resource for patients and families. And I certainly felt a huge burden lifted off my 
shoulders. I was now able to focus on the medical problems the patient had and know that resources 
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were in place to make sure that they could get their medicine, get to specialty appointments, and the 
like.  


I know you all want to hear a lot more about behavioral health integration. So let me turn the 
presentation over now to Dr. Benjamin Miller.  


Thank you, Dr. Sessums. And what a wonderful way to start our talk today. I really appreciate you 
putting a face on what this looks like in practice. And we're going to do that again in just a minute here 
from actually one of our CPC practices in the field as to what they're doing for behavioral health.  


Well, I want to welcome everyone. Today's webinar, as you know, is going to focus on behavioral health 
and ways that you all can better integrate behavioral health services into your practice. Our agenda will 
go as follows.  


First, I'm going to highlight the milestone two requirements for behavioral health integration, paying 
specific attention to the definition of what we mean when we say behavioral health integration and the 
intent of the milestone. Next, I'm going to turn the mic over to my colleagues at Foresight Family 
Medicine in Grand Junction, Colorado to describe some of the work they are doing around behavioral 
health integration. And finally, we'll spend most of our time really describing strategies for primary care 
and how to better integrate behavioral health.  


So let me start by turning it over to Dr. Reicks here. And we're going to hear from our practice in Grand 
Junction. It's going to be Dr. Greg Reicks, who's a family physician in Foresight Family Practice, and Lisa 
Barnes, his behavioral health provider. They're really two of Colorado leaders in this space. And we want 
to start with their story today.  


So Dr. Reicks, can you and Lisa kick us off?  


OK, thanks, Ben, for that introduction. And we're really excited to be part of this call and share some of 
the experiences that we've had so far with integrating behavioral health into our practice.  


Just a little bit of background about Foresight Family Practice, we're a three physician practice with two 
mid-levels in Grand Junction. Grand Junction's a community of about 50,000 people but serves really a 
medical neighborhood of probably 150,000. We do have a local mental health center here that provides 
the mental health services, especially for our low-income or under-served population.  


Our experience with integrated behavioral health began about three or four months ago with the 
decision by the practice to integrate a behavioral health specialist in our office as part of milestone two. 
And we spent quite a bit of time looking for the right person, interviewing a few people. And finally, we 
were able to really hit the jackpot finding Lisa, I think, to come into our practice and begin offering 
integrated behavioral health services.  


So I'm going to turn the microphone over to Lisa right now. And she's going to talk a little bit about the 
workflow.  
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So if you want to go to the next slide, that'd be great.  


Thank you, Ben, for inviting us to speak. This is Lisa with Integrated Behavioral Health Services. And I've 
taken off my therapist hat. And we're looking at mind and body as one. So that's why my job title is 
integrated health specialist. And I hit the jackpot being able to do this with this job, too.  


In this job, I come in early and look at the patients who are scheduled for the day and pick out those that 
providers are seeing who may have chronic health conditions, who are high on our risk scale, or maybe 
in the second tier of risk, but those whose conditions or kind of a perfect storm of events could jump 
them into a high risk category. Those are the people I'm seeing, those with chronic pain, sleep disorders, 
weight concerns, high A1Cs, depression, and various other mental health concerns also.  


So I make a list for the providers. As I'm available, they call me in after their exam. We do the warm 
handoff. I take the patient to another room.  


I think part of being an integrated provider in a practice is that collaboration with providers. We're 
working together. Sometimes I see patients who have high risk or adverse reactions to medication. So 
we consult with each other about concerns.  


Meeting with patients, I can't be in exam rooms because of the need for the exam room space, I think 
this is a universal problem, exam room space for providers and patients. So I wander the halls and find 
an x-ray room or other places, just where we can meet in private. And it works. Being adaptable is part 
of this position.  


I think that one of the areas that we have found is those patients on the high risk scale, we're doing 
intensive case management and helping those patients get their mental health and physical needs met 
to help them stay out of the ED and hospital and also move toward health or the high care that is 
needed. So I'm focusing more on patients in the second to third tiers of risk. We want to help those 
people move toward health in the community outside of moving into that higher tier.  


I think one of the great advantages of this job is I'm able to use my behavioral health skills in identifying 
those patients with mental health and substance use disorders. And also embedded in that is looking at 
people's resiliency and resources, external and internal, and be a presence in their life.  


I understand we'll be addressing questions later, Ben?  


Yes, you will.  


Thank you both very much for that. It's wonderful to start off with an example, both from Dr. Sessums 
as well as from you all at Foresight on what this looks like in practice.  


Let's go a little bit deeper now into the definition that we've used for CPC for behavioral health 
integration. And as you just heard, behavioral health can address a range of mental and behavioral 
health issues. And we're going to touch on that range in just a second. But as a reminder, here's the 
definition on your screen.  
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"Behavioral health integration is an umbrella term for care that addresses any behavioral health 
problems bearing on health, including mental health and substance use conditions, stress-linked 
physical symptoms, patient activation, and health behaviors." And as you all know, in CPC, there is a 
focus on the integrated behavioral program and how it can include recognition, diagnosis, assessment, 
support, and treatment of persons with cognitive impairment, including Alzheimer's disease and other 
dementias. As you heard from Lisa just so eloquently right now, behavioral health has a vast array of 
resources that they can offer up at primary care that really does fall under this nice umbrella term we 
have here.  


So the intent behind milestone two is to really look at how you can leverage your risk stratification 
methodology to address behavioral health issues in your population. And we also heard that just now 
from both Greg and Lisa.  


We'll talk more about identification in a minute. But remember for 2014, it's not just about those at high 
risk. This is also about the rest of your population who may be facing challenges achieving their health 
goals.  


So why BHI, behavioral health integration? Well, as a reminder for those of you not on our first webinar 
where we initially introduced the topic, behavioral health integration is a high priority for primary care 
because of the prevalence of behavioral health in primary care. Consider that approximately 80% with a 
behavioral health disorder will visit primary care at least one time in a calendar year. And 50% of all 
behavioral health disorders are treated solely in the primary care space.  


And if we knew that referring these individuals out once we identified them was sufficient, we probably 
wouldn't be discussing integration at the level we are today. However, we know that the vast majority of 
referrals sent from primary care to outpatient behavioral health, patients simply don't make their first 
appointment. This means that we have an unprecedented opportunity in primary care to address the 
substantially unmet needs of patients with behavioral health.  


So, as many of you on this call know, studies demonstrating the inseparability of mental health and 
physical health abound. There appears to be bi-directionality of diabetes and depression, supporting 
that both mental and physical health impact on one another. And when depression and diabetes are 
both addressed, positive diabetic and depression outcomes are generated.  


Depression worsens chronic disease and is worse when co-occurring with chronic disease, more so than 
the impact of multiple chronic diseases without depression. Additionally, there's a persistent and 
significant relationship between depression and poor functioning with chronic disease. So it appears 
that clinical improvements in depression are associated with clinical improvements in aspects of chronic 
disease.  


However, when patients present in primary care with multiple chronic conditions and chronic diseases 
that include depression, the depression is sometimes not treated. This overlap between chronic disease 
and mental health suggests that this inseparable relationship is crucial and important on focus for care 
delivery.  
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Steps further CPC practices to be involved with behavior health integration really begin by declaring, in 
the first quarter, whether or not you're focusing on behavioral health integration, med management, or 
self-management support. And obviously, telling us how you are changing your practice and what you 
are doing to address issues like behavioral health is very critical. And once you've chosen your topic, 
responding to the questions about how you are changing your practice for behavioral health or for 
medication management and then showing your progress each quarter is truly helpful and essential.  


So let's just take a minute and consider the pathways to integration. First, many practices may only be 
coordinated with an external behavioral health entity. Some may not be at all.  


In the coordinated pathway, which you see here on the screen on the left-hand side, behavioral health 
and primary care physicians are working in their respective systems. Communication may be limited to a 
referral. And collaboration may be nonexistent, if it's there at all.  


If a practice is to enhance this approach, there's a few things to consider. First, what is the relationship 
like with the external behavioral health provider and or system? Is there a way to assess whether or not 
patients show up for their referral, if they're sent? And if so, how do the patients do? Can outcomes be 
tracked and shared? How can information about the patient be shared between practices in a way that's 
meaningful to the individual providers?  


Evidence has shown that patients often don't choose to follow up on referrals for this route. So that 
needs to be considered too.  


Our second pathway is around co-location, which is similar to coordination in that the behavioral health 
provider is still responsible for receiving referrals and treating mental health in a more specialty way. 
The difference here is that the behavioral health is quote, unquote "co-located" or on site. And within 
this model, there is more of a likelihood that the providers interact. But collaboration may still be limited 
since the behavioral health provider is busy with traditional mental health visits during the clinic day and 
may be unable to be flexible for other patients' needs.  


And then finally, being integrated, our final pathway here, allows for a more seamless access to 
behavioral health. And as I think Lisa demonstrated beautifully, she's available when the patients or the 
providers might need her. Pulling out patients and going in exam rooms or x-ray rooms, excuse me, to 
talk about what may be going on with the patient is really a hallmark of this integrated model, seamless.  


So referrals that are made to specialty mental health are often made by the behavioral health provider 
who see more patients for a range of mental health and chronic disease issues. In this pathway, warm 
handoffs are very common. And the behavioral health provider is often doing brief interventions and 
problem solving therapies rather than traditional mental health visits.  


So whatever your approach, it's important that you're able to assess if that approach is the right one for 
you. And if so, how can you improve it.  
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So let's get back to the bone of behavioral health integration. First, you have to be able to identify 
patients who you want to receive some type of behavioral health intervention. Using your risk 
stratification process, as we mentioned before, is definitely one avenue.  


It's important to consider the question, how are you identifying patients with co-morbid or underlining 
behavioral health conditions? So let me walk through a few examples of how.  


Well, if we consider that the lifetime prevalence of depression is about 17% and depression in primary 
care ranges anywhere from 10% to 30%, you can really start to assess your population and see those 
that may not necessarily have been identified. Further, we know from studies that depression is not 
recognized in 67% of primary care patients. So based on some of these national prevalence data, you 
can begin to assess where your practice is with prevalence of behavioral health diagnoses, like 
depression.  


Well, I know this is not new for many of you around risk stratification and has already been discussed 
just briefly. It is the backbone of CPC. But how can your risk stratification process help identify patients 
who may have a behavioral health diagnosis that may have gone undetected? For example, what 
happens if you look at some of your patients who do not have a behavioral health diagnosis and who are 
not showing improvement on some of their chronic disease? Is it possible that there's an underlying 
undiagnosed behavioral health condition? You can look at your cohort and begin to ask these questions.  


Are there ways to integrate behavioral health into your risk stratification process you're already working 
on now and refine it to make it more effective at identifying behavioral health? In some cases, offering a 
formal screening and using standardized measures may both find new cases and allow you to monitor 
those cases that you've already discovered. So let's consider the role of formal screening, just for a 
second.  


First, it's important to note that there are many ways to begin to identify behavioral health in your 
population beyond that risk stratification we talked about. Some of these you may already be familiar 
with. Examples may include the front desk administering a screener, the patient self-identifying with 
symptoms and then a screener is administered to confirm and assist that diagnosis. Or, quite common, 
providers may introduce a screener to help assess possible underlying behavioral health conditions.  


However, we know that screening in and of itself is not sufficient. Screening in and of itself does not 
improve outcomes.  


The United States Preventative Service Task Force has recommended not screening for depression in 
adults unless there are staff-assisted supports in place to take care of patients who screen positively. 
This means that following up with the patient after they have screened positive is one of the most 
critical components for improving behavioral health conditions.  


So consider, who is responsible for following up with the patients after the screen? Who stores the 
data? And where are those data stored? How often is the tool used in practice? And can the tool be 
used to monitor symptoms beyond the initial diagnosis?  
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Let me offer up an example for this in just a second. Before I do, let me show you all some measures 
that are very common in primary care.  


The measures that you see here, PHQ-9, AUDIT, you've heard some of these mentioned already on the 
call today. These are all available online. And you can find in your own leisure.  


But what you can see here is that many of these measures have very few items and don't take much 
time for the patient to complete. But more importantly, they don't take much time for you to score, 
which is really critical in the hustle and bustle and busyness of primary care, to be able to look very 
quickly at these screening tools, at these measures, and assess whether or not the clinical diagnosis that 
you were thinking is indeed accurate.  


Here's an example of an algorithm for depression treatment in primary care. And this is just one 
example. You'll see that the entire framework is built around the PHQ-9, which is the tool that I just 
showed you for depression. Since the nine item scale can give a total score and assess for things that are 
very important, like suicidality, decisions can be made instantly as to what may need to occur with the 
patient.  


For example, if the patient scores in the mild to moderate range, we know from evidence that it's not 
always a medication that needs to be prescribed first. In fact, if behavioral health providers are on site, 
it's possible that they are capable of delivering very brief problem solving interventions.  


However, the point of the slide is to show how one measure, the PHQ-9 in this case, can be used to 
serve two functions, assessment and then monitoring. Using this repeated measure over time allows for 
you and your practice to better understand how patients are doing with depression and other 
behavioral health diagnoses. Is it indeed working?  


Identifying behavioral health is not just about referring new cases that are identified. It's about treating 
the target. Treating the target gives you tools that you may not realize you had. It increases your 
comfort level with looking at how to treat certain mental conditions, like depression. Just as you use A1C 
as a measure for diabetes to assess how well your patients with diabetes are doing with their blood 
glucose, the PHQ-9 can be used repeatedly to assess the effectiveness of your interventions.  


It's also important to note that, since you will be collecting very important data, storing these data in 
structured or discrete fields is critical. If the behavioral health provider simply documents the score in a 
free text field, those data are much more difficult to extract and sometimes even more difficult to find. 
Many practices have taken to integrating the PHQ-9 into their vital sign list as a way that they can 
routinely access those data.  


So once you've identified patients who have behavioral health diagnoses, who treats them? Well, if 
behavioral health is not on site, there may need to be some type of relationship building with outpatient 
behavioral health providers in your community.  


First, do you know the behavioral health providers in your community? If not, what are some strategies 
that you can employ to meet them? If you want to rely on an enhanced referral system and coordination 
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of care to address behavioral health, are there ways you can track the referrals that you send to these 
outpatient providers? Are there ways that you can communicate to the behavioral health providers on 
the outside and find how your patient is doing?  


One of the benefits of having behavioral health on site is that oftentimes communicating about the 
progress of patients happens as you both see the patient. The referral and communication components 
are quite difficult in a standard set up and less problematic when behavioral health is on site.  


So what are the range of behavioral health services that are offered? Well, as seen on this slide, there 
are a range of behavioral health interventions that can be offered by behavioral health providers in 
primary care. Behavioral health providers may be well suited to address a range of behavioral health 
needs in primary care patients and potential functions of integrated behavioral health providers as 
depicted in this slide that you see in front of me.  


Let me start on the left-hand side with psychosocial barriers to care. Addressing psychosocial barriers to 
care, a significant portion of your population that comes to primary care have a psychosocial component 
associated with them, which directly and indirectly affect health outcomes. Barriers include social, 
cognitive, and behavioral factors that influence patient engagement and health status. Therefore, 
addressing these barriers, which may include social determinants of health, are very critical.  


Moving on to number two, addressing evidence-based interventions for lifestyle changes to improve 
physical health. Medical problems requiring behavioral or psychological interventions often result from 
challenging behavioral changes patients are asked to make to improve their health such as, diet, 
exercise, stress reduction, and medication adherence. Robust literature for redesigning primary care to 
better adjust health behavior change and balance as people die prematurely secondary to lifestyle 
choices more than anything else. So we need to consider roles that our behavioral health providers can 
play around these underlying health behavior interventions.  


The third step down here, addressing mental health and substance use problems. As I just described, 
our review and synthesis suggest that mental health and substance use concerns from the literature is 
really more about from identification to active treatment. And it represents a principle domain of need 
addressed by integrated behavioral health providers.  


Primary care providers, as we know from research, often under recognize or misdiagnose some of the 
underlying behavioral health conditions. And so with our behavioral health providers on site, we can 
now offer front line interventions for depression, anxiety, substance use, and others. So one 
improvement strategy for this particular category is clinical decision support tools with symptom-based 
protocols for referring to behavioral health specialists who can diagnose, treat, and track patient 
outcomes.  


Fourth, addressing the needs of patients with multiple chronic conditions. And this is really mental 
health and physical health concerns, which is the vast majority of patients presenting to primary care. 
When we consider the role that multi-morbidities have and multiple chronic conditions and how 
common they are and how they contribute to poor health behaviors, multi-dimensional treatment plans 
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often require interventions involving multiple health behavior change and or behavioral health 
interventions with pharmacotherapy. This is all about working in concert as a team and what role or 
what function does the team bring to play here to address the whole person concerns, the whole person 
needs.  


And I know we have a couple of questions coming in on this slide. So I'm going to wait on those in just a 
second. Let me work through this. And then we'll circle back around to those.  


Finally, the fifth piece here on severe mental health, addressing the needs of persons with severe 
mental illness is very important. And patients with severe mental illness have higher rates of mortality 
and greater prevalence of chronic disease when compared to the general population. And so addressing 
the needs in this population is critical.  


However, we know that these patients may have more severe behavioral health needs that need to be 
managed in specialty behavioral settings. Care managers and the like may help bridge the gap between 
primary care and specialty behavioral health settings for these individuals. It's still critical though, as has 
been pointed out, that you have the relationship with where you might send these patients to.  


So how do we build practice capacity? Well, we can start by offering up trainings on site. There are a 
multitude of programs online that allow for providers to learn more about behavioral health integration. 
And as I've mentioned, practices can start by getting to know those behavioral health providers in their 
community. You may be surprised at some of the behavioral health providers in your community and 
their interest in primary care.  


And then, finally, considering how you can have a shared workflow, as demonstrated really quite nicely 
by Lisa in one of the previous slides, and how the practice can help foster more of a team-based care 
mindset with the behavioral health provider included. So without a workflow, oftentimes providers are 
simply left to their own discretion as to how they want to involve behavioral health. And really, creating 
a more mature process to involve your team is essential in improving the outcomes of your patients.  


So finally, how can you, as a practice, better know where you are and where you need to go for 
integration? Well, there are a variety of tools available that allow practices to assess their integration 
status. Two, in particular, are listed here on the slide in front of you, the AIMS Center Patient-Centered 
Integrated Behavioral Health Care Principles and Tasks and the Integration Academy Self-assessment 
Checklist. This allows you to show how you've evolved your model, how you've improved it, and 
consider a baseline assessment of where you are now and then maybe even re-administering this tool 
over a time period of 6 and 12 months and see how you've changed.  


As a greater number of primary care practices and health systems begin to design and implement 
integrated behavioral health services, there's a growing need for quality measures that are rigorous and 
are appropriate to the specific characteristics of different approaches to integration. So more practices 
are faced with the challenge of finding measures that help assess the degree to which they're providing 
integrated health care.  
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So one tool I want to describe here, and you can see the URL there, is what we call the IBHC Measures 
Atlas. And this is accessible through the AHRQ Academy for Integrating Behavioral Health and Primary 
Care's main website. And really this atlas aims to accomplish three things. Number one, to present a 
framework for understanding measurement of integrated care. Number two, it provides a list of existing 
measures relevant to integrated behavioral health care. And finally, number three, it organizes the 
measures, by this framework, to help the user identify the most appropriate measure for your goals.  


So let me talk about the atlas really quickly. Why do we want to measure what care looks like? Well, 
these measures can help you understand the changes in your practice. And why would you be interested 
in that? Well, your practice will naturally evolve and improve as it relates to behavioral health.  


So currently on this website there are nine core measures and eight additional measures of integrated 
care available through the atlas. New measures are added frequently as people like you report measures 
that you found to be helpful in primary care.  


So there's three ways to search for a measure on the website. You can look by core measure, functional 
domain, or you can actually be guided to a measure. Each search option will lead you to a list of 
measures from which you can select from your area of interest.  


So we've gone through this pretty quickly. And I know I've seen the questions come up here. But in 
closing today's webinar and starting to move towards our question and answer section, this was really 
meant to provide a few starting places for practices around behavioral health integration.  


Let me turn back to our Foresight practice, who started off today's call.  


Greg and Lisa, I just said a whole lot of information. And I made it sound very simple. What did I leave 
out? What are some just thoughts that you might have based on the information that I just offered up?  


Well, I think that was a really good deep dive, as we call it, into the ultimate goal of integrated 
behavioral health. I think that what we've discovered, it really is important to change the mindset of the 
providers. I think that when we first started integrated behavioral health and having Lisa here, we were 
zeroed in on mental health issues. And many of our initial handoffs were regarding abnormal screening 
tests for depression or anxiety or substance use. And we kind of forgot about everything else.  


And now, as we've kind of matured in our process and as we talked about looking at a different risk 
strata of patients, we're now getting Lisa involved in a whole host of things including, weight 
management, goal setting, smoking cessation, managing a whole host of lifestyle things that we know 
patients know they need to do it. They've been educated on the importance of lifestyle changes. It's just 
a matter of getting them motivated to do it. And that's where Lisa's skill set comes in particularly handy 
is doing the motivational interviewing and identifying barriers and setting some short-term goals and 
getting patients at least started into making these changes that are so important for their long-term 
health.  


Great point.  
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Lisa, any closing thoughts from you?  


Yes, I think that a big focus of what I'm able to do here, and I'm thrilled to be able to do it, is working 
with people, my mission, my personal mission, to help promote people's engagement in their own 
health in a health care environment. And I'm able to do that here by teaching skills and strategies and 
also taking the focus we are more than our illness, so helping people recognize that.  


Well, excellent. Well, as anticipated, we already have a couple of questions just for our Foresight 
practice.  


So Krystal, let me ask you, if you don't mind. What are the questions that we have for both Greg and 
Lisa?  


Sure. The first question is for Lisa. What are your credentials?  


I'm a LCSW, licensed clinical social worker. And I practiced in private practice for over 25 years and 
volunteered in communities that I lived in with people who were homeless and had high needs.  


Great, thank you.  


Our second question is, what type of reimbursement for Lisa's services can be billed through in the 
primary care setting?  


This is Dr. Reicks. That's a good question. We really haven't explored that much in our practice. We're 
basically funding Lisa through the payments that we're getting from the payers as part of CPCI. And so 
we're not billing for any of her services right now.  


Going forward, as time evolves, we hope that the payers recognize the value of this and will continue to 
provide some global payments to practices who provide this service. So when we're negotiating new 
contracts with payers now, we let them know that we have this service. And our expectation is that 
we're unique and we're different. And we expect to be paid in a different manner than practices that 
don't have this service.  


Thank you. And there were several questions around that. So I think that you covered most of the 
questions around how you're billing in your practice.  


I don't see any other questions-- oh, I have one more. How often should practices be giving the PHQ-9, 
Audit, GAD-7, Mood Disorder Questionnaire, et cetera? Each visit? Or is there a particular frequency?  


Let me start with that one. And then I want to know, Foresight, what you all do.  


So for those of you in practice, as I mentioned, the importance of these measures is that you have a 
baseline assessment of the patient's status on that particular condition. The importance of repeated use 
of these measures is to see how well the patient is improving over time. There's nothing that prevents 
you from doing these measures every time the patient comes in the door. We know, for example, with 
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the PHQ-9, it asks about the last two weeks of the patient's life. It says things like, in the last two weeks, 
have you been experiencing, fill in the blank. And it goes through the questions.  


This is really one of those decisions that practices need to make themselves, if they're being 
administered at the annual physical, every time the patient comes in the door. I worked in one practice 
where every patient that was given a diagnosis of diabetes simultaneously received a PHQ-9 screener. 
So there's multiple ways that you can use this.  


But the critical piece here is you have to be able to answer the question, are patients improving in their 
care? And if you're not using measures to really assess how a patient is or is not improving, then it begs 
the question, well, what are you doing to assess that?  


So Dr. Reicks and Lisa, how do you all administer? And how often do you administer?  


Well, what we decided to do here is we're administering the PHQ-9 to every patient over the age of 13 
on an annual basis. So that's our baseline. And so we're doing that now. We're collecting that data now 
and recording the results in our EHR in a structured data format. And then, depending on the score, that 
sort of determines follow-up screening.  


So for patients who have a score greater than 15, which would indicate more severe depression, there's 
an intervention. Something happens. And then those patients come back in four to six weeks and are re-
screened with the same tool.  


For patients with a score between 10 and 15, what we're really doing right now is most of those patients 
are having a warm handoff or getting together with Lisa at some point. And then we're sort of leaving it 
up to Lisa, based on what her intervention is, on when those patients are re-screened. But we're telling 
Lisa, we want those patients re-screened within six months or so.  


For patients under 10, we're really not re-screening them other than at an annual revisit, if they come 
back in.  


Now we're also using the GAD-7 and the AUDIT-C as part of our screening process. So everyone's getting 
a GAD-7 and an AUDIT-C, which is for alcohol use, on an annual basis.  


Same process for the GAD-7 if it's a positive screen above a score of-- I can't remember right now what 
score. But if it's above a certain score, those patients are also getting re-screened at four to six weeks for 
that.  


We haven't quite figured out about re-screening using the AUDIT-C whether it's really useful to re-
screen people with AUDIT-C or not. We're still debating on what's a positive AUDIT-C, what's not a 
positive AUDIT-C. But it at least alerts the providers and Lisa if we think there's an issue with alcohol use. 
And there's a brief intervention around that.  
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So before we leave this topic, let me just point to the screen again. And maybe now that we're talking 
about this, I can show you all the algorithm. This is exactly what was just described. And as you see here, 
this is from a particular practice that we worked with in Texas.  


The re-administering of the tool was done in four to six weeks. And this is based on, obviously, it takes 
time for patients who are being given an intervention, whether it's a pharmacological intervention or it's 
a behavioral intervention, it's going to take time for that to work. So looking four to six weeks out 
subsequent to the intervention or routinely given intervention, you can start to assess, is there a score 
change? And then re-administering that over time until you reach your target range.  


Many practices that we've worked with in the past, unfortunately, have had patients with the same 
diagnosis of depression for months and months and years and years. And I'm sure some of you have 
seen the cases of patients who are on the same dose of SSRI for years. There's really reasons to start to 
look at the effectiveness of those models for treating things like depression and using tools like this, or 
algorithms like this, to inform us.  


Thank you, Ben. We have another question. This one's also about Lisa and her workflow.  


Lisa, how do you work with your care manager in your practice? And also, is there any overlap or 
different referral patterns from the providers? And also, how do you use risk stratification in deciding 
which patients to see?  


I was fortunate, when I came to this practice, that there's a part-time care manager for each of the 
physician providers. And they are all highly, highly skilled, so a tremendous gift to be able to work 
together. They each follow up with all of the patients in the high risk categories. We also have meetings 
every other week to look at the risk stratification and patients' needs.  


Our work is very collaborative. We sit next to each other, visit about the patients and their needs and 
what each of us are doing. We also visit and are able to ponder, how are we effective? And we question 
ourselves and what we're doing. And that's very helpful.  


Thank you. The next question is, how do you protect your behavioral health notes in your integrated 
chart or your EHR?  


This is Dr. Reicks. That's an excellent question. Because we had a lot of discussion around this topic 
when we first started this project. Because we have a health information exchange here in Grand 
Junction. And right now, all of our progress notes that we create as providers within our office are 
automatically uploaded to the health information exchange and part of the patient's virtual health 
record it's called. And those notes can then be accessed by providers who are credentialed properly 
throughout the community. And so we had a lot of concerns about the regulations around behavioral 
health and counseling and actually sought some legal input into that.  


And the way we're doing that now is Lisa is documenting within our clinical record. She documents in a 
progress note, just like the providers do. She's very general in what she's talking about. She doesn't talk 
or document issues that might be more sensitive to that particular patient.  
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And we feel like what she's documenting does not meet the standard for a psychotherapy note, which is 
what the attorneys have told us should be protected within a chart. And so that's the way she's 
documenting. And those notes are being uploaded. At this point, we feel comfortable that we're not 
violating any regulation in that regard.  


And this is Ben. I just want to chime in on that. This is a really important distinction. For those of you 
that are new to this space, what Dr. Reicks just pointed out and the difference between a progress note, 
or a process note, and psychotherapy note, it's important. But it also goes back to what we've described 
in this webinar today, which is the function of behavioral health in primary care.  


Providing population-based interventions on the team in primary care is not specialty mental health. 
And so how these are documented and how these are stored within the EMR is really almost like a 
different way of practicing behavioral health. So it's important for those of you that are conceptualizing 
your model to really think through that role, the function of behavioral health, and then, therefore, look 
at the documentation according to that.  


And Dr. Miller, as a follow-up to that, what kinds of credential are common for behavioral health 
practices in primary care?  


It's a great question. Really, when we start to look at who the behavioral health providers are in 
practice, we start to ask the questions around the functions. What are the functions necessary for the 
primary care practice to have on site integrated behavioral health?  


And sometimes you may have functions that are more consistent with a discipline like social work, so 
social worker. Sometimes you may have functions that are more consistent with a discipline like a 
psychologist. It really begs the question for the practice to assess their population that they're serving 
and then start to decide which behavioral health provider might be the best for us.  


But the most credentials that we see are psychologists, social workers, licensed professional counselors, 
marriage and family therapists. Sometimes certified addiction counselors are very common in primary 
care and to look at psychiatry as well. But as we all know, there's not a lot of psychiatrists that are 
available out there in our population that we could use at the level of intervention that we've described 
today.  


I think that's really helpful to hear all the different varieties of professionals you could have working in 
your clinic to achieve this integrated behavioral health.  


Can you describe-- I don't know if this is better for Foresight or for you, Dr. Miller. But one of the 
questions is to briefly describe those first steps that you took when you began doing this 
implementation process. And for Foresight in particular, were you previously using any behavioral 
health screening tools? Or was this newly implemented when Lisa came on board?  


Why don't you all take that one, Dr. Reicks?  
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OK, well I guess maybe the second question first. We had been doing some screening with the PHQ-9 
tool for reporting for meaningful use and some other reporting. But the big difference has been the 
intention now of getting Lisa involved in those people who have a positive screen and having 
appropriate follow-up screening. We really weren't doing any of that really to determine if what we 
were doing was effective or not. So we now have much more intention on getting follow-up measures of 
how patients are doing with the screenings.  


The first part, I guess, was more, I think, just making the decision on how we were going to use Lisa 
within our practice and really focusing on not strictly mental health type of issues but expanding that to 
really a whole host of things that can have negative outcomes on patients' health.  


I see one of the questions is, how many providers per BHP? So we have three providers here, two mid-
levels. The use of Lisa varies significantly by provider.  


We have one provider here who still practices in a very paternalistic style and really feels like he can 
manage most of his patients' health care needs and uses Lisa very little. And then we have myself who I 
use her a lot. So it's going to vary. Your providers are going to really vary in how they're going to use the 
behavioral health provider.  


So we have typically only two physicians in the practice each day. But Lisa's patient volume has averaged 
anywhere from probably 5 to 15 warm handoffs a day. And we expect that's going to get even busier as 
we get more comfortable with her skill set and what she's able to do.  


So I think certainly one behavioral health provider for two physicians works well. I think that if you're a 
really busy practice, one physician per behavioral health provider could even work.  


Great point, Greg. And I'm glad you said it that way. I will just give a couple of heuristics here for those 
of you interested in this topic of workforce.  


The Department of Defense, a few years ago, proposed one of our first ratios of behavioral health to 
primary care that we had ever seen, which was one behavioral health provider to four primary care 
physicians. But I think, as what Dr. Reicks just described, what we're seeing now is that the demand, 
especially from a population-based approach has been discussed today, it is a little bit higher than that. 
We want more behavioral health presence.  


So one paper that came out recently looked at one behavioral health provider for every 2,500 patients. 
And that includes other various components, such as the care manager, that have been mentioned 
today. So it's a great topic that no one's figured out the right number yet. But it definitely depends on 
the population that you're serving and how often you think you're going to utilize the behavioral health 
services, as was discussed.  


OK, so the next question. Does Foresight do a periodic review of patients under active treatment? How 
does the practice track patients in treatment to assess their goal?  
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Well, this is Dr. Reicks again. What we've done is we've taken these screening tools and the scoring 
behind the screening tools and we've developed, basically-- I don't want to say a flow chart. But we're 
entering all of this data into a structured format. And then we've got-- I've lost the word, [INAUDIBLE] 
flow sheet, where, just like we're tracking pro time INRs on a regular basis, we put the scores for these 
screening tests into a flow sheet. So the behavioral health person can click on that flow sheet and see 
what the scores have been over the course of time in one simple view. So that's kind of the way we're 
tracking response to treatment is through repeated screenings and scoring of these and mapping those 
into a flow sheet.  


And we're working [INAUDIBLE].  


And what was the next question?  


OK, so the next question I see is, does Foresight track improvement of depression using a diagnosis 
code? Or is there another way that you're tracking it in your practice?  


No, as I said before, if a patient scores greater than 10 on their screen, they're re-screened at some 
point. For those more severe, re-screening sooner takes place. And that's really the way that we're 
tracking response to treatment is with using the PHQ-9 and seeing what their scores are over time.  


OK, great. Thank you. And let's see the next question. So it's another question for Lisa.  


Do all of your patients come to you via warm handoffs? Or are some patients actually scheduled to 
spend time with you?  


People are invited to schedule, if they would like a follow-up to the warm handoff meeting. And some 
people do. I explain that this isn't a therapy session and that I meet from 15 minutes to 30 minutes. And 
I need to be available for the providers to call me out of the room.  


And the follow-up meetings are often about coming back to skills or strategies. If someone's having a 
grief response, checking back in with them. I do make follow-up phone calls also. But I'm really trying to 
avoid having my schedule busy with appointments so that I am available for the immediate needs.  


So if you do have a patient come back and you feel that they need ongoing therapy, do you have a 
certain clinic that you refer to?  


Yes, depending on their insurance. And I'm new to this community. So I'm getting to know providers 
who take different insurance and sliding scale. So it really depends on the patients' needs, the provider's 
expertise, and the payment avenue. And that takes some time getting to know the community in that 
way.  


I'm going back to something that Dr. Miller talked about is that when I do meet with providers in the 
community, I'm emphasizing the importance of shared information, not the details of patients' lives, but 
that they get back with the providers. And also, I'm helping with the diagnostic information going to the 
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people that I refer to. So we're trying to silo less and have more coordination, with patients' consent. 
The patients are a part of that decision.  


So about how many patients would you say you see in an average week?  


I don't know. [LAUGHING] I haven't even gone back and looked at that.  


Some days, as Dr. Reicks said, the low would be five or six. And some days it's as high as 15. It really 
varies. And there's other meetings throughout the week also. But I look at the providers' schedules. And 
when they're booked, I keep my schedule as open as I can.  


Great. Well, I think one last question that I see. Do you know about how long the warm handoff takes 
when you receive a patient?  


We're getting that down. So whether it be the nurse practitioner, the physician's assistant, or one of the 
physician providers, they're asking me to come in, introducing me with the patient in the room, and 
explaining what the patient concerns are. So there's that.  


I don't know. What would you say? It's a three minute, two to three minute engaged handoff.  


And that helps so much. Because the patients are really connected with their providers. And I'm silent 
during that time, taking notes and looking at the patient, looking at the provider. And there's a joining 
that happens in that silence.  


And then they come to wherever I'm meeting that day. So it's not very long.  


It's a warm handoff with the patient in the room with you?  


The patient is present and hearing what I hear. So they know what I know.  


That's a really important point. I want to highlight that just for a second.  


There's many models on how to do this. But I think it's always very nice for the patient, if you think 
about the patient experience, to have the person they have the relationship with, their primary care 
provider, introduce the other member of the team. It normalizes behavioral health. It allows for the 
seamless transition of that care to a new provider that's going to be working side by side with the 
person they have that relationship with over time.  


It's a beautiful way to do this. And we've actually seen many times, the primary care providers, it allows 
for further rapport building with their patient. For example, if the primary care provider is seeing a 
patient and the behavioral health provider comes in, they may start with a very simple overview of that 
patient, highlighting some of the amazing clinical changes that that patient has made over the last five 
years.  


You know, Ms. Smith, I want to introduce you to Lisa. She's our behavioral health provider here.  
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Lisa, Ms. Smith has done some amazing things to manage her diabetes the last year. Let me tell you 
about a couple of these.  


And then, however, we're finding that, of recently, she's having some difficulty in managing some of the 
emotions that come up with her diabetes. I was hoping that today we could spend some time talking 
about what we could do to help her here.  


And so there's many ways that you can work this. But really, you think about it from the patient's 
perspective and how that team is now surrounding the patient and how you, as the primary care 
practice, can introduce them to someone that's really there to help.  


And may I jump in, Ben, with that?  


Yeah, please.  


We're laughing right now. We spent some time figuring out kind of that elevator speech of walking in 
the room. And it's evolved. It's not rote now. It's really evolved.  


But the topic is, I'm here as the integrated health provider. And I'm not medical. And that's all I need to 
say for people to take off.  


Go ahead.  


Yeah, I think that's a good point. We kind of went through a whole host of ways to introduce Lisa. We 
weren't really sure we wanted to even have the word behavioral in there. Because there was so many, I 
think, red flags that would sometimes go up in patients' minds when they heard that.  


And so I think the providers are all doing it a little bit differently. But we're introducing Lisa as our health 
coach, our health educator, our instructor to good health, whatever just happens to pop into my head at 
the moment, depending on the patient's needs. But I'm trying to kind of stay away from too much 
complicated language that might raise some red flags for the patient.  


And let me remind everybody that's listening today, as I highlighted at the beginning, there are multiple 
ways to address behavioral health in your practice. We've been spending a lot of time the last 20 
minutes talking about the integrated model and what that looks like when the behavioral health 
providers are on site. But it's very critical for you to understand those other avenues and pathways to 
achieve behavioral health integration within your practice.  


So I just want to remind everybody that today. It's not one size fits all, as they say.  


Krystal?  


OK, so I have time, I think, for one quick question and then a follow-up question. The first question's for 
Lisa.  







New York Office Hours transcript, Jan. 23, 2014   20 


What do you wear when you're seeing the patients? Are you wearing scrubs? Are you wearing a white 
coat? Are you wearing professional clothes? I know sometimes that can affect your relationship with 
your patient.  


[LAUGHING]  


I am in this office where people are really good dressers. So I'm probably the low on the totem pole of 
professional dress. I wear office attire.  


OK.  


Go ahead.  


OK, so the next question really is, as you've adapted this behavioral health integration into your practice, 
what are some of the challenges that you faced? And then, what are some of those next steps that you'll 
be taking to help your practice continue to grow?  


Yeah, this is Dr. Reicks. I think the challenges that we faced at the onset was truly finding the right 
person. People who have training in traditional counseling, this is really a complete shift of the way 
they've been trained necessarily and the way they handle patients.  


So at the onset, if you're going to be talking to people in the community or bringing someone into your 
practice to do this work, they need to kind of understand that this is not traditional counseling work 
where patients will be scheduled to see them every 40 to 50 minutes. This is different. It's what we call 
high impact brief intervention type of counseling. And that's really the key, I think, is finding the right 
person, having them understand really what we're interested in and what our goals are within the 
practice.  


Thank you. So I just want to close today and just explain what we have coming up next as far as learning 
opportunities. On Thursday, March 20 we have our CPC attributions refresher. The next open mic is also 
Thursday. And then we have our next really intense look into self-management support scheduled for 
March the 25th.  


And now I just want to thank you all for attending. We hope that you found this presentation 
informative. And thank you all for your wonderful questions.  


We can exit this session by clicking on the File menu option at the top left of your screen and select the 
option to leave the session. You will be taken to a post webinar survey that needs to be completed in 
order to receive credit for attending this presentation. Thank you and have a wonderful day.  
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Two Views of SMS


• Portfolio of tools and techniques to help 


patients change behavior


• A fundamental transformation of the patient 


caregiver relationship into a collaborative
partnership.


Tom Bodenheimer, MD, UCSF







Self-Management Support vs 
Shared Decision Making


• SMS – Any patient with a 
chronic condition or risk 
factor


• SMS – Changing health 
behaviors, building 
confidence


• SMS – Goal setting and 
action planning about 
behavioral goals


• SDM – Preference-
sensitive conditions


• SDM – Specific treatment 
decisions, understand 
options


• SDM – Condition-specific 
tools, often videos about 
a specific procedure or 
condition







• Patient Education
─ Information and skills are 


taught


─ Usually disease-specific


─ Assumes that knowledge 


creates behavior change


─ Goal is compliance


─ Teachers are health care 


professionals 


─ Didactic


• Self-Management
─ Skills to solve patient-


identified problems are 


taught


─ Skills are generalizable 


to all chronic conditions


─ Assumes that confidence 


yields better outcomes


─ Goal is to increase self-


efficacy


─ Teachers can be 


professionals or peers


─ Interactive


adapted from Bodenheimer, Lorig, et al JAMA 2002;288:2469.
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Milestones of SMS Implementation


• How are you assuring that goals are patient driven?


• How are you implementing action plans?


• How are providers actively engaged in SMS? Others on team?


• What tools have you developed or adopted that prompt and 
support SMS with all patients who need them?


• What ongoing training is provided for staff in SMS/coaching?


• How are you documenting SMS goals for ongoing follow-up?


• How do you assure patients know what to do when they go home?


• Do you have peer support groups or mentors?
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Announcing a new service for our patients 
on multiple medications! 


 
We now provide Medication Management at NO cost to you! 


    
OUR PHARMACIST WILL HELP YOU  


 
• Understand the purpose of your medications 


• Learn how to take your medications such as if you should 


• Avoid foods or alcohol and what to do if you miss a dose 


• Make decisions on how to reduce cost 


• Know if all your medications can be used together 


• Make decisions about over-the-counter medications 


• Develop an action plan that helps with the way you use 
your medication 


How Can You Help? 
Bring all your medication bottles  


including over-the-counter medications  
to your visits. 
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This strategy addresses 
CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 


• 1.2: Planned Care for 
Chronic Conditions and 
Preventive Care 


• 1.4: Patient and Care 
Giver Engagement   
 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  


 


 


 


FYI: The Colorado region 
hosted an event focused on 
health literacy on Dec. 18. 
Check the Collaboration site 
for recording and materials 
to be posted in early 
January 2015. 
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This thumbnail image shows how Sherry 
Fisher modified this patient tool to improve 
Sam’s management of his insulin. She color-
coded the categories and added simple icons 
to indicate time of day. Within three months 
of using this tool, her patient’s A1c dropped 
from 10.5 to 7.3. This tool is posted on the 
Collaboration website here. 


CPCPracticeSpotlight33 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Check for Literacy When Evaluating Patient Self-Management Skills 
Warren Clinic – Jenks office, Jenks, Oklahoma; system affiliation; 3 physicians, 1 RN; 4,500 patients 


Situation: In April 2014, a Jenks physician asked Patient Care Manager Sherry Fisher, BSN, RN, to help “Sam” 
(patient name changed to protect privacy) with his diabetes self-management skills. “Fired” by his previous 
physician, Sam struggled with proper insulin dosing and, consequently, his HgbA1c was hovering around 10. 
During Sam’s office visit, the physician observed Sam was reluctant to answer questions, did not bring in his 
insulin logs and would not engage with the physician. Frustrated by Sam’s behavior and out of concern for the 
patient’s health, the physician reached out to Sherry for assistance. 


When Sherry met with Sam, she began by asking him how he 
measured his Novolog (insulin) units. Sam shrugged off the 
question with a vague “whatever I need” type of response. 
Then she picked up a Novolog pen to set the number of units, 
which prompted him to remark, “Oh, the orange one. Do you 
mean the number of clicks?”  


Sam’s remark reminded Sherry of her experiences when she 
had worked as a school nurse with elementary-age children. 
This prompted her realization that Sam could not read. 


Strategy: Sherry altered a Novolog chart with icons and color-
coding for Sam.  She delivered the new charts to his house, 
where she sat down with him to explain how he would track 
his insulin use. 


Not only could he “teach back” the color coding to her, he did 
so with an enthusiastic grin. “I understand now,” he told her. 
“I take the green one at night and the orange one with 
meals.” 


Sam was due for a follow-up in 30 days, but he showed up at 
the Jenks office two weeks later. Proudly, he handed over 
completed insulin logs, and more importantly, he had 
questions about how to take care of himself. Between his 
monthly appointments, Sam would call the office weekly to 
check-in with Sherry. Three months later, not only had Sam’s 
A1c improved to 7.3, but he joined the practice’s Patient and 
Family Advisory Council.  


Looking back, Sherry could identify several earlier cues that showed Sam needed help with written materials. 
When Sam first came to the practice, he always brought his wife, who completed his paperwork. When she fell ill 
and could not attend his visits, he would tell the staff that he had forgotten his glasses and asked them to fill out 
any forms. Sam would not bring in his insulin logs, and he did not ask questions or engage with providers, often 
deflecting with humor or changing the subject. 


To help identify and better engage patients with low literacy, the Jenks clinic cross-trained staff to recognize 
signs that patients may need assistance. Asking to take home their paperwork, having difficulty following 
directions for taking medications, or like Sam, consistently “forgetting” their glasses may be signs of possible 
low literacy. Now trained to recognize low literacy, the staff volunteer to help these patients with their 
paperwork and they flag the patient’s record so other staff knows to alter their teaching styles accordingly.  


When teaching self-management to patients, Sherry will ask, “What is the best way for you to learn new things? 
Watching TV? Reading about it on the internet?” Patients who learn from watching may need more help with 
written materials. If your office is producing new materials, Sherry suggests asking a third or fourth grader to 
read and explain the content so that you can be sure the content is understandable at that reading level. 


Lastly, Sherry emphasizes that her goal is always to provide every patient the “utmost care with the utmost 
dignity.” It is important to remember that patients frequently hide their struggles with understanding 
materials and directions because they are ashamed. Reaching out to patients in a way that respects their 
dignity and contributions opens opportunities for effective and collaborative engagement. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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Hicken Medical Clinic is led by solo-practitioner Michael Hicken, MD, in Hillsboro, 
Oregon, a suburb west of Portland. The clinical staff includes three PAs, one 
behavioral health specialist, two nutritional therapists, a care coordinator and a 
small team of support staff. The clinic also has a full-time QI specialist. Together 
they serve 6,200 patients. The clinic’s EHR vendor is eClinicalWorks and the practice  
website is http://www.hickenmd.com/. 


 


When Michael Hicken, MD, enrolled his practice in CPC, he saw it as a way to make 
things happen. 


“CPC is a structured framework to make positive changes that I was already 
contemplating yet didn’t have the focus or direction to implement,” he said.  


Dr. Hicken saw he alone could not drive practice transformation. He continued, “I have 
learned that it is very difficult to do quality improvement without dedicating time and 
resources to it. When I hired Mallori Jirikovic (the practice enhancement and QI 
specialist), I felt like we were going to be able to move out of the fog and develop some 
clear objectives.” Hired in September 2013, Mallori manages data and tracks the 
practice’s CPC Milestone work. 


He continued, “My biggest realization is that CPC requires a team approach with the whole practice involved if we are 
going to make meaningful changes.” One of those team-based changes was integrating shared decision making into 
the practice’s daily workflow. 


Hicken Medical Clinic’s Shared Decision Making Approach 
The Hicken team followed a framework of criteria as it researched decision aids for the practice. First, they wanted 
aids that met the International Decision Aids Standards for quality and content. Second, they preferred tools with  
a step-by-step approach that clearly compared risks and benefits. Third, the 
tools needed to integrate with the patient portal and patient health record 
preferably in a digital format that kept the office paperless. Finally, the tool 
should help patients understand their choices and help them communicate 
their preferences. Another desirable feature was the tool would include the 
option to create a summary of the patient’s decision that could be 
documented within the patient record. 


They found Healthwise’s Knowledgebase feature offered interactive 
decision aids that patients could access through the patient portal and later 
access the decision summary as well. The Healthwise “Decision Point” tools 
also offered an array of tools addressing preference-sensitive conditions 
and treatment that met the clinic’s current needs with the ability to easily 
add other topic areas in the future.  


Before implementing their SDM process and tools, the clinic decided to test 
two decision aids along with a new workflow (see next page for illustration) 


 
Michael Hicken, MD 


Milestone 7:  
Shared Decision Making 


The key components: 
1. A condition where legitimate 
treatment options exist and the 
scientific evidence can clarify the 
options but doesn’t present a clear 
best choice 


2. A decision aid that helps the 
patient to understand the evidence 
and think through the choices 


3. The opportunity to engage with 
the provider in making the decision 
(shared decision making) 



http://www.hickenmd.com/

http://ipdas.ohri.ca/

http://www.healthwise.org/products/knowledgebase.aspx





Hicken Medical Clinic’s workflow for shared decision making with a behavioral-health related condition 


 


with a small population of patients. They started with “Should My Child Take Medication for 
ADHD?” and “Depression: Should I Take an Antidepressant?” 


They chose these preference-sensitive conditions/treatments because they occur nearly daily 
in the office’s usual workflow, which afforded providers and the medical assistant staff 
adequate opportunity to test and adopt the workflow.  


They also chose conditions/treatments that would support the clinic’s newly expanded 
behavioral health integration services. Because visits related to behavioral health are 30 or  
60 minutes versus a 15-minute general visit, these visits afforded more flexibility to introduce 
SDM to the patient with limited disruption to the overall schedule during the adoption phase. 


Later, as the SDM process became more fluid for the team members, they added “Low Back Pain: Should I Have an 
MRI?” Like the other topic areas, low back pain is a common complaint among the practice’s patient population. 


“We identify eligible patients during pre-visit planning or they will self-identify during the patient visit,” Mallori 
Jirikovic said. “If we know before the visit, we will alert the behavioral health specialist, the PAs and the physician as 
needed so they can all participate in the decision conversation. Obviously, some patients will prefer to think about the 
options and come back. We’ll set up the follow-up appointment and give them a summary to take home.” 


Staffing Patterns 
Hicken Medical Clinic’s staffing patterns have remained the same as shared decision making was integrated into the 
office workflow. In the near future, shared decision making may be integrated into the clinic’s proactive population 
management model.  


 
Mallori Jirikovic, 
practice enhancement 
and QI specialist 



http://www.mainequalitycounts.org/image_upload/Patient-Provider%20Partnerships%20(P3)%20Pilots%20-%20Shared%20Decision%20Making%20-%20Low%20Back%20Pain%20-%20Available%20Tools.pdf
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Overcoming Barriers 
The Hicken team says shared decision was the most difficult CPC Milestone for the clinic to implement due to multiple 
barriers that needed to be addressed simultaneously. Active communication – both listening and sharing – 
underscored their ability to work through each challenge thoughtfully and with full team participation in solutions. 


Adding technology: The Healthwise decision aids are interactive, digital tools. To ensure patient privacy during 
viewing the tools, the practice provides patients with laptops to use in exam rooms to view the decision aids. The 
laptops were purchased with CPC funds. Patients can also browse educational materials on the laptops. 


Culture and education: Shared decision making is a new concept in family medicine for providers and patients alike. 
The Hicken team discusses CPC Milestones as a standing agenda at all-hands and clinical staff meetings, and the team 
sets aside time to discuss the specifics of shared decision making and how it differs from patient education. The 
practice website also features information for patients. 


Time: Although staff members were leery that SDM would disrupt daily workflow, they found that SDM was similar  
to most new processes in that employees were flustered at the beginning of implementation. Once the steps became 
more familiar, efficiency resumed and workflow smoothed out.  


Measurement: Learning how to track and measure implementation of 
the decision aids without creating extra burden for staff took some 
effort. Currently the staff tracks completion of the decision aid manually 
through a structured data point in the office visit progress note. 
eClinicalWorks is currently helping the practice create an analytics 
dashboard to track rate of use, which they expect to deploy this summer. 
Once the dashboard is up, the clinic will share data monthly with all 
providers and staff to further encourage improvement, engagement and 
adoption. 


The practice says the ideal solution for tracking would be for the EHR to pick up use and completion metrics directly 
from the patient portal, which they have proposed to the EHR vendor. 


What Patients Have to Say About Shared Decision Making 
Hicken Medical Clinic surveys patients about shared decision making and other CPC work using the CAHPS survey and 


by using a quarterly electronic survey with questions chosen from the SDM 
domain of the CAHPS question bank.   


Patients can offer comments in a free text area, and to date, the responses 
have been positive and something they value, said Mallori, although the 
practice sees room for improvement and expansion. 


One anonymous response clearly showed that the culture of shared decision 
making was a positive part of the patient’s experience. “I love that I can 
contribute to my care and appreciate being treated like someone who knows 
their body and whose comments are valued.”  


Another comment echoed that sentiment, “Excellent care. I feel like I’ve finally found a doctor who cares about the 
patient and who really invests thought into understanding my issues and coming up with solutions with me.” 


Mallori said the positive comments affirm the practice is clearly communicating its mission and vision. 


“Our proudest moment in CPC has been recognizing that our patients appreciate our improvement efforts,” she 
noted. “They want to be involved and provide us with constructive feedback on our journey. CPC has given us the 
motivation to put the tools we have into use to improve care for our patients and families.” 
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Introduction to the Pathways Guide, May 2015 


The Pathways Guide to CPC is a resource for practices, payers, and other health 


care organizations who are working through change efforts similar to those in CPC. 


The CPC Key Drivers and Changes presents a high-level view of the actions required 


to achieve the CPC aims of improved care, better health for populations, and lower 


cost. CPC practices have been working through the CPC Milestones to make these 


changes in their practices, build this capability, and deliver comprehensive primary 


care. CMS, CPC payers, and regional stakeholders have been working together to 


build the Environment to Support Comprehensive Primary Care (Driver 5).  


You can use the Key Drivers and Changes as a navigational aid to understand how 


the CPC practices are delivering care and how CMS, our payer partners, and 


regional stakeholders are supporting this care delivery. The Key Drivers and 


Changes identifies the actions or drivers necessary to achieve the CPC aims and the 


changes (Change Concepts) that those actions or drivers require. The radial diagram 


below provides a visual representation of the drivers and changes. It is found 


throughout this guide and highlights the connection between drivers, changes, and 


change concepts. For each Change Concept you will find multiple search terms to 


explore applicable resources in this portfolio – resources that demonstrate not only 


“what” should be in place to do this work, but also some suggested “hows” or 


change tactics. 


Practice change is difficult and complicated and this complexity is reflected in the 


multiplicity of search terms for each Change Concept identified in the Key Drivers 


and Changes. 


 


 


The resources in this Pathways portfolio are the artifacts of real practice learning 


and change. They include selected web-based presentations through which 


practices shared their work with each other, miniature case-studies (Spotlights) 


through which practice changes are explored, video discussions, and a variety of 


tools and resources practices have used as they iteratively test and implement 


changes in the way they deliver care. You will see a diverse set of examples, 


representing the heterogeneity of practices engaged in CPC. In addition, a summary 


document outlines the work going on in each region to build the environment to 


support primary care in each CPC region. 


As you use this Pathways Guide It will be helpful to understand the relationship 


between the CPC Milestones and the Key Drivers and Changes. The Key Drivers and 


Changes provide the theory of action for CPC: how properly supported primary care 


will produce better care, smarter spending, and healthier people. The CPC 


Milestones are the corridors of work through which the CPC practices have been 


developing the capabilities identified in the Key Drivers and Changes.  CPC practices 


are accountable to CMS for the Milestones and report progress quarterly through a 


web portal.  In this Guide you will be able to search by the CPC Milestones as well to 


understand the changes practices are making through each Milestone. 


In CPC we are learning with and from the practices, payers, and regional 


stakeholders about the changes necessary to improve care, achieve better health 


outcomes, and lower the cost of care.  We hope this CPC Pathway’s Guide reflects 


that process and captures some of what has been learned. 







Primary Driver – 1.0 Comprehensive Primary Care Functions 


 
 


 


Introduction to Driver 1  
CPC practices have developed capabilities in the delivery of five comprehensive 
primary care functions to achieve better health outcomes and improve the 
experience of care, as well as reduce the cost of care through improvement in care. 
In the examples that follow you will see how CPC practices 


1. Improve access to care fully informed by the medical record, building 
relationship through continuity of care and maintaining continuity in 
management of acute and chronic conditions. 


2. Use teams to provide planned, proactive care for chronic conditions and 
preventive care, integrate behavioral health services, and manage 
medications to maximize efficiency, effectiveness and safety. 


3. Address the health of both the individual and the practice population 
through risk stratification of their practice population, management of 
transitions in care, and practice-based care management for those at 
highest risk. 


4. Engage patients, families, and caregivers in the management of their own 
health and health care and in the way the practice provides that care. 


5. Coordinate care across the medical neighborhood, serving as the hub of 
care for their patients, systematically bridging care handoffs and 
transitions, and linking to community-based resources to support their 
patients.  
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Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 


1.1 


 
Access and  
Continuity 


A:  Optimize timely 
access to care 
guided by the 
medical record. 


 


 


• Provide 24/7 access to provider or care team for advice about 
urgent and emergent care, for example: 


• Provider/care team with access to medical record 
• Cross-coverage with access to medical record 
• Protocol-driven nurse line with access to medical record 
• Expanded hours in evenings and weekends with access to the 


patient medical record (e.g., coordinate small practices to provide 
alternate hours office visits and urgent care). 


• Use alternatives to increase access to care-team and provider, such 
as e-visits, phone visits, group visits, home visits and alternate 
locations (e.g., senior centers and assisted living centers). 


• Provide same-day or next-day access to a consistent provider or 
care team when needed for urgent care or transition management. 


• Provide a patient portal for patient-controlled access to health 
information. 


• Milestone 3, Milestone 3 action group,  
24/7, access, asynchronous access, 
continuity, e-visit, empanel, enhanced 
access, group visit, portal, virtual office 


• Milestone 6, care compacts, care 
contracts, HIE, information exchange,  
medical neighborhood 


B:  Empanel all patients 
to a care team or 
provider.   


• Empanel (assign responsibility for) the total population, linking each 
patient to a provider or care team. 


• Milestone 2, Milestone 2 action group, 
continuity, empanel 


C:  Optimize continuity 
with provider and 
care team. 


• Measure continuity between patient and provider and/or care 
team. 


• Use scheduling strategies that optimize continuity while accounting 
for needs for urgent access. 


• Use a shared care plan to ensure continuity of management 
between within the practice and with consultants (for high risk 
only). 


• Ensure that all providers within the practice and all members of the 
care team have access to the same patient information to guide 
care. 


• Milestone 2, Milestone 2 action group, 
care management, care plan, care 
team, continuity, high risk, highest 
need 


• Milestone 3, Milestone 3 action group, 
24/7, continuity, enhanced access, 
process measures  


• Milestone 6, Milestone 6 action group, 
care coordination, medical 
neighborhood 
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Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 


1.2 


 
Planned Care for 


Chronic 
Conditions  


and Preventive 
Care 


A:  Use a personalized 
plan of care for 
patients at high risk 
for adverse health 
outcome or harm.  


 


• Engage patients at highest risk in ongoing development and 
refinement of their care management plan, to include integration 
of patient goals, values and priorities. 


• Use the Medicare Annual Wellness Visit with Personalized 
Prevention Plan Services (AWV with PPPS) for Medicare patients. 


• Milestone 2, Milestone 2 action group, 
care management, care plan, 
continuity, high risk, highest need, 
patient engagement, patient 
experience, motivational interview, 
reflective listening 


B:  Proactively manage 
chronic and preventive 
care for empanelled 
patients.  


• Provide patients annually with an opportunity for development 
and/or adjustment of an individualized plan of care, including 
health risk appraisal; gender, age and condition-specific 
preventive care services; plan of care for chronic conditions; and 
advance care planning. 


• Use condition-specific pathways for care of chronic conditions 
(e.g., hypertension, diabetes, depression, asthma and heart 
failure) with evidence-based protocols to guide treatment to 
target.  


• Use pre-visit planning to optimize team management of patients 
with chronic conditions. 


• Use panel support tools (registry functionality) to identify 
services due. 


• Use reminders and outreach (e.g., phone calls, emails, postcards, 
patient portals and community health workers where available) 
to alert and educate patients about services due.  


• Milestone 2, Milestone 2 action group, 
care coordination, care management, 
care plan, end of life, evidence based 
decision, high risk, panel management, 
patient engagement, patient 
experience, motivational interview, 
pre-visit planning, reflective listening 


• Milestone 3, Milestone 3 action group, 
communication, portal 


• Milestone 5, continuous quality 
improvement 


• Milestone 7, Milestone 7 action group, 
shared decision making 


 


C:  Manage medications 
to maximize efficiency, 
effectiveness and 
safety. 


• Periodic medication reconciliation.  
• Coordinate medications across transitions of care settings and 


providers. 
• Integrate a clinical pharmacist as part of the care team.  
• Conduct periodic, structured medication reviews. 
• Develop a medication action plan for high-risk patients. 
• Provide collaborative drug therapy management for selected 


conditions or medications. 
• Provide support for medication self-management. 


• Milestone 2, Milestone 2 action group, 
advanced primary care strategies, care 
plan, collaborative drug therapy, high 
risk, medication management, 
medication reconciliation, pharmacy, 
self-management support 
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Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 
 D:  Use team-based care 


to meet patient needs 
efficiently. 


• Define roles and distribute tasks among care team members, 
consistent with the skills, abilities and credentials of team 
members to better meet patient needs.  


• Use decision support and protocols to manage workflow in the 
team to meet patient needs. 


• Manage workflow to address chronic and preventive care, for 
example through pre-visit planning or huddles. 


• Enhance team resources with staff such as health coach, 
nutritionist, behavioral health, pharmacy and physical therapy as 
feasible to meet patient needs.   


• Milestone 2, Milestone 2 action group, 
behavioral health, care coordination,  
care team, coach, culture, pharmacy, 
pre-visit planning, workflow  


• Milestone 5, continuous quality 
improvement  


 


E:  Offer integrated 
behavioral health 
services to support 
patients with 
behavioral health 
needs, dementia and 
poorly controlled 
chronic conditions. 


• Ensure PCPs and other clinical staff has been trained in principles 
of behavioral health care and are able to handle routine 
behavioral health care needs. 


• Include use of non-clinical staff to provide screening and 
assessment of behavioral health care needs. 


• Ensure regular communication and coordinated workflows 
between primary care and behavioral health providers.  


• Conduct regular case reviews for at-risk or unstable patients and 
those who are not responding to treatment. 


• Use the registry function of the EHR or a shared registry to 
support active care management and outreach to patients in 
treatment. 


• Integrate behavioral health and medical care plans and facilitate 
integration through co-location of services when feasible. 


• Milestone 2, Milestone 2 action group, 
advance primary care strategy, 
behavioral health, care management, 
case management, high risk, MDQ, 
PHQ, workflow 


• Milestone 6, Milestone 6 action group, 
care compacts, care contracts, 
communication, medical 
neighborhood,  referrals 
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Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 


1.3 


 
Risk-Stratified Care 


Management 


A:  Assign and adjust risk 
status to each 
patient. 


• Use a consistent method to assign and adjust global risk status 
for all empanelled patients to allow risk stratification into 
actionable risk cohorts. 


• Milestone 2, Milestone 2 action group, 
care management, empanel, panel 
management, risk stratification 


B:  Use care 
management 
pathways 
appropriate to the 
risk status of the 
patient. 


• Use on-site practice-based or shared care managers to 
proactively monitor and coordinate care for the highest risk 
cohort of patients. 


• Use panel management and registry capabilities to support 
management of patients at low and intermediate risk. 


• Milestone 2, Milestone 2 action group,  
care management, care manager, care 
coordination, care coordinator, care 
plan, high risk, panel management, risk 
stratification 


C:  Manage care across 
transitions. 


• Routine and timely follow-up to hospitalizations. 
• Routine and timely follow-up to ED visits. 


• Milestone 6, Milestone 6 action group, 
follow up, HIE, information exchange, 
transitions in care 


 


  







 
Primary Driver – 1.0 Comprehensive Primary Care Functions 


Comprehensive Primary Care Initiative Change Package and Driver Diagram   11 


 







 
Primary Driver – 1.0 Comprehensive Primary Care Functions 


Comprehensive Primary Care Initiative Change Package and Driver Diagram   12 


Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 


1.4 


 
Patient and 
Caregiver 


Engagement 


A:  Integrate culturally 
competent self-
management support 
into usual care across 
conditions and provide 
condition-specific 
support for self-
management of 
common conditions. 


• Engage patients, family and caregivers in developing a plan of 
care and prioritizing their goals for action, documented in the 
EHR. 


• Incorporate evidence-based techniques to promote self-
management into usual care, using techniques such as goal 
setting with structured follow-up, Teach Back, action planning 
or Motivational Interviewing. 


• Use tools to assist patients in assessing their need for support 
for self-management (e.g., the Patient Activation Measure or 
How’s My Health). 


• Provide a pre-visit development of a shared visit agenda with 
the patient. 


• Provide coaching between visits with follow-up on care plan 
and goals. 


• Provide peer-led support for self-management. 
• Provide group visits for common chronic conditions (e.g., 


diabetes). 
• Provide condition-specific chronic disease self-management 


support programs or coaching or link patients to those 
programs in the community. 


• Provide self-management materials at an appropriate literacy 
level and in an appropriate language. 


• Milestone 2, Milestone 2 action group, 
care plan, coach, family engagement, 
group visit, motivational interview, 
PAM, patient engagement, pre-visit 
plan, referrals, reflective listening, self-
management support, teach back 


• Milestone 6, Milestone action group, 
medical neighborhood, referrals 


B: Shared decision making. • Use evidence-based decision aids to provide information about 
risks and benefits of care options in preference-sensitive 
conditions. 


• Routinely share test results, along with appropriate education 
about the implications of those results, with patients. 


• Milestone 7, Milestone 7 action group, 
communication, decision aid, 
preference sensitive conditions, 
patient engagement, patient 
summary, reflective listening, shared 
decision making 


C:  Engage patients and 
families to guide 
improvement in the 
system of care. 


• Regularly assess the patient experience of care through 
surveys, advisory councils and/or other mechanisms. 


• Communicate to patients the changes being implemented by 
the practice. 


• Milestone 4, Milestone 4 action group, 
CAHPS, communication, patient 
experience, patient family advisory 
council, surveys 
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Secondary 
Driver Change Concept Change Tactics (Examples) Suggested Search Terms  


to Locate Applicable Resources 


1.5 


 
Coordination 


of Care Across  
the Medical 


Neighborhood 


A:  Establish standard 
operations to manage 
transitions of care.  


 


 


• Formalize lines of communication with local care settings in 
which empanelled patients receive care to ensure documented 
flow of information and clear transitions in care. 


• Partner with community or hospital-based transitional care 
services. 


• Milestone 2, Milestone 2 action group, 
care coordination, care management 


• Milestone 6, Milestone 6 action group, 
communication, HIE, information 
exchange, medical neighborhood, 
transitions in care 


B:  Establish effective care 
coordination and active 
referral management 


• Establish care coordination agreements with frequently used 
consultants that set expectations for documented flow of 
information and provider expectations between settings. 


• Track patients referred to specialist through the entire process. 
• Systematically integrate information from referrals into the 


plan of care. 


• Milestone 2, Milestone 2 action group, 
care coordination, care plan, 
integration, workflow 


• Milestone 6, Milestone 6 action group, 
care compacts, care contracts, follow 
up, HIE, medical neighborhood, 
referrals, transitions in care  


C:  Ensure that there is 
bilateral exchange of 
necessary patient 
information to guide 
patient care. 


• Participate in Health Information Exchange if available.  
• Use structured referral notes. 


• Milestone 6, Milestone 6 action group, 
care compacts, care contracts, care 
coordination, HIE, medical 
neighborhood, referrals, transitions in 
care 


D:  Develop pathways to 
neighborhood/ 
community-based 
resources to support 
patient health goals. 


• Maintain formal (referral) links to community-based chronic 
disease self-management support programs, exercise 
programs and other wellness resources with the potential for 
bidirectional flow of information. 


• Provide a guide to available community resources. 


• Milestone 2, Milestone 2 action group, 
self-management support 


• Milestone 6, Milestone 6 action group, 
care compacts, care contracts, care 
coordination, communication, medical 
neighborhood, referrals 


E: Manage referral 
networks to meet 
behavioral health needs 
not available in the 
practice. 


• Develop formal referral relationships with mental health and 
substance abuse services in the community. 


• Milestone 2, Milestone 2 action group, 
behavioral health integration 


• Milestone 6, Milestone 6 action group, 
care compacts, care contracts, medical 
neighborhood, referrals 
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Introduction 


CPC practices use the population-based payments they receive from multiple commercial and 
public payers to deliver comprehensive primary care. They are strategic in their use of these 
alternate payment resources to build and sustain the capability to deliver the comprehensive 
primary care functions and are investing in the analytic capability they will need to meet the health 
care needs of their population with attention to the cost of care. 
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Secondary 
Driver Change Concept Change Tactics (Examples) 


Suggested Search Terms  
to Locate Applicable Resources 


2.1 


 
Strategic Use of 


Practice Revenue  


A:  Use budgeting and 
accounting processes 
effectively to transform 
care processes and build 
capability to deliver 
comprehensive primary 
care. 


• Develop a process for prioritizing practice changes 
necessary to improve patient outcomes and population 
health. 


• Invest revenue in priority areas for practice 
transformation. 


• Use accounting and budgeting tools and processes to 
allocate revenue. 


• Milestone 1, budget, expense, financials, fiscal, 
investment, revenue 


 


B:  Align practice productivity 
metrics and 
compensation strategies 
with comprehensive 
primary care.  


• Use productivity measures that include non-visit related 
care.  


• Incent effective team-based care. 


• Milestone 1, budget, expense, financials, fiscal, 
measure, payroll, revenue, shared savings 


2.2 


 
Analytic Capability  


A:  Build the analytic 
capability required to 
manage total cost of care 
for the practice 
population. 


• Train appropriate staff on interpretation of cost and 
utilization information. 


• Use available data regularly to analyze opportunities to 
reduce cost through improved care. 


• Milestone 1, budget, expense, financials, fiscal, 
investment, utilization 


• Milestone 5, analytic capability, clinical quality 
measure, feedback reports, outcome measures, 
utilization 
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Introduction 


CPC practices are rapidly changing how they provide 
care, using data provided by the payers and 
measurement in the practice and at the level of the 
care team to guide these changes. This effort requires 
active and engaged leadership, staff with commitment 
and improvement skills, and the allocation of time and 
resources to the process of practice change and 
improvement. 
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Secondary 
Driver Change Concept Change Tactics (Examples) 


Suggested Search Terms  
to Locate Applicable Resources 


3.1 
Internal 


Measurement and 
Review 


A:  Measure and improve 
quality at the practice 
and panel level. 


• Identify a set of EHR-derived clinical quality and 
utilization measures that are meaningful to the practice 
team. 


• Regularly review measures of quality, utilization, patient 
satisfaction and other measures that may be useful at 
the practice level and at the level of the care team or 
provider (panel). 


• Use relevant data sources to create benchmarks and 
goals for performance at the practice level and panel 
level. 


• Milestone 5, analytic capability, CAHPS, clinical 
quality measure, continuous quality improvement, 
feedback reports, measure, utilization  


 


 
3.2 


 
Culture of 


Improvement 


A:  Adopt a formal model for 
Quality Improvement and 
create a culture in which 
all staff actively 
participates in 
improvement activities. 


• Train all staff in quality improvement methods. 
• Integrate practice change/quality improvement into staff 


duties. 
• Engage all staff in identifying and testing practices 


changes. 
• Designate regular team meetings to review data and plan 


improvement cycles. 
• Promote transparency and accelerate improvement by 


sharing practice level and panel level quality of care, 
patient experience and utilization data with staff. 


• Promote transparency and engage patients and families 
by sharing practice level quality of care, patient 
experience and utilization data with patients and 
families. 


• All Milestones, communication, culture of 
improvement, integration, outcome measures, 
patient engagement, process measures, workflow 


• Milestone 5, analytic capability, clinical quality 
measure, continuous quality improvement, 
feedback reports, utilization, CAHPS 


B:  Ensure full engagement 
of clinical and 
administrative 
leadership in practice 
improvement. 


• Make responsibility for guidance of practice change a 
component of clinical and administrative leadership 
roles.  


• Allocate time for clinical and administrative leadership 
for practice improvement efforts, including participation 
in regular team meetings. 


• Incorporate population health, quality and patient 
experience metrics in regular reviews of practice 
performance.   


• All Milestones, culture of improvement 
• Milestone 1, budget 
• Milestone 4, Milestone 4 action group, CAHPS, 


patient experience, surveys  
• Milestone 5, clinical quality measures, continuous 


quality improvement outcome measures, 
population health, process measures 
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Secondary 
Driver Change Concept Change Tactics (Examples) 


Suggested Search Terms  
to Locate Applicable Resources 


C:  Active participation in 
shared learning. 


 


• Share lessons learned from practice changes (successful 
and unsuccessful changes) and useful tools and resource 
materials with other practices.  


• Engage with other practices through transparent sharing 
of common measures used to guide practice change. 


• Access available expertise to assist in practice changes of 
strategic importance to the practice.  


• Milestone 8, communication, culture of 
improvement 
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Introduction 


CPC practices are adapting workflows to fully 
use the capabilities of the electronic health 
record (EHR) to manage patients and 
population.  Through EHR-based quality 
reporting they link quality measurement and 
improvement to daily clinical care and 
documentation. Participation in regional 
health information exchanges, when 
available, helps them to more effectively 
bridge the seams of care in their medical 
neighborhood. 
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Secondary 
Driver Change Concept Change Tactics (Examples) 


Suggested Search Terms  
to Locate Applicable Resources 


4.1 


 
Continuous 


Improvement of 
HIT 


A:  Align with the 
Meaningful Use (MU) 
program to improve EHR 
function and capability. 


• Use an ONC-certified EHR. 
• Align practice changes for Comprehensive Primary Care 


with MU requirements. 


• Milestone 9, EMR, meaningful use, ONC 
 


B:  Develop practice 
capacity for optimal use 
of EHR 


• Identify staff with responsibility for management of EHR 
capability and function.  


• Cross-train staff members in key skills in the use of HIT to 
improve care. 


• Convene regularly to discuss and improve workflows to 
optimize use of the EHR. 


• Engage regularly with EHR vendors about EHR 
requirements to deliver efficiently the five CPC functions 
and for EHR-based quality reporting. 


• All Milestones, analytic capability, culture of 
improvement, eCQMs  


• Milestone 9, EMR, HIMSS, meaningful use, ONC 
 


4.2 


 
Data Exchange 


A:  Enable the exchange of 
patient information to 
support care. 


 


• Connect to local health information exchanges, if 
available. 


• Develop information exchange processes and care 
compacts with other service providers with which the 
practice shares patients. 


• Use standard documents created by the EHR to routinely 
share information (e.g., medications, problem, allergies, 
goals of care, etc.) at time of referral and transition 
between settings of care.  


• Use non-clinician workflows to systematically enter 
structured clinical data from external (e.g., paper and e-
fax) sources into the EHR. 


• Milestone 2, Milestone 2 action group, care 
coordination 


• Milestone 6, Milestone 6 action group, care 
compacts, care contracts, follow up, HIE, 
information exchange, medical neighborhood, 
transitions in care 


• Milestone 9, meaningful use 


4.3 


 
EHR-Based 


Quality Reporting 


A:  Develop the capability 
for practice- and panel-
level quality 
measurement and 
reporting from the EHR. 


• Develop capability for practice-level reporting of Clinical 
Quality Measures derived from the EHR. 


• Develop capability for panel-level reporting of Clinical 
Quality Measures derived from the EHR.  


• Develop capability for electronic transmission of quality 
reports. 


• Milestone 5, analytic capability, CQM, EMR, panel 
management 
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Introduction 


To meet the aims of CPC, practices need to 
operate in an environment that is 
supportive of the changes in care that they 
are making. Commercial and public payers 
have aligned with CMS in this alternative 
payment model, providing a population-
based payment and the opportunity for 
practices to share savings.  In each region 
there have been efforts to aggregate or 
align the delivery of data to practices and 
the demands for quality reporting from 
practices. Through a multi-stakeholder 
process the CPC initiative is engaging with 
regional stakeholders to create the 
environment to support comprehensive 
primary care and to align CPC with regional 
and statewide health care reform efforts. 
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Secondary 
Driver Change Concept Change Tactics 


Suggested Search Terms  
to Locate Applicable Resources 


5.1 


 
Engaged 


Community 


A:  Engage stakeholders with an 
interest in better care, better 
health outcomes, and lower 
overall cost of care in support of 
CPC practices. 


• Engage consumers, employers, unions and other regional or 
local entities in support of CPC practices. 


• Engage policy-makers at the regional or state level in the 
work of CPC. 


• Ensure that other regional or state primary care improvement 
efforts are aware of and can align with CPC. 


• Culture of improvement, 
payment, population health, 
revenue, shared savings 


B:  Support processes that integrate 
care across the Medical 
Neighborhood. 


• Engage hospitals, nursing facilities, pharmacies, other 
ambulatory providers and community-based services in 
efforts to improve coordination of care. 


• Care coordination, medical 
neighborhood, population 
health 


5.2 


 
Aligned Payment 


Reform 


A:  Use population-based payment 
to purchase comprehensive 
primary care services. 


• Prospectively align every member or beneficiary with a 
primary care provider, care team or practice. 


• Provide a per-member or beneficiary per-month supplement 
to fee for services for comprehensive primary care services. 


• Use a methodology shared with practices to risk adjust per 
member/beneficiary per month payment. 


• Align standards for Comprehensive Primary Care services. 


• Culture of improvement, 
payment, population health, 
shared savings 


B:  Provide actionable and timely 
cost and utilization data to 
practices. 


 


• Provide at least quarterly reports of timely data, by provider 
and practice, of services received by beneficiaries from 
outside of the primary care practice. 


• Notify providers and practices of ER visits and admissions, as 
soon as possible. 


• Engage with practices to improve the usability and 
functionality of data reports. 


• Analytic capability, high risk, 
medical neighborhood, 
population management,  


C:  Reward practice actions to reduce 
total cost of care through shared 
savings or other mechanism. 


• Use shared savings or similar methodology to reward 
achievement of better care, better health outcomes and 
lower total cost of care. 


• Provide regular data that practices can use to guide practice 
changes to create shared savings. 


• Seek alignment between payment incentives and contract 
terms and the five Comprehensive Primary Care functions. 


• Analytic capability, outcome 
measures, payment, revenue, 
shared savings 


D:  Align quality measures. • Seek alignment on all three types of CPC quality measures 
(quality of care, patient experience and cost of care) with 
CMS and other major payers in the market. 


• Clinical quality measures, 
expense, patient experience, 
revenue, shared savings  
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An Initiative of the Center for  
Medicare & Medicaid Innovation 


 
Practice Spotlight  April 11, 2014 


CapitalCare Medical Group of upstate New York has 10 CPC sites that all 
chose to pursue the Patient and Family Advisory Council option for 
Milestone 4 (Improve Patient Experience). In this week’s Spotlight, 
CapitalCare shares how they planned and recruited for the councils as 
well as how insights gleaned from council input have sparked a range of 
changes in their practices.  


“We’ve been working so long at putting the patient at the center,” said Kathleen Mattice, BSN, RN, PCMH-CCE, 
director of clinical services for CapitalCare Medical Group, “but we’ve been doing it around them through 
processes and outcomes. The councils are our way of saying ‘You are our partner. We want to hear the good and 
the bad.’”  


The concept of engaging patients and families wasn’t new to 
CapitalCare. During its previous work in a PCMH project, the 
medical group had used survey data to shape some aspects of the 
medical home. While the information was generally useful, all  
10 CPC practices agreed the surveys only skimmed the surface  
of patient engagement needs. The practices collectively decided 
the PFAC approach would provide up-close and actionable 
feedback that was specific to their sites, staff and workflow. 
Additionally, the council approach could foster an ongoing 
conversation about patient care as the practice continued its path 
toward comprehensive primary care. 


CapitalCare’s 10 CPC sites all held initial PFAC meetings in the third 
quarter of 2013 and successfully repeated meetings for all sites in the fourth quarter. During each site’s weekly 
CPC meeting, PFACs are a standing agenda item for ongoing planning for the quarterly meetings. This timing 
ensures all team members are aware of the process and can contribute as well as make decisions as needed. 
This lessens the burden on individual members and spreads  
the work over several weeks. 


“The PFAC has given us specific ideas of how to improve our 
care, “said Carol Braungart, FNP-BC, from the Internal 
Medicine Nott Street site. “Our patients provide us with their 
perceptions and ideas of what they want from their health 
care provider, enabling us to move health care to a higher 
level.”  


“Of all our CPC work, the value from the outcomes with the 
PFACs is obvious,” said Brittany Bardin, MBAH, clinical quality 
analyst. “We can plainly see how we directly and indirectly  


“Participating in PFAC fosters 
harmony between the patient and 
caregiver visions for compassionate 
and comprehensive therapeutic 
relationships, which motivate us to 
seek out one another in the first 
place.” 


Cindy Chan, MD 
Internal Medicine Nott Street 


 


From left: Cindy Chan, MD, and Brittany Bardin, 
MBAH, clinical quality analyst 







CPC practices are encouraged to refer to 
the Program Year 2014 Implementation 
and Milestone Reporting Summary Guide, 
pages 21–22 and 49–52, to review the 
options for Milestone 4, including Patient 
and Family Advisory Councils. 


Collaboration Site Resources 
Visit the CMS Partner Collaboration site for 
resources and materials related to PFACs: 
https://collaboration.cms.gov/. To access 
these hyperlinks, you must be a registered 
user and logged in to view those pages. 


Creating a Patient and Family Advisory 
Council in Your Practice (5-page PDF) 
Step-by-step guidelines to creating your 
PFAC, including logistical considerations for 
your meetings as well as a sample phone 
script for inviting participants. 


Virtual Site Visit on Milestone 4: Improving 
the Patient Experience, National Learning 
Session, Aug. 25, 2013  
Practices share their approaches to 
surveying and creating a Patient and Family 
Advisory Council.   


National Partnership for Women  
& Families Webinar Series 
This series takes a closer look at strategies 
and methods for engaging patients and 
families in your efforts to improve care and 
build a comprehensive primary care.   


• Part 1: Patient and Family Centered 
Care and Engagement Best Practices 


• Part 2: Building a Patient & Family 
Engagement Infrastructure and 
Selecting and Orienting Patient and 
Family Advisors 


• Part 3: Evaluating Impact: Continuous 
Assessment of Patient & Family 
Engagement Efforts 


• Part 4: Sustaining Your Patient and 
Family Advisory Council  


affect patients and what specifically we do that meets our 
patients’ needs.” 


Getting Started: Inviting Patients and Families 
Physicians at each CPC site drew up a list of candidates who 
would be willing and appropriate to invite to the PFAC. 
Qualifying criteria were that participants would be a mix of 
new and long-standing patients and family members. Some 
long-standing patients were also the parents of pediatric 
patients, which provided a multi-generational perspective 
to the care experience. Candidates needed to provide their 
own transportation to meetings. Physicians didn’t shy away 
from inviting the “grumbler” patients either. All perspectives 
were welcome.  


To ensure 10 to 15 participants in each site, invitation 
letters signed by physicians were sent to about 25 patients 
per site. Everyone who responded was asked to 
participate; a few respondents were designated as back up.  


The resulting dynamics of CapitalCare’s councils vary by 
site. Council participants at the three internal medicine 
sites are slightly older than those at the seven family 
practice sites. Council sizes range from six to 12 
participants.  


“We gave the sites free range to build their own agendas,” 
Julie Adamec, manager of clinical quality initiatives said. 
“Our only guidelines were that staff should have defined 
roles and responsibilities, and they would make sure the 
participants in the meetings clearly understood the 
parameters of the council.” 


CapitalCare site managers have been directing the 
meetings, borrowing guidelines the group has used with 
support groups for patients with diabetes. Their tasks 
include timekeeping, explaining the privacy of health 
information and defining the topics that pertain directly to 
the practice site. This helps the discussion stay on track and 
generates feedback that is pertinent to the site. Meetings 
generally last one to two hours. 


Where to Meet 
Some councils meet at the practice site after hours in the 
waiting area or meeting rooms if available. One practice 
with extended evening hours takes the participants out to 
dinner rather than meet on site while the office is busy.  
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What to Talk About 
Physicians drop in at the start of meetings to thank 
participants and to encourage them to provide frank input. 
Knowing that their presence can be distracting or 
intimidating, physicians then leave to allow the site 
managers to run the rest of the meeting. 


To kick-start conversation at the initial meetings, site 
managers opened discussion with lines such as “this is what 
we have heard in the past” and then let council members 
expand on that. Generally these starters came from 
previous survey responses. 


“Sure, this can feel like heading off into the unknown,” medical director Lou Snitkoff, MD, FACP, admitted.  
“We know we’re not perfect, but the feedback to date has been thoughtful, fair, constructive and actionable.” 


A patient at an internal medicine site PFAC broached a difficult topic: 
how to complete Advance Directives paperwork. Surprisingly, the 
entire council was interested, prompting CapitalCare to bring in  
a subject matter expert from the community to discuss this at an 
upcoming meeting. 


At a family practice PFAC, a care manager nurse described her role  
in the practice’s approach to comprehensive care. Participants were 
impressed and appreciative but also unaware that these services 
were available to help patients. The other CPC practices are now 
interested in slating a care manager to present at their upcoming 
PFAC meetings. 


Subsequent meetings have included discussion about the launch of CapitalCare’s patient portal and how to 
communicate this new feature to the patient population. Members of CapitalCare’s Information Services (IS) 
department attended these meetings to demonstrate the portal, explain the technical aspects and answer 
questions about capabilities. 


“I was really impressed with the level of engagement,” Alicia Sikora, director of marketing and communications 
said. “We understand that patients have trepidation about using portals, but it was great to hear their 
suggestions and then see how we could put those suggestions into action.” 


To date, PFAC feedback has influenced changes ranging from all staff wearing name tags to new walk-in hours 
for same-day visits. Comments garnered from the patient portal rollout led to provision of one-on-one tutoring 
on how to use the new features. (See March 28, 2014, Spotlight article for a complete list of changes.) 


“Don’t hesitate to try a PFAC,” Kathleen advised. “People tend to expect the worst, but the positive far 
outweighs the negative. It’s been fulfilling to take the constructive comments and do something meaningful for 
our patients that they have asked for and can appreciate.” 


Would your practice shine in the Spotlight? Please email Belinda McGhee, belinda.mcghee@tmf.org, with your 
story suggestions.  


 


“It makes such a difference to have 
new walk-in hours in the morning 
where I can come in and get a flu 
shot or been seen for a sick visit.  
I really feel like you are 
accommodating your patients’ 
schedules and varying needs.” 


PFAC participant 
 


 


Louis Snitkoff, MD, FACP, medical director for 
CapitalCare Medical Group, and Alicia Sikora, 
director of marketing and communications  



mailto:belinda.mcghee@tmf.org
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Aug. 22, 2014 


This strategy addresses 
CPC Milestone 7. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Shared Decision Making Helps Patients Make Cost-Efficient, 
Safe Choices for Lower Back Pain Radiological Assessments 
Brunswick Family Practice, Troy, New York  
Independent; 1 physician; 1,200 patients 


Situation: Patients with lower back pain and no indication of nerve damage (red flags) 
often request unnecessary and expensive radiology services. Research suggests that an 
MRI, which costs approximately $1,500, is “unlikely to avert a procedure, diminish 
complications or improve outcomes.”1 


Strategy: Analysis of the top diagnosis 
codes in his practice helped James Aram, 
MD, select radiological screening options 
for patients with lower back pain as a focus 
for shared decision making in February 
2013. This issue was clinically relevant to 
his patient population, and research clearly 
showed opportunities to lower costs and 
reduce unnecessary radiation exposure.  


After consulting with their EHR vendor 
(Medent) to develop the appropriate data 
collection and reporting functions,  
Dr. Aram’s team developed a video 
decision aid patients could view from a 
laptop while in the examination room.  


Their workflow initially hinged on  
Dr. Aram’s examination of the patient, but 
they found smoother solution was to train 
the practice nurse to screen patients 
during the initial intake interview. Patients 
with low back pain viewed the video before meeting with the doctor; this not only helped 
the patients to understand their options for diagnostic screenings better; it also 
introduced the patients to treatment strategies before meeting Dr. Aram. This “preview” 
strategy prompted a second refinement to the workflow. Patients citing lower back pain as 
their chief complaint are directed to view the video through the patient portal before the 
appointment. This also allows the patient to share information at home with caregivers or 
family and offers greater opportunity for the patient’s involvement in shared decision 
making with the provider. 


As of May 2014, practice data show 79 percent of eligible patients had viewed the decision 
aid, and radiology studies among eligible patients had dropped more than 4 percentage 
points. In addition to reduced costs associated with fewer radiological studies, no patient 
adverse events have occurred since implementing this strategy into the practice. 


 1 Johns Hopkins Medicine news release, Dec. 12, 2011. http://www.hopkinsmedicine.org/news/media/releases  
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Terry Stimac, PhD, licensed clinical psychologist, and Kathleen 
Howard, MS, director of patient care and clinical support at 
Oregon Medical Group 


An Initiative of the Center for  
Medicare & Medicaid Innovation 


Practice Spotlight 7 March 7, 2014 


In PY 2014, CPC practices will select one of three advanced primary care strategies — behavioral health integration 
(BHI), comprehensive medication management (MM) or support for self-management (SMS) — to build their 
practices’ capability to provide comprehensive primary care. Each strategy may require refining your methodologies 
or enhancing your care team resources. In the coming weeks, the Practice Spotlight articles will highlight practices 
that have taken on these new strategies and share their “boots on the ground” approaches for this work. 


More than one in three people in the Eugene metro area sees an Oregon Medical Group 
physician as their primary care provider. Employing more than 120 practitioners across  
13 clinical sites, Oregon Medical Group is a physician-owned independent practice offering 
primary care in family practice as well as audiology, dermatology, gastroenterology, lab 
services, obstetrics, gynecology, otolaryngology, physical therapy, radiology and imaging 
services. Two practice sites are enrolled in CPC with about 21,000 empanelled patients.  


Oregon Medical Group is well underway with 
integrating behavioral health specialists (BHS) in its 


two CPC practices and has started a pilot project of tracking improvement 
among patients with diabetes and depression. Kathleen Howard, MS, 
director of patient care and clinical support, is delighted with how far the 
group has come and how quickly they made it happen. 


“Of course CPC funding was a kick-start,” she said. “But revenue is just 
one part of the picture until payer reform happens. When we started out, we looked at the whole picture. What 
would staffing patterns look like? How do we access other providers in the community? How will we know we’re on 
the right path?” 


The Eugene health care community is like every other health care community in this country: It has unique local 
characteristics that require institutional knowledge and working relationships with key providers. 


To help Oregon Medical Group navigate the local health care environment as well as the payer expectations,  
Terry Stimac, PhD, a licensed clinical psychologist came 
on board in July 2013 as a subject matter expert and 
consulting psychologist. Terry’s previous experience 
included serving as director of outpatient behavioral 
health at PeaceHealth, a large health care system in 
Oregon.  


“Terry’s insight helped us steer through the community 
dynamics and helped us form a feasible model by 
coordinating with the local health plans,” Kathleen 
said.  


Terry and Kathleen started planning for the integration 
of BHSs by matching reimbursements with clinical 


Although Oregon Medical Group is 


working with BHS as part of its 


team, it is not required to do the 


work of BHI for Milestone 2. 







CPC practices are encouraged to 


refer to the Program Year 2014 
Implementation and Milestone 
Reporting Summary Guide, pages 
10–13, for an implementation 
framework for behavioral health 
integration. This section of the 
Implementation Guide also 
includes key questions practices 
should work through as they plan 
this work. 


licensing standards. While complete payer reform will shift the model to population health and away from Fee-for-
Service (FFS), the reality is that the start-up period must include a revenue stream to support staffing additions and 
expanded workloads. 


Practices should consider engaging billing specialists or other 
persons knowledgeable about FFS reimbursement trends in the 
planning stages. Terry noted that not all payers in his area will 
reimburse for triage and care management, but they will pay for 
assessment and therapy in the practice setting. 


Details like this are fundamental considerations in establishing 
the workflow and assigned tasks for staff. (See table for tasks 
and assigned staff.) 


The next step was to engage physicians. Not only does physician buy-in influence how staff will embrace change, but 
it was also important to have a two-way conversation about expectations and needs during the integration of BHSs.  


“Before planning the workflow, you need to ask your physicians what they want,” Terry advised. “Our physicians 
specifically said they wanted access and real-time feedback when they referred patients to the BHS.” 


If you choose to hire BHS, what should you look for? 
When adding a BHS to your team, Terry had three recommendations for practices: 


1. Identify the professional who is familiar with your community resources and providers.  
2. Make sure the BHS is a match for your clinic’s culture and patients. 
3. Ensure the BHS’s credentialing allows for appropriate billing and reimbursement as well as clinical tasks. 


For Oregon Medical Group, a licensed clinical social worker (LCSW) was a good fit for assessment and triage as well as 
working with the clinic’s care management team. Oregon licensing requirements also allow them to use MOAs 
(medical office assistant) or MAs (medical assistant) for administering screenings.  


“Our LCSWs quickly proved their value to our physicians,” Terry said. “They are reliable and experienced, and their 
willingness in general helped smooth out operations.” 


At this time, BHSs are embedded in the two CPC clinics one day a week. The medical group has plans to add a second 
day as the schedules fill. At that point, behavioral health integration will then expand to other clinic sites, which they 
expect to happen in 2015.  


Who to screen? How do you screen? What tool? 
Currently, Oregon Medical Group screens patients as physicians refer them. The MOA or MA provides the patient 


with a Patient Health Questionnaire, or PHQ-9. Patients can easily complete the 
one-page tool in a few minutes, and the MOA can score it equally quickly. It also 
can be administered repeatedly over time, which is useful for tracking a 
patient’s progress. (See insert on the next page for Oregon Medical Group’s 
scoring, diagnosis and treatment considerations for adults.) 


BHSs also may use other screening instruments according to patient needs. 
Terry pointed to the SBIRT (Screening, Brief Intervention and Referral to 
Treatment) tool as appropriate for early identification of chemical dependency 
and referral for treatment. The practice’s physicians selected patients with 
diabetes who also have a diagnosis of depression as a patient subgroup to track 
over time. Later this month, Oregon Medical Group will mail a PHQ-9 to about 
700 patients eligible for this subgroup. As responses are returned, scores will be 



http://www.cqaimh.org/pdf/tool_phq9.pdf

http://www.samhsa.gov/prevention/SBIRT/index.aspx

http://www.samhsa.gov/prevention/SBIRT/index.aspx
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PHQ-9 Scores, Diagnosis and Treatment 
Consideration for Adults 


1. If PHQ-9 is less than five, no intervention is 
necessary. Re-test in 9-12 months. If second 
score remains less than five, consider 
changing diagnosis from depression to 
history of depression. 


2. If PHQ-9 is between five and nine, ongoing 
follow up with PCP is suggested with a PHQ-9 
in three to four months or when seen in 
follow up at least once per year. 


3. If PHQ-9 is between 10 and 14, consider 
diagnosis of Dysthymia and antidepressant 
medication and possible referral for mental 
health evaluation. Re-administer PHQ-9 in 
three to four months. 


4. If PHQ-9 is between 15 and 19, consider 
diagnosis of Major Depression, moderate to 
severe and antidepressant medication and 
referral to mental health provider for 
assessment and treatment. 


5. If PHQ-9 is 20 or greater, and/or current 
suicidal ideation, immediate referral to a 
mental health provider for assessment or 
warm hand-off to the mental health 
specialist in the medical home is 
recommended. 


Author: Terry Stimac, PhD 


 


recorded in the EHR. Over time the practice will track scores on the screening tool as well as look for improvement in 
the patients’ HbA1c results.  


“We’re following a model called the DIAMOND study that had 
exceptional results,” Terry said. “Based on the patient’s score, we’ll 
modify care management and intervention.” 


Later in 2014, the practice will expand screening by asking all patients 
to complete a PHQ-9 during their office visits. One important 
consideration in operationalizing this workflow was to ensure payers 
would reimburse for administering the PHQ-9 separately from the 
E/M code.  


At Oregon Medical Group the BHSs record the PHQ-9 scores in the 
practice’s EHR, allowing physicians the quick feedback and input they 
wanted. If a referral is needed, the BHS coordinates that as well as 
any care coordination services with the care management team. The 
follow up and follow through assures the physician that patient needs 
are met appropriately and in a timely manner. 


If the patient is referred to a specialist, the referring specialists agree 
to communicate patient status back to Oregon Medical Group, so  
the BHSs can track if patients are adhering to treatment. If patients 
drop out or are a “no show” at appointments, the BHS contacts the 
patient.  


Putting it all together 
At first, integrating behavioral health was an intimidating task for 
Kathleen.  


“It’s big and it can be hard to do,” she said. “Our physicians knew 
they needed this in our practice, but it takes time to make it work.” 


However, when it works, it immediately makes a difference for patients who need the services. 


“One Friday afternoon at the end of the patient visit, we identified a patient who was clearly in crisis with suicidal 
ideation,” Terry recounted. “The physician connected the patient to our BHS with a warm handoff through a phone 
call. The BHS evaluated the patient over the phone and set up an appointment for him on Saturday morning.” 


Terry continued, “She also set up a crisis plan if he worsened overnight. They talked about who he should call and 
where he should go if he felt he needed help. He understood that help was waiting for him the next day, but just  
in case, he had a plan.” 


The patient was seen the following day and started treatment.  


“Our physicians are thrilled,” Kathleen said. “They are relieved that we can help people like this and it’s amazing  
to get the right services at the right time. That’s what it means to be a patient’s medical home.” 


In the next Spotlight: An In-Depth Look at Medication Management  



http://www.integration.samhsa.gov/images/res/DIAMOND-WhitePaperOnROI-0421091.pdf
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Oct. 3, 2014 


This strategy addresses 
CPC Milestone 5, specifically 
Driver 3.2. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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How Your Approaches to Improvement Strategies  
Also Builds Your Culture for Improvement  
Utica Park Clinic, Tulsa, Oklahoma—Multi-Specialty (15 clinics); 131,000 patients  


Situation: When leadership at Utica Park Clinic sought to implement a quality improvement (QI) methodology 
across its 17 CPC sites, the team quickly discovered that the best results emerge from engaged staff members 
who are confident in the process and see their contribution to the outcomes. 


Strategy: In the Q&A below, Jeff Galles, DO, medical director, and Verda Weston, director of care 
management, share some lessons learned from building a culture focused on improvement across its clinics. 


Q: How did you engage teams in QI?  
A: We discovered that collaboration is the core of moving ahead.  
Our strategy is to use the “power of positive regard,” meaning we 
are present in person, we listen and we reinforce the positive. 
Doing this removes resistance and defensiveness. 


One example is when we pulled data to track timely HgbA1cs on 
patients with diabetes, the data had gaps despite the staff 
assuring us all values had been documented.  Working together 
with staff across clinics, we found data had indeed been reported 
but in the wrong field. The cause for this variation stemmed from 
inconsistent training during onboarding of medical assistants.  


We brought the data to a staff meeting, acknowledged the work 
that had been done and then opened the discussion on how to 
improve the process to support accurate documentation. 
Involving them in the discussion built their ownership of the improvement process, from which a workflow 
refinement tool was created. Illustrated with screen shots, this quick reference guide is now in use across all 
clinics and in training. Our improvement in this measure can be partly attributed to the workflow refinement  
to accurately capture the work. 


Q: Who do you engage at the beginning of an improvement project and why?  
A: We brought in as many internal subject matter experts as available from the start. Harvesting institutional 
knowledge from our staff not only better informed our QI efforts, but it also validated our staff’s valued input 
that shaped actionable, sustainable process improvements.  


Q: What projects are ideal for helping to shape your QI culture?  
A: Success with smaller projects helped build acceptance and confidence from our staff. Once their expertise 
broadened, we moved on to more complex or challenging processes.  


For example, Utica started one QI project focusing on improving HgbA1c rates among patients with diabetes. 
Our first attempt to reach patients was basic: We mailed a letter that invited them to enhanced diabetes 
education with a care coordinator. Only a couple of patients responded. What we found was that our letter was 
ineffective because we didn’t tell patients it was a free service, and our letter looked like we were selling 
something. Our barriers were patient skepticism and lack of detail.  


We decided we could be more effective if we reached out to patients while they were in the clinic. We added  
a step in the pre-visit work flow that would alert the care coordinator when eligible patients were scheduled for 
an appointment. The care coordinator would speak to the patients and invite them to the education session. 
This simple change proved very effective; the face-to-face invite was more influential, and the care coordinator 
could answer any questions immediately. Our enrollment went up considerably. 


With that success under our belt, we started looking at other aspects of the diabetes care management program 
that could be enhanced through improved communication methods. Over the course of several iterations, 
we’ve added follow-up calls and more frequent contacts with patients to better support their care management. 


Q: Any tips for other practices? 
A: Celebrate and share. When we make the connection between our projects and a result that affected a 
patient’s life, it is a powerful testimony to others on our team that they can make a difference that matters  
to those they serve. 


 
Follow this link to see examples of Utica 
Park’s process mapping and QI activities. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/Files/x/cpcipsl-rc5.pdf

http://innovation.cms.gov/Files/x/cpcipsl-rc5.pdf



		CPCPracticeSpotlight24

		Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation

		How Your Approaches to Improvement Strategies  Also Builds Your Culture for Improvement  Utica Park Clinic, Tulsa, Oklahoma—Multi-Specialty (15 clinics); 131,000 patients






Compensation Strategies:  
A Study of CPC Practice Approaches 


August 2014 


An Initiative of the Center for  
Medicare & Medicaid Innovation  







Compensation Strategies:  
A Study of CPC Practice Approaches 


Table of Contents 


Purpose of This Guide.................................................................................................................................................3 


Overview of Compensation Strategies .......................................................................................................................4 


Relationship of this topic to the CPC Driver Diagram .............................................................................................4 


Case Studies ................................................................................................................................................................5 


Conclusions .............................................................................................................................................................. 11 


References ............................................................................................................................................................... 12 


Appendix .................................................................................................................................................................. 13 


 


This material is presented by TMF Health Quality Institute under contract with the Centers for Medicare & Medicaid 
Services (CMS), an agency of the U.S. Department of Health and Human Services. 


 







 
    Purpose of This Guide 


 


This Guide reflects on how CPC practices across the country have 
approached using compensation strategies to incentivize the non-visit-
related work and population management activities. These practice 
strategies represent samples of the work and are not representative of 
every strategy for implementing enhanced payment methodology in a 
practice or system.  


CPC practices are heterogeneous in size, geography, ownership and 
organization; they are encouraged to innovate and test strategies derived 
from evidence-based and/or best practices and customize the work 
according to their particular needs, local dynamics and other practice 
aspects that may shape how they deliver care. This Guide captures the 
energy, innovative ideas and rigorous and determined execution of the CPC 
practices as they test compensation strategies.  


We hope that you find in your colleagues’ work support for continuing to 
explore and refine your approach to this key component of Comprehensive 
Primary Care. 


August 1, 2014
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Overview of Compensation Strategies 
 
Medicare fee-for-service payment rewards the volume of visits and of diagnostic tests provided. With a few 
exceptions, there is no compensation for services that improve health outcomes and reduce total cost of 
care, if these services are not provided through a visit. Provider or care team productivity in a fee-for-
services payment environment is generally based on the volume of care provided.  


Practices participating in the Comprehensive Primary Care initiative receive CMS payments in the form of a 
per-member, per-month payment to support comprehensive primary care functions that are not visit-
based and not reimbursed under fee-for-service payment. They also have the opportunity to share in 
savings accrued to the Medicare Trust Fund that result from a decrease in the total cost of care. The other 
CPC payers have each committed to an aligned strategy, with population-based payment to support the 
Comprehensive Primary Care functions, and an opportunity for practices to participate in savings from 
reducing the cost of care.  


If, however, physician or care team productivity is still based on volume, there may be limited incentive for 
those doing the work of patient care to do so differently. Payment aligned with comprehensive primary 
care at the practice level also needs to be aligned at the level of the provider or care team. 


CPC practices have begun to explore strategies for aligning productivity metrics and compensation 
strategies with the CPC model of comprehensive primary care they are building. This will be an active and 
ongoing area of learning. The case studies below illustrate some of the early work of the CPC practices. 


Relationship of this topic to the CPC Driver Diagram 
Two change concepts were introduced as a means for practices to affect the impact payment reform has 
on the overall aim of this initiative. The first is to use budgeting and accounting processes effectively to 
transform care processes. The second is to create value and support processes of care that align with 
better health, better care and lower costs through improvement.  
 
The change tactics employed include the following:  


1. Using accounting and budgeting tools and processes to allocate new revenue,  
2. Investing that new revenue in priority areas for practice transformation, and  
3. Developing benchmarks and analytic capacity for quality improvement work and to maximize the 


likelihood of shared savings.  


The case studies that follow should be thought of as tests of change, exploring ways to allocate resources 
to better support patient and population health outcomes. The practices tell us that they continue to 
evaluate these strategies and will be modifying them further based on the data they gather. We expect to 
see many more tests emerging out of the CPC practices in the next several years. 
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Case Studies 
In the following case studies, CPC practices explain how they are revising productivity 
metrics and testing new compensation strategies in their practices.  


 


Partners in Health Family Care of Westminster, Colorado 
Independent; three physicians, three PAs; 7,842 patients 
Partners in Health Family Care has focused on providing quality care since its establishment in 2005. The 
practice’s work on the CPC initiative made it apparent that a method to achieve the required CQMs was 
needed. Providers meet weekly to review the measures. They are salaried, and this time is blocked during 
their regular schedule so that they can attend. The main focus of the practice’s incentive plan, however, is 
the staff. No other incentives have been developed for the providers. 


The incentives are targeted at behaviors that directly enhance their performance as a practice. All non-
provider staff is eligible for the financial incentives as a means to include the entire team to work toward 
the goal. Once a goal is set, the method of measurement is created, and all staff is educated on their role. 
They are then eligible to receive a designated dollar amount each time they get a “hit.” A timeframe for 
offering the incentive is set, which is developed around the amount of time the team believes the goal can 
be met, or the time required for the behavior of the team to become “a habit” or part of routine care. 


Partners in Health implemented two incentives last year. One incentive was related to care coordination. 
The initial goal was that every hospitalized patient would be contacted, either during their hospitalization 
or immediately after, and an appointment for post-discharge follow-up arranged. Information on all 
patients admitted to the hospital is available through the practice’s EHR messaging system or through 
CORHIO (Colorado Regional Health Information Organization), and patients are assigned to the appropriate 
care team. A transitional care code has been built in the EHR that signals the need for follow-up activity. 
Anyone on the team can contact the patient and schedule the appointment. A referral to the care 
coordinator also may be made if deemed appropriate by the team member speaking with the patient. 
Physicians will visit patients in their homes if they cannot come into the office – Partners in Health 
physicians made close to 100 home visits last year. If a patient has a reason (such as living in another state 
with family) that they cannot be scheduled for a follow-up appointment, this must be documented in the 
EHR. Team members were paid $2 for each “hit” (follow-up scheduled and completed, or valid reason visit 
not scheduled) and have $1 taken away for a “miss.” A “miss” means the patient was not contacted or an 
appointment was set and the patient did not show up, and this did not receive follow-through by staff. This 
incentive lasted 90 days. Payment was made once at the end of the timeframe to the staff members as a 
team, with each member receiving the amount calculated using the formula [(Hits X $2) minus (Misses X 
$1)]. The goal was to promote team work and ingrain a routine of care that will continue. Management 
found that the discharge follow-up has continued at the same or even improved level as it was during the 
incentive. Outcome metrics are being obtained, and initial data shows that readmissions are down 
significantly due to this follow-up action. The practice is now working on follow-up with patients who use 
an emergency department. This task mimics the process already in place with hospitalization follow-ups, 
and they have simply transferred that skill set successfully without adding an incentive payment.  
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The second incentive addressed patient use of the portal. Patient electronic access to their health 
information for at least 50 percent of active patients is one of the Meaningful Use measures. To address 
this, an initiative to increase patient portal enrollment began for 120 days. During visits, a staff member 
asks the patient about enrollment in the portal and explains the process. IPads are available to use in each 
exam room so patients can enroll while in the office. Other team members have this same opportunity as 
they speak with patients on the phone or in person. Team members earn 50 cents for each enrollment, 
with an unlimited pot of money applied to this initiative. At the end of the incentive period, the payment 
was calculated using the formula (New enrollments X $.50) and given to all team members. The total 
number of enrollments during the designated timeframe was 366, which was a 32% increase. The practice 
admits that this was a difficult project with their patient population, comprised of many low-income and 
elderly patients who do not have email. Yet they recognize it is everyone’s job to enroll as many patients as 
possible so that the access to the office is improved for their patients. They have noted not only increased 
enrollment but increased access by the patients via the portal. Although not available at this time, the 
practice is tracking both usage and response times for CPC and will have that data in the future. As with the 
previous incentive, staff continues this process, and enrollments continue to increase. 


Incentives were also used to encourage staff to learn more about quality improvement. Each of the 
practice’s 17 medical assistants (MAs) picked an area of quality, researched it and gave a presentation to all 
staff. They received a significant monetary bonus to compensate for their work and the time it took. This 
research had to be done on their own time or during down times at work. No time from regular duties was 
granted. They are then held responsible to continue educating teammates on that measure and stay 
current on information about their selected measure. The measures chosen are typical quality measures 
such as several diabetes measures, hypertension and preventive measures for screening for breast cancer, 
colon cancer and cervical cancer. Data is posted in the conference room and at the employee entrance as 
well as reviewed at team meetings. This led to greater accountability and teamwork and improved 
performance on the measures. That MA is then the “go to” person for ideas on improving that measure in 
the practice. 


Partners in Health Family Medicine find that the teams are competitive and accountable for their success in 
achieving high quality care for their patients. The staff has taken ownership of quality; they now ask how 
they can improve their numbers and work as a team to be successful. 


Other incentives the practice is considering are focusing on behavioral health follow-through, specific 
quality measures requiring improvement and shared decision making. They have found this incentive 
program a great motivator to link the CPC Milestones for the staff and enhance performance on the 
measures. 


Family Physicians of Greeley, Colorado 
Independent; 23 physicians, two PAs; 30,000 patients 
Family Physicians of Greeley developed an incentive program for physicians that is doctor-driven, has an 
emphasis on fairness, is focused on practice-wide success and is aligned with the practice’s payers’ Pay for 
Performance (P4P) programs. Prior to the beginning of CPC, the practice developed a scorecard of 10 
quality measures that were clinically important for its office. The criteria for selection of the measures 
included the following: 
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FP Greeley Benchmarks 


Measure Benchmark 


BP < 140/90 
18+ hypertension  


or diabetes 
75% 


Tobacco Cessation Intervention 
18+ current users 80% 


HgbA1C in past  
year and ≤ 9.0   
18-75 diabetics 


80% 


LDL-C in past  
year and <100mg/dL 


18-75 diabetes or ischemic vascular dz 
53% 


Attention for Nephropathy in past 
year 


18-75 diabetics 
82% 


DEXA scan 
65+ women  70% 


PFT 
12+ COPD/emphysema/ chronic 


bronchitis/asthma 
60% 


Mammogram in past  
30 months  


42-74 women 
74% 


Colonoscopy in past 10 yrs  
or FOBT in past year 


50-75 
58% 


Pneumovax 
65+ 75% 


 


• Evidence-based with national standards 
• Payers had money attached to the measure 
• Room for improvement exists 
• Large denominator in the practice 
• Ability to get the data from the EHR 


The scorecard was shared monthly; initially no incentive 
monies were attached. With the launch of CPC, the 
measures shifted to be more closely aligned with those of 
the CPC initiative with monetary rewards attached to 
individual performance. They developed achievable 
benchmarks for each measure using established benchmarks 
from national sources such as payers and CPC. 


The practice looked at two models they believed might work 
to calculate the incentive payment. The “carrot” model 
rewards good performance. This model has only upside risk 
and distributes outside money based upon achievement of 
quality benchmarks. The “stick” model does not require 
outside money. Instead, income redistribution is based on 
achieving quality benchmarks. This carries both an upside 
and downside risk but is a zero-sum game in terms of dollars. 
Both models were adopted in their final product. 


The advantages of the stick feature are that no outside 
money is required, intense competition to reap a reward 
exists and fear of losing is a stronger motivator than hope of 
gaining. On the other hand, some disadvantages are the 
damage to the collegial environment, a strong disincentive 
for cooperation and extra work without extra money. 


The balancing feature of the adopted incentive model is the 
“carrot.” With this incentive, everyone is happy, and it 
provides money to do the extra work. The disadvantages are 
that some people are happy to simply receive the base 
payment they receive in addition to any additional monies 
offered by payers. 


There are, therefore, two sides to the calculation, with approximately the same amount at stake (see 
appendix). With both the “carrot” and the “stick” in place, only about 15 percent of the physicians lose 
money each month. The “carrot” is referred to as the “pool.” CPC and other P4P money fund the pool, 
which is used to reward positive performance only – these funds are not used to support the salaries of the 
physicians. The “stick” is called the “withhold” or “tax.” Each physician has money withheld from his or her 
base pay, and that money is then redistributed based upon an established calculation. As the calculation 
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was developed, a need to address valid concerns about fairness was raised. In response, they sacrificed 
simplicity in the calculation to create fairness in the product. 


One objection was that putting a flat amount at risk would be too much for some doctors and not enough 
for others. In response, they withhold a percentage of income (currently 3 percent) from each doctor (on 
the “stick” side of the equation). The withheld money is redistributed based on both the number of 
benchmarks met and their income level. 


The second objection was that doctors with a higher number of patients in the denominators on the 
scorecard (such as the chronically ill and elderly) would do more work, so they should be rewarded for this 
work. In response, the pool money is distributed based on both the number of benchmarks met and the 
number of patients in the provider’s denominator. 


As the program rolled out, physicians were given a six-month window of opportunity to improve their 
quality measures before the incentive calculations began. One element needing attention was developing 
physician confidence in the quality reports. Physicians were given access to all data and could drill down to 
the patient level. This allowed them the opportunity to identify the deficiency and then remedy it. One 
finding was in the physicians’ documentation – at times they met the measure but their input into the EHR 
did not allow the data to be mined. With access to all data in the numerator, physicians learned to improve 
their documentation in the EHR using discrete fields. 


This incentive plan resulted in improvement on the percent of benchmarks met. In September 2012, 30 
percent of the benchmarks were hit. By December 2013, the number topped 70 percent. This success is 
attributed to the physicians’ financial responsibility for their MAs. They control how their staff “work the 
report” to improve population management and may have them work on the physician’s day off to do 
follow-up on patients. In addition, physicians improved their documentation, including obtaining test 
results from outside sources and abstracting the test results instead of just scanning them into the EHR. 
They began giving a stronger sales pitch to patients in the exam room and improved their follow-up to 
document improvement. 


This has been stressful for the physicians as they had some catch-up work to improve their scores, yet they 
also find it rewarding because they feel like they are being better physicians for their patients. One 
example provided is care of hypertensive patients. In the past, patients may have been given medication 
then not seen again until the next visit months down the road. Today, the MA will do a follow-up call, ask 
their blood pressure levels at home and set up an appointment as needed based upon the information 
received. The team has the opportunity to positively affect patients’ health with this system, thus 
improving the quality measure. 


The staff is now much more involved in population health. This helps them do the next right thing for every 
patient, motivating them to provide the care necessary to improve the outcomes. At times patients may be 
referred to the care manager if they need more intense attention. 


The scorecard is adjusted every six months. Measures that are consistently met may be removed after a 
period of time and replaced with a stretch goal. New guidelines may change a measure. In the future they 
would like to add utilization measures and patient satisfaction. Inclusion of measures that may be used in 
shared savings calculations is under consideration. 
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Springfield Center for Family Medicine, Inc., Springfield, Ohio 
Independent; six physicians, one PA; 7,128 patients 
Springfield Center for Family Medicine, Inc. developed an incentive method to reward employees who 
worked outside of their regular roles to meet patient needs. These additional activities were done during 
the course of the regular work day, with consideration to employees’ engagement in the additional 
activities and willingness to participate. Codes were set up in their time clock system similar to the 
Milestones in CPC. They include the following: 


• CPC Risk Care Management 
• CPC Self-Management 
• CPC PFAC/Surveys 
• CPC Learning Activities/Meetings 


 
The employees’ CPC hours for each pay period are entered on a spreadsheet. A performance rating of 1 through 
4 is given if their hours were a portion of their normal job duties, or they were performing activities above and 
beyond their normal job in the course of their workday. This is an example using patient surveys: 


• 1 = Poor. Employee was asked to help tally patient surveys. Complained a lot and didn’t bother 
coming to ask for more to do when they were finished with their initial assignment. 


• 2 = Average. Employee was asked to help tally patient surveys. Completed their initial assignment. 
No complaints, but did not make an effort to get more. 


• 3 = Above Average. Employee was asked to help tally patient surveys. Completed initial 
assignment. No complaints, and came back asking for more surveys. 


• 4 = Exceptional. Employee was asked to help tally patient surveys. Completed initial assignment. 
No complaints, and came back asking for additional surveys. Was excited and motivated co-
workers to tally additional surveys. 


Twice last year the practice distributed a small incentive payment to all employees based on their 
performance rating. Employee payments were paid in confidence, with their amount based upon their 
score. Management found this program increased the staff motivation to do the extra activities needed to 
improve performance in each Milestone. Initially staff voiced concern about competing with one another, 
but over time the program has positively affected staff performance. No direct impact on outcome metrics 
by the incentive plan has been noted, although certainly the efforts made by the staff have been one of the 
key reasons their metrics are improving. 


As an independent practice, the physicians find that to prepare for a shared savings model it is best to 
invest their additional revenue into infrastructure instead of physician incentives. They have invested in 
CQM 2014 components, EHR upgrades, Meaningful Use Stage 2 development and care management 
staffing. This investment is explained to all physicians, and they are continually evaluating quality metrics to 
guide their team toward improvement. The outcome of this investment should be shared savings monies as 
those models roll out.  


Grants Pass Clinic, LLC, Grants Pass, Oregon 
Independent multi-specialty; 19 physicians, 2 PAs, 2 ANPs; 17,200 patients  
Grants Pass Clinic, a for-profit, multi-specialty clinic, initiated their incentive compensation program on 
January 1st of 2014. Prior to this new program, partner compensation was 95 percent Relative Value Units 
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(RVU) based, with the remaining 5 percent based on managed health plan panel size. RVUs are a measure 
of value used to calculate the reimbursement value of physician services. 


Their new incentive pay program was developed by the management team in conjunction with the 
physician partners. The practice has always had a culture of high quality, cost effective care, yet each 
provider had their own processes for the delivery of care with varying outcomes. To make a positive change 
in both the processes and the outcomes, management recognized the new payment model must drive 
behavior in that direction. 


In 2014, all partners are paid using this new system. Compensation to the partners is 90 percent on a 
production basis, 5 percent on managed care panel size and 5 percent for meeting the metric score of 
various programs such as PQRS, CPC and State of Oregon PCMH, among others. 


Partners are paid monthly draws that are based on a budget that considers historical production and 
managed care panel size. Ten percent of estimated income is withheld and partners are allowed to select a 
draw of up to 90 percent of the remaining estimate. 


The incentive portion of physician pay is based on measures that are selected to drive performance in the 
practice and are clinically relevant. One criterion for selection is that the measure is one requiring reporting 
by one of the above programs. Another is that the outcome of the measure is under the direct control of 
the provider and his or her team. Benchmarks are set for each metric using the program benchmarks, if 
available, as a guide. The practice uses the most difficult level of each metric if the program presents more 
than one. Their goal is to drive the highest quality of care. 


Calculating performance on the metrics is done using the reports from their EHR, Allscripts and the 
analytics engine from Allscripts. A spreadsheet is kept and updated regularly. Admittedly, this takes a lot of 
time and attention on the part of both dedicated staff and management, yet accurate and predictable 
reporting is the main driver of success for the program. 


Providers must meet the metric benchmark to be paid. The system is built on points. If providers do not 
meet the benchmark on a measure, they get zero points. If they meet the minimum benchmark 
percentage, they earn one point. If they exceed the minimum benchmark by an established percentage, 
they score two points. Points for all measures are then tallied.  


The dollar amount of the 5 percent available for incentive compensation is divided by the number of 
physicians qualified for incentive compensation to obtain the maximum incentive compensation per 
physician. Fifty percent of this is held until year end. The remaining 50 percent is distributed based on 
points earned. Unearned points are not distributed. If points remain unearned at year-end, the dollar 
amount of the unearned points will be distributed amongst all incentive qualified partners. 


The physician and administrative clinic management are surprised at the attention this system is getting in 
their practice. Although this model is in its early stages, there has been clear progress in achieving 
benchmarks and establishing standardized clinic processes. Prior to this payment method, the number of 
physicians meeting program measures was low. Now they are at 100 percent. In addition, provider teams 
now follow very similar processes throughout the practice, increasing efficiency and group cohesiveness. 
The nursing staff were educated and encouraged about the new physician program at its start. When 
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physicians shared their metrics with their staff, the staff was eager to help their provider do well and 
sought help to improve performance as needed. They are definitely working as a patient care team toward 
the goal. 


An impressive outcome has been staff retention. The staff turnover rate is less than 2 percent for staff 
leaving for another position. Physician retention is similar. This is attributed to the culture in the practice, 
not necessarily the pay. 


The management team attributes the overall success of the program to three things: 
• Accurate and predictable data reported monthly 
• Total transparency in showing the data to all providers and staff 
• Money is at risk 


 
Future improvements will be made as the payment system for health care changes. According to the 
leaders, “We have no other reason for being here other than improving provider and patient interaction.” 
They would like to pay their providers the best they can as they operate under that motto. 


Conclusions 
This Guide demonstrates how CPC practices are using their creativity and current resources to enhance the 
incentives to provide the necessary non-visit related care and strengthen their performance in providing 
care that improves the quality of their population health. These tests of change are moving the needle 
toward care that provides better health at lower cost, with movement toward a value-based payment 
system.  
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Family Physicians of Greeley Scorecard 
 


 


 


Physician Quality Scorecard
Year ending 5/31/14


Measure ->


Num Den % Num Den % Num Den % Num Den % Num Den %
Doctor A 234 307 76% 108 128 84% 69 80 86% 47 97 48% 70 80 88%
Doctor B 155 207 75% 158 190 83% 31 42 74% 29 48 60% 37 42 88%
Doctor C 148 225 66% 157 195 81% 39 57 68% 38 68 56% 50 57 88%
Doctor D 102 126 81% 145 172 84% 24 39 62% 14 42 33% 35 39 90%
Doctor E 243 302 80% 146 173 84% 58 72 81% 60 86 70% 68 72 94%
Doctor F 203 268 76% 163 163 100% 74 91 81% 60 103 58% 81 91 89%
Doctor G 223 262 85% 180 191 94% 58 70 83% 53 80 66% 59 70 84%
Doctor H 287 340 84% 123 148 83% 82 96 85% 75 115 65% 90 96 94%
Doctor I 254 335 76% 133 160 83% 71 100 71% 62 131 47% 89 100 89%
Doctor J 256 331 77% 188 193 97% 77 87 89% 81 98 83% 86 87 99%
Doctor K 197 227 87% 135 167 81% 74 89 83% 50 102 49% 70 89 79%
Doctor L 122 175 70% 48 58 83% 34 41 83% 20 45 44% 35 41 85%
Doctor M 237 308 77% 95 116 82% 75 97 77% 70 108 65% 86 97 89%
Doctor N 232 322 72% 213 247 86% 76 99 77% 55 110 50% 92 99 93%
Doctor O 139 181 77% 64 76 84% 37 45 82% 27 50 54% 37 45 82%
Doctor P 176 201 88% 94 105 90% 47 56 84% 37 63 59% 45 56 80%
Doctor R 194 274 71% 203 212 96% 81 113 72% 47 119 39% 98 113 87%
Doctor S 144 167 86% 180 194 93% 44 58 76% 37 68 54% 53 58 91%
Doctor T 290 425 68% 139 168 83% 78 97 80% 69 133 52% 80 97 82%
Doctor U 134 169 79% 73 85 86% 41 48 85% 34 54 63% 41 48 85%
Doctor W 156 210 74% 205 232 88% 47 73 64% 45 87 52% 65 73 89%
TOTAL 4,126 5,362 77% 2,950 3,373 87% 1,217 1,550 79% 1,010 1,807 56% 1,367 1,550 88%
Benchmark 75% 80% 80% 53% 82%
St Dev 6% 6% 7% 11% 5%


= Meets Benchmark


HgbA1C in past 
year and ≤ 9.0  
18-75 diabetics


Attention for Nephropathy 
in past year


18-75 diabetics


BP < 140/90
18+ hypertension 


or diabetes


Tobacco Cessation 
Intervention


18+ current users


LDL-C in past 
year and <100mg/dL


18-75 diabetes or 
ischemic vascular dz


Total 
Measures 


Met


Num Den % Num Den % Num Den % Num Den % Num Den %
109 194 56% 33 54 61% 94 152 62% 238 341 70% 296 359 82% 1,792 7
60 66 91% 14 25 56% 372 502 74% 285 399 71% 73 77 95% 1,598 7
79 94 84% 19 40 48% 238 317 75% 327 469 70% 169 196 86% 1,718 7
33 61 54% 20 44 45% 174 238 73% 125 215 58% 65 85 76% 1,061 5
92 103 89% 34 57 60% 196 252 78% 317 419 76% 178 204 87% 1,740 9
56 70 80% 29 44 66% 93 116 80% 267 320 83% 174 195 89% 1,461 10
95 117 81% 34 60 57% 112 165 68% 192 328 59% 192 231 83% 1,574 8
64 72 89% 93 126 74% 249 302 82% 367 484 76% 167 175 95% 1,954 10
94 119 79% 64 117 55% 299 413 72% 392 697 56% 178 228 78% 2,400 5
67 76 88% 51 81 63% 155 208 75% 280 408 69% 171 186 92% 1,755 10
97 126 77% 25 41 61% 255 377 68% 244 365 67% 114 155 74% 1,738 6
81 112 72% 17 40 43% 220 287 77% 183 290 63% 115 139 83% 1,228 7
47 53 89% 50 76 66% 158 188 84% 243 316 77% 129 131 98% 1,490 9
109 143 76% 26 57 46% 162 246 66% 335 519 65% 254 317 80% 2,159 5
128 138 93% 20 41 49% 191 257 74% 161 248 65% 137 163 84% 1,244 9
92 102 90% 47 53 89% 219 282 78% 185 269 69% 111 125 89% 1,312 9
83 117 71% 38 60 63% 382 502 76% 292 404 72% 126 142 89% 2,056 7
45 60 75% 33 48 69% 114 155 74% 156 252 62% 119 139 86% 1,199 8
141 186 76% 23 96 24% 339 452 75% 572 706 81% 289 352 82% 2,712 7
97 120 81% 31 44 70% 167 208 80% 165 207 80% 138 158 87% 1,141 10
46 62 74% 23 40 58% 120 152 79% 166 276 60% 115 145 79% 1,350 6


1,715 2,191 78% 724 1,244 58% 4,309 5,771 75% 5,492 7,932 69% 3,310 3,902 85% 34,682
70% 60% 74% 58% 75%
10% 13% 5% 8% 6%


Total 
Denominator


Pneumovax
65+


Colonoscopy in past 10 yrs 
or FOBT in past year


50-75


Mammogram in past 
30 months 


42-74 women


DEXA scan
65+ women 


PFT
12+ COPD/emphesema/ 


chronic bronchitis/asthma
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Family Physicians of Greeley Reimbursement Calculations 
 


 


 


Internal Quality Reimbursement


Column A Column B Column C Column D Column E Column F Column G Column H Column I Column J Column K Column L


QUALITY TOTAL


Scorecard 
measures 


met
Receipts


3% withheld 
from doctor 


(B x 3%)


Weighted 
value
(A x B)


Weighted 
value % 


(D ÷ Total D)


Returned to 
doctor


(E x Total C)


Net to 
doctor 
(F - C)


Score-
card 


patients


Weighted 
value
(A x H)


Weighted 
value % 


(I ÷ Total I)


Net to 
doctor 


(J x Total K)


Net to 
doctor
(G + K)


Doctor A 5 $37,000 $1,110 185,000     6.97% $740 -$370 1,700 8,500    8.63% $863 $493
Doctor B 10 $68,000 $2,040 680,000     25.60% $2,719 $679 1,400 14,000  14.21% $1,421 $2,100
Doctor C 8 $35,000 $1,050 280,000     10.54% $1,120 $70 2,000 16,000  16.24% $1,624 $1,694
Doctor D 7 $17,000 $510 119,000     4.48% $476 -$34 1,200 8,400    8.53% $853 $819
Doctor E 3 $33,000 $990 99,000       3.73% $396 -$594 1,000 3,000    3.05% $305 -$290
Doctor F 9 $29,000 $870 261,000     9.83% $1,044 $174 1,300 11,700  11.88% $1,188 $1,361
Doctor G 10 $53,000 $1,590 530,000     19.95% $2,119 $529 1,900 19,000  19.29% $1,929 $2,458
Doctor H 7 $46,000 $1,380 322,000     12.12% $1,288 -$92 1,700 11,900  12.08% $1,208 $1,116
Doctor I 5 $36,000 $1,080 180,000     6.78% $720 -$360 1,200 6,000    6.09% $609 $249


TOTAL 64 $354,000 $10,620 2,656,000   100% $10,620 $0 13,400 98,500 100.00% $10,000 $10,000


POOLWITHHOLD


Fill in the highlighted fields only


This is the 3% w ithheld from monthly receipts.  


It is distributed based on the number of Scorecard 
measures you met w eighted by your receipts.


This is the physicians' monthly portion of 
the revenue from CPCi, etc. 


It is distributed based on the number of 
Scorecard measures you met w eighted by 
the number of patients included in your 
Scorecard measures (denominators).


This is the 
amount of
the incentive 
for each 
provider
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Aug. 15, 2014 
This strategy addresses  
CPC Milestones 2, 4 and 5. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 


This material was prepared by TMF 
Health Quality Institute under 
contract with the Centers for 
Medicare & Medicaid Services (CMS), 
an agency of the U.S. Department of 
Health and Human Services. Any 
statements expressed by the 
individual and resources cited in this 
publication are not an opinion of, nor 
endorsement by, TMF or CMS.  


Table 1. Improved control of hypertension (<140/90) 
 


CPCPracticeSpotlight17 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


 


Patient-Centered Care Management Resonates with Patients 
with Diabetes, Hypertension and Obesity 
Clopton Clinic, Jonesboro, Arkansas 
Multi-specialty; 9 physicians, 4 APRNs; 9,732 patients 
Situation: Patients who struggle with self-management of chronic conditions such as 
diabetes need additional support and education from their clinical care teams. Uncontrolled 
A1c values and poor medication acceptance among patients with diabetes demonstrated an 
opportunity to improve provider-patient communication through intensive staff training and 
patient-centered care management. 


Strategy: Clopton’s care management staff crafted a patient-centered approach, using the 
EHR to identify a group of patients with the greatest need for improvement related to 
diabetes management, hypertension and obesity. To support self-management in diabetes 
care, the staff improved their capability by completing 26 hours of online health coaching 
classes through Clinical Health Coach. The curriculum emphasizes inspiring patient 
accountability through coaching and effective communications that improves health literacy. 
The staff also trained with a Certified Diabetes Educator for four hours to better understand 
the diabetes disease process and how to be more effective in addressing patients’ concerns 
and needs. 


The team identified these potential 
barriers to successful implementation 
and sustainability: ability reach patients 
in a timely manner to communicate 
health care recommendations, 
inaccurate or incomplete contact and 
medical information from patients and 
their caregivers, and patients’ lack of 
knowledge of self-care. Robust 
teamwork, coordination and 
communication among the care teams have addressed most barriers.  


As care management staff met one-on-one with patients and their caregivers, they 
developed personalized care plans for each patient and called them monthly to evaluate 
progress and address any emerging concerns or barriers. Preventive care and routine 
screenings are monitored through the EHR, and phone call reminders are made as care is 
needed or past due. Other practices seeking to implement this approach should also 
consider how to access available community resources to supplement in-clinic education and 
how to incorporate ongoing follow-up into regular workflows. 


Patients report they appreciate the extra time care management staff takes with them to 
ensure they are receiving appropriate care. They acknowledge the clinic is investing in them, 
and in turn, they are more engaged, accountable and accepting of treatment 
recommendations that meet their values. Data are beginning to show improved 
hypertension control, improved A1c values and increased patient acceptance of medication 
recommendations. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://clinicalhealthcoach.com/
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What Is Risk Stratified 
Care Management and Care Coordination? 


A systematic, reliable and organized way 
to get patients what they need… 


when they need it. 
 


5 







Today’s Conversation 
• Progress to date from CPC practices 
• Review the “Why” for RSCM 
• Review conceptual framework 
• What do you need to do this well? 
• Work flow considerations 
• Care management strategies 
• Measures of success 


 







All CPC Practices Should Have: 
• An explicit RSCM strategy 
• A well defined risk assignment algorithm 
• Assigned clear roles and responsibilities to 


support RSCM 
• A registry function to manage RSCM effort and 


support the team approach 







Risk Stratification Types 







Risk Stratification Themes 
1) A vast majority of practices are actively using and 
implementing risk stratification to guide care 
management 
2) About 1/2 use existing risk stratification tools currently 
available (AAFP algorithm & EHR-based tools) 
3) About 1/3 developed own algorithm based on input 
from their providers 
4) A lot of experimentation occurring about how to best 
track risk – registries and/or tagging within EHR? 


 
 







RSCM Strategy is Part of Overall 
Population Health Management 


• A defined group of patients at the practice level 
who would benefit from a common approach 


• Could be disease specific or group with special 
needs such as high risk or complex care 


• Requires resources and an organized approach 
• Data driven…use information systems to support 


this work 
 







A Patient’s Care and Patients’ Quality 
• Our training and traditional conduct of care has 


been to focus on the individual 
• Population management requires a systematic 


approach to all the patients with the condition 
• Quality assessment and measures of adherence 


to EB Guidelines can only be done in the 
aggregate 







Why Is RS-CM and CC Important? 
• Identify patients who need the most help… 


– Managing their chronic conditions (CM) 
– Navigating the medical neighborhood (CC) 


• High leverage for managing costs 
• Supports evidenced based and timely care 
• Keeps people from “falling through the cracks” in 


our fragmented system 







Risk  
Stratification  
Guide 
This guide reflects on how CPC 
practices across the country 
have approached the risk 
stratification component of 
Milestone 2. Anticipated 
release date is mid-April  


 







A Conceptual Framework For RSCM (PDF) 
American Academy of Family Physicians 


www.aafp.org/rscm  







How Many Categories Should We Have? 
• Enough to segment the patient panel to 


determine specific strategies 
• Most find that three or four is minimum 
• Categories should have clinical relevance that 


helps determine the strategy 
• Focus on high risk/high need patients first then 


fill in the needed features for those with less risk 
or primarily requiring wellness and prevention 







Risk Categories from CPC Practices  







Risk Categories from CPC Practices 2  







It takes a team 







Important Components of RS-CM and CC 
• Identify the high risk group (top 5% to 7%) 
• Develop a care plan for each patient 
• Use a registry function to support tracking and 


outreach 
• Match resources to patient specific needs 
• Use the entire care team 
• Measure success 







You Already Know What You Need 
To Do RS-CM and CC Well 


• An algorithm for assigning risk 
• A game plan for each risk category 
• A system to keep track of patients in high risk 


categories (EMR field and registry) 
• Staff assigned to monitor and for outreach 
• Care coordination across the medical 


neighborhood    How Is That  
     Working For You? 
 







Workflow Considerations 
• What staff are responsible for making the initial 


category designation? 
• When does it occur?  


– Empanelment, Pre-visit, at check-in, rooming, clinician 


• Who can change the category up or down? 
• Who has final determination? 
• What do you do for every high risk patient as 


they leave the office? (e.g. appointments, follow 
up, outreach, home visit set up) 







Three Things To Keep In Mind 
• Milestone 2 goal is 95% of patients empaneled 


and 75% of those risk stratified 
• The precision with which you assign patients to a 


category is not as important as what you do for 
them once they are assigned 


• With time this process will become part of the 
normal work flow and more intuitive 







Progress Check 
• Can we identify the top 5% to 7% of patients who 


really need the help to improve care, reduce 
harm and where the high leverage in terms of 
cost savings will be? 


• Are the interventions with these patients 
effective? 


• What is our ongoing approach to refining the 
effort?  (QI strategy and metrics) 







Training For The Care Team 


• Discuss roles and responsibilities 
• Keep in mind that care management and care 


coordination are functions and not necessarily an FTE 
• In a small practice, this work may only take a few 


hours per week 
• Consider sending a staff member for formal training 
• Cross train all staff in appropriate features of care 


management and care coordination 
24 







Recognize Special Circumstances 
• Cognitive impairment 
• Poly-pharmacy 
• Social isolation 
• Mobility issues 
• Vision and hearing impairment  


Do you have a systematic approach 
to these issues? 







Considering Palliative and Hospice Care 
• Delicate issue because some will presume it is about 


cost cutting 
• There may be a time when just increasing the 


intensity of the same stuff may not be helpful 
• Consider it an opportunity to ramp up a different 


kind of support 
• Family engagement is critical 
• Sometimes there may be no effective interventions 







They Are Already Familiar But 
Are You Missing Anyone? 


• Think about the patients who need RSCM 
most…they will be in the office one or more times in 
a short period. 


• Do you have a way to identify patients attributed to 
your practice that have not been in lately? 


• Let anyone on the care team add someone to the list 
of high risk using criteria with or without provider 
sign off depending on your protocol 







Registry Function For High Risk Is Essential 
• Helps track patient progress 
• Identifies gaps in care 
• Calls attention to patients who need more help 
• Helps you know how you are doing for all patients 


with this level of risk 
• Supports the team approach to care and outreach 
• Makes the care more efficient and more effective 


 
 







Practice Stories 
Cathryn Heath, MD, 
FAAFP 
• Medical Director, Robert Wood 


Johnson Medical Group 
• Associate Professor, 
• Department of Family Medicine 


and Community Health 


 


Tracie Koepplin 
• Clinical Manager 
• Physicians Medical Center PC 
• 2435 NE Cumulus Ave Suite A 
• McMinnville, OR 98128-8470 


 







RSCM Checklist 
 We have an explicit algorithm to assign risk scores 
 Risk scores are recorded in a searchable field in EMR or on the 


problem list 
 We have an explicit strategy or approach for each risk level 
 We use a registry function to track and manage the high risk 


patients 
 We designate a team member to take overall responsibility for 


keeping the system organized and current 
 Our entire care team has been trained on the essential features of 


RSCM and how to use the system 
 We are getting regular feedback from staff and patients to 


constantly improve our RSCM system 
 







What Are We Missing? 
• If you cannot identify the top 5% to 7% of patients 


in terms of cost and/or need, you need a new 
system 


• The precision with which you determine the risk 
score is not as important as your strategy for those 
in the category 


• An Individualized Care Plan is essential 







Measures Of Success 
• Keep track of quality measures to demonstrate improved 


performance 
• Percentage of all patients with a risk score recorded 
• Percentage of high risk patients with a care plan on the chart 
• ER visits per year in the high risk groups (ER Visits/1000) 
• Hospital bed days per thousand (commercial and Medicare) 
• Total cost of care in the practice (per member per month) 
• Percentage of patients called, seen in office or home within                    


72 Hours of discharge from hospital or ED visit 







The Ultimate Measure-  
                 “The Three-Part Aim” 
• Better individual care 


– Quality of care-clinical performance measures 
– Satisfaction with the experience of care 


• Better population health 
– Defined population within the practice 
– Ability to aggregate individuals for quality assessment 


• Lower per capita cost of care 
– Total cost of care on a PMPM  basis 
– Proxies such as ER utilization, bed days/1000, ALOS 







Conclusions 
• Risk-stratified care management and care 


coordination makes good clinical sense 
• RSCM engages the entire team in the care of the 


most difficult patients 
• A systematic approach gets better results for 


patients and fuels professional satisfaction 
because we know we are doing a better job 







If We Build It…They Will Come”  
–Field of Dreams 


 
“If We Build It With Them… 
They Will Already Be There” 


-Christine Bechtel 
National Partnership for Women and Families 
 
Milestone 4- Patient Experience 


 







Questions 
bbagley@transformed.com  


 







What Is Next? 


• April 24 (Noon ET): National Open Mic 
• May 7 (1 p.m. ET): Medication Management 
• May 13 (2 p.m. ET): Behavioral Health Integration with Virtual 


Site Visits 
• May 15 (12-12:30 ET): National Open Mic 
• May 27 (Noon ET): Self-Management Support with Virtual Site 


Visits 
 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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An Initiative of the Center for  
Medicare & Medicaid Innovation 


 
 


National Health Disparities Webinar:  
Equity and Shared Decision Making 


Presenters: Rachel Voss-DeMeester, MPH, and Mona El-Shamaa, MPH, Finding Answers 


Moderator: Krystal Gomez, TMF Health Quality Institute 


Feb. 13, 2014 


 
Hello everyone. I'm Krystal Gomez from TMF Health Quality Institute. Welcome to our national webinar 
session entitled Equity and Shared Decision Making provided by Finding Answers. Finding Answers is a 
national program of the Robert Wood Johnson Foundation with direction and technical assistance 
provided by the University of Chicago. First a few announcements. Today's program is being recorded 
and will be posted to the collaboration site. The slides for today's presentation will be available for 
download on the collaboration site. We appreciate the presenters' time and effort in preparing for and 
sharing their valuable knowledge. Any statements regarding their technology, products or vendors are 
expressions and opinions of the person sPeeking and not an opinion of nor endorsed by the Centers for 
Medicare and Medicaid Innovations nor TMF Health Quality Institute nor the host of the program. To 
enrich your listening and participation experience here are a few tips. All lines will remain muted 
throughout the session. To submit questions click on the question and answer tab on the right hand side 
of your screen. I would now like to introduce Dr. Perry Payne for some introductory comments. Perry 
Payne was recently hired as the region lead for New Jersey and Oregon. He will also be leading an effort 
to audit the CPCI. Prior to this job he was a faculty member at George Washington University on the 
School of Medicine and School of Public Health. Now, here's Dr. Perry Payne. 


Hi, everyone. I'd also like to say thanks again for taking time out of your busy day to participate in this 
webinar. Today we have our second session in the series on health disparities. Today's session is focused 
on equity and shared decision making. This session is related to a number of the Milestones that you're 
working to achieve, but it's particularly relevant to Milestone number 7 which is focused on shared 
decision making with a particular emphasis on the use of decision aids. We're extremely excited about 
the presentation that the faculty have put together for you today. I was part of this series, and we 
strongly believe that this and other presentations in the future will provide you with useful information 
as you work towards incorporating innovative approaches to improve the quality of care for your 
patients. Now I'd like to hand it over to the finding answers team. 


Alright, thank you, Dr. Payne.  
My name is Rachel Voss, and I am here with my colleague Mona El-Shamaa, and we are in the room with 
additional staff from Finding Answers. You may be jumping in on the Q & A session later. Finding 
answers is a national program of the Robert Wood Johnson foundation tasked with discovering 
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innovative solutions to reduce disparities in healthcare. And in large part we work directly with 
healthcare organizations, especially physician practices to test those approaches. Later today you will 
also hear from two physician researchers in the field of shared decision making at the University of 
Chicago, Dr. Monica Peek and Dr. Elbert Huang. So let's start today's presentation by just reviewing the 
key concepts from the first webinar in our equity series that you attended last week which outlined how 
and why to address disparities through your quality improvement work.  


First we talked about how equity is such an integral part of quality, that is the best quality care meets 
the needs of all of your diverse patients. And we talked about how leading health care experts have 
recognized that and have elevated equity from a single component of care to a cross-cutting dimension 
of all quality care. We also talked about how tailoring quality improvement interventions to the unique 
needs of minority groups is a key strategy for reducing disparities and improving quality. And we talked 
about how generic quality improvement interventions can improve care overall, but they can also fail to 
address or may even worsen disparities. And finally we discussed how focusing on equity can help 
maximize the impact of your CPC work by increasing its effectiveness and reach.  


And today we'll talk specifically about how equity can maximize the impact of your decision making 
work. So some of your other TA webinars have focused on how to implement shared decision making. 
We'll talk specifically about that link between equity and shared decision making. We'll go over specific 
ways to approach shared decision making with your mind on Elbert Huang. And then we'll hear from Dr. 
Monica Peek and Dr. Elbert Huang in the second part of the presentation as I said.  


So let's first talk about this link. First off when we say shared decision making we're talking about a 
process in which patients are actively participating in their health care discussions and decisions with 
their physicians. It's a bidirectional process. Not only are you as a provider giving them health 
information, but you're also receiving and listening to their patient preferences. This allows for 
discussion and deliberation and the physician recommendation.  


And, finally, shared decision making means that the patient and provider work together to explore risks 
and benefits of the treatment plan so that they can jointly make the most informed decision possible. 
We know that shared decision making is associated with many benefits, specifically knowledge gained 
by patients, patients have more confidence in their decisions, and they're more actively involved in their 
care. In your CPC Milestones you've been asked to approach your decision making by first identifying a 
decision point, either a priority condition or some other sort of decision.  


Second, implementing a decision aid and integrating it into your clinical processes, and then monitoring 
usage for efficacy. To achieve all these goals it's critical to seek participation in the decision making by all 
of your population, especially diverse patients. As we discussed in the first webinar equitable care does 
not mean the same care for all patients. It means care that is appropriate for each patient's needs with 
the goal of achieving the best outcomes for each patient. And so that's true of shared decision making as 
well. By tailoring decision making to the needs of diverse patients you can better engage them and 
proactively address important factors around patient preference, risk benefit analysis and decision 
points that might otherwise prevent minority patients from engaging in shared decision making with 
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you. In addition to helping you meet the shared decision making Milestone we think that keeping a 
focus on equity in your shared decision making can also help you in the future overall at your practice.  


At the most general level shared decision making improves patient centeredness and individualized care 
which we know helps reduce disparities and improve overall quality, which is the overall goal of the CPC 
initiative that you're involved in. We also know that shared decision making can increase patient 
satisfaction, CPC Milestone number 4. And evidence also shows that shared decision making as part of a 
care management program may help reduce costs, and that's Milestone 2. So basically investing in 
effective, equitable shared decision making can support success in multiple CPC Milestones. So the CPC 
Milestone is focused no decision aids specifically which are an important way to deliver shared decision 
making. And as you get deeper into your work we want you to also consider that there are a couple of 
other important ways to expand your shared decision making.  


For example, in addition to decision aids more open ended conversations that are patient directed can 
be helpful in engaging patients in making those decisions with their doctors. At the core of it all shared 
decision making decision aids are not, can and should enhance communication between patients and 
providers. As with all changed shared decision making comes with some effort and some potential 
concerns. And one of those concerns is that it takes up limited physician time. That is sometimes it's 
faster to just tell patients what you want them to do.  


But another way to look at that is that that time spent on shared decision making is an investment. So 
patients with poor adherence or multiple needs often require more visits or longer visits than other 
patients. And they may be overly or disproportionately represented in disadvantaged populations or 
medically underserved populations. So on the other hand shared decision making can improve patient 
provider communication and improve the efficiency of the visit. Over time we anticipate that that will 
improve patient outcomes. We've discussed the benefits of shared decision making, but how do you 
make that a reality in your busy practices? So when considering how to implement decision aids, and 
we'll hear much more about this later from our physicians, think about them in the bigger picture of 
both decision aids and enhanced provider communication. This comprehensive approach. And you'll 
also want to choose your priority condition carefully.  


Some conditions are better or worse than others as candidates for decision aids. So, for example, 
decision aids are often used for just discrete data points. A one-time decision such as having a health 
screening test or whether to have a specific surgery. On the other hand many of your patients have 
chronic decisions that involve multiple micro-decision points over time, whether they should intensify 
their diabetes care, for example. Decision aids can still be useful in those situations. And so you may 
want to choose decision aids that address a specific weakness or inpatient knowledge or adherence that 
can actually help to improve patient engagement. And, finally, consider supplementing your decision 
aids with less structured discussion. Patients may have questions or concerns about their disease that 
aren't in the decision aids.  


A broader equity focused approach to shared decision making can help you achieve your CPC Milestones 
and also reduce disparities. So we know that poor health knowledge and lack of patient understanding 
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can drive disparities. But SDM increases adherence in patient knowledge, increases patient engagement, 
and can also help you understand your patient's preferences and their barriers to treatment in a way 
that you might not know if you weren't having these discussions with them. And many of those are 
culturally biased which is why we are talking specifically about equity. So now that we've discussed the 
link between equity and shared decision making I'll pass it off to my colleague Mona who will discuss 
further concrete ways to engage your diverse patients in shared decision making. 


Alright, thank you, Rachel. 
Okay, so now we're going to discussion some of the important equity issues to consider when 
implementing shared decision making. Before shared decision making even takes place clinicians need 
to offer it to their patients, and patients need to agree to participate. Some research shows that 
although minority patients are just as interested in shared decision making as white patients, clinicians 
may not offer it as often as an option to these minority patients. So it's important that all patients have 
the option to participate in shared decision making. In order to guarantee the greatest uptake of shared 
decision making across all patients, clinicians need to introduce it in a culturally adapted way. So what 
do we mean by cultural adaptation? Well, it's being aware of values, beliefs, preferences of your 
different patient groups, and then adjusting the message so that it's most relevant to the community. 
Adapting your instructions is especially important for patient populations that are more skeptical of 
shared decision making.  


For example, many minority patients have experienced poor treatment in the past or treatment that has 
led to historical mistrust of the health care system, and consequently may be skeptical of shared 
decision making messages. Likewise, patients who themselves have experienced low quality care in the 
past may assume that high quality treatment options are not even available to them, or the fact that 
they may not even be offered. By adjusting your approach to address this skepticism you're more likely 
to engage patients successfully. Next we'll talk about how to ensure that your shared decision making 
communication is culturally competent.  


Now, cultural competency is a big topic, bigger than we have time to cover today. The Office of Minority 
Health defines cultural competence as a set of congruent behaviors, attitudes and policies that enable 
organizations to work effectively in cross-cultural situations. There are many resources on becoming 
culturally competent. One good place to start is the Office of Minority Health CLAS standards or 
standard for culturally and linguistically appropriate services. At the bottom right hand side of this page 
you'll see the link for this. That said, you should work to ensure that shared decision making 
conversations are culturally competent.  


One way to do that is to involve your patients' broader social network. For some patients important 
decisions about treatments are only made collectively with family or community members such as 
elders, spouses, pastors, and reaching a decision in this case may not be possible without engaging this 
broader social network as well as the patient, of course. Another way to communicate in a culturally 
competent way when implementing shared decision making is to encourage two-way dialog. Shared 
decision making is not only about giving information to patients but also eliciting it from them. So when 
you're providing education and information also seek to understand patients' goals and preferences. 
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One more thing to consider as you pursue shared decision making is that low health literacy and 
numeracy are often more common in vulnerable populations. This is especially important because 
health literacy and numeracy do affect the way patients make decisions. They affect how they 
understand their options and their health outcomes, and they also affect their adherence and self-
management. Because of this when providing shared decision making be sure to deliver information 
that is clear and understandable to patients from a variety of backgrounds. Keep in mind that some 
patients may need assistance in navigating information including information that comes from decision 
aids. The most effective shared decision making puts the focus on patients' needs. To get the best 
possible outcomes here are a few things to keep in mind. It's important to become familiar with your 
population and also aware of their differing perceptions and values. For example, patients from 
different backgrounds may have very different views on the use of medication versus healthy lifestyle in 
managing their diabetes. Also, some diseases are just stigmatized in certain cultures. At the same time 
be aware of patients' multiple identifies.  


Beyond race people have multiple sets of backgrounds and values that impact the way they make 
decisions. Some of these may include sexual orientation or national origin or even religion. Consider 
involving family when appropriate. As we mentioned earlier about broader social networks and how 
they impact patients' decisions so do family. The wishes of and the benefit to the family can strongly 
impact the patient. One big part of shared decision making is communicating consequences of health 
decisions in a very clear and respectful way. This minimizes confusion and ultimately improves patient 
and provider satisfaction. And don't forget that external factors may influence how minority patients 
assess the risk and benefits of different treatment options. For example, treatment options that require 
larger co-pays may not be an option for a patient with limited resources. Or treatment plans that require 
more frequent clinic visits for monitoring may not be an option if childcare or work schedules just aren't 
flexible. Lastly, we'll discuss the role of decision aids in shared decision making. Knowing your patients' 
needs can help you choose the right decision aid and ensure uptake and engagement with the aid. The 
way you deliver decision aids is very important.  


Different decision aids may be delivered through different means such as websites, different paper 
handouts, video presentations. Some patients may not be comfortable with or even have access to the 
internet or computers at all. This obviously would make online tools a challenge. So before choosing a 
decision aid, ask your patients about access to and familiarity with various modes of delivery. 
Disadvantaged communities may be at the greatest risk for these issues. As mentioned before shared 
decision making is a joint effort between patients and providers. Their healthcare team may need to 
work with the patient walking them through the tool but also engaging the patient to get their feedback 
and also to understand how they're interpreting the tool. So consider this if you incorporate shared 
decision making into your workflow since obviously it has implications for when and how and where you 
employ your tool. So I'm going to just remind you to submit questions as they arise, and we'll have 
questions and answers at the end. But before the question and answer session I'm just going to turn it 
over to Dr. Monica Peek. 


Great, thank you so much. I'm excited to be here, and thank you all for taking time out of your busy 
schedule to join the webinar.  
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I am Monica Peek.  
I'm a general internist here at the University of Chicago, and I'm also a health services research with a 
special interest in shared decision making among vulnerable populations, particularly African-Americans 
who have diabetes. So what I'm going to talk about is when we talk about going beyond decision aids 
some of the work that we do really gets at that. One of the key messages I want to make sure that you 
understand is that we're not expecting that you would leave this webinar ready to implement some of 
the interventions that we've designed. I just wanted to give you a sense of what they might look like and 
talk about some of the take home messages that we're learned from our work that would be actually 
directly applicable to your individual practices. So some of the work that I do with Marshall Chin really is 
about improving diabetes health for minorities here on the south side of Chicago. And two key parts of 
that really are patient activation and provider training, shared decision making being a core part of both 
of those. So we train providers around a number of things including culturally competency and 
motivational interviewing. But we include as a core part of that patient [inaudible] communication and 
shared decision making. Our patient activation portion really is part culturally tailored diabetes 
education but also part shared decision making skills building.  


So Mona had talked a little bit earlier about culturally tailoring and the importance of that. And so one 
example that we use in our classes is just recognizing that the majority of African-Americans that are 
here in Chicago came through the great migrations. And so most of them came from the south. And so 
we have a different kind of cultural tradition around eating and shopping and what that means to 
families here that are African-American. And so we incorporate some of those food preferences. We 
create a mock grocery store from grocery items from local stores, and then try and have a combination 
between what people are already doing, what feels culturally appropriate to them about eating, and 
what some of the recommended guidelines are for diabetes education around dietary practices and 
healthy eating and physical activity.  


So we try to meet people where they are in our classes sort of keeping that in mind. And, again, a huge 
part of our curriculum has to do with shared decision making. And we try to keep in mind issues around 
literacy and health numeracy, so we use a lot of interactive things like a video and game and role play. 
So if you're interested in any of these resources I encourage you to check out our website at 
southsidediabetes.org.  


There is about a 12-minute video that's on our site that you can show in your waiting room for your 
patients. So we have a lot of other resources that you might find helpful to you. Again, the Office of 
Minority Health is another good resource. And the HRQ actually has a number of very funny, 
educational short video clips, they're commercials about the importance of shared decision making and 
patients asking questions that really are tailored for the everyday lay audience. And so those are 30 to 
60 seconds of videos that you can also use in your clinical practice.  


One of the things that we've learned with our work is that difficult patient populations, the ones who 
may come into your office and feel like they're very passive, they don't have questions, they don't seem 
to be engaged in their care or very interested in having ownership of their care, that with some targeted 
efforts you can actually crack that box and actually patients that are more confident in talking to their 
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doctors, that actually are more engaged with their physicians and actually see improvements in their 
diabetes control. So some of the messages that I'm going to be talking about in the next few minutes 
just really focus on the idea that even for your patients that seem challenging in a number of ways we 
actually can engage them and have them be more activity in shared decision making with the goal of 
improving their health and health outcome.  


One of the things that we learned from our work is just the importance of narrative or having created a 
space for patients to talk and tell their stories. So within our classes we use a lot of interactive methods. 
We have people testifying and telling their stories. But in your everyday practice you can incorporate 
that, too. So just making sure that you, for example, start off your clinic visits by asking a patient to tell 
you something interesting about their diabetes or just having a space for them to share a story that is 
relevant to their health, but also gets them talking about their health in a way that feels comfortable to 
them. One of the papers that we recently published was talking about the specific role of narratives. So 
one of the patients was talking about their use of the video that we created, and she said it changed 
how I interact with the doctor. Seeing the video I did have the presence of mind to at least ask what is 
this medication for, how often should I take it.  


So, again, the take home message being that you can use other resources that are available to you. You 
can show them in your waiting room or have people access them online, and they can learn practical 
skills that they can actually use in the physician encounter. And, again, we did a lot of role play in our 
classes. And so the idea of just having practice, really practice does make perfect. And so practice at 
which are patients using your other staff to help prepare patients for the clinic visit can really be 
effective. So one of the patients at our study was talking about the use of role play. And she said they 
kind of built me up. We'd be like we're at a doctor's session, and then she, that would be me, would say 
things that she knows is not right either, but she just wants to know are we going to catch on to it and 
just let it go or would we sPeek up and ask questions about being rushed through the visit or not 
answering their question.  


Sometimes you don't want to be questioning your doctor, and it's kind of hard especially if you really 
like them and stuff. But she was just building us up so that you've got to be able to whether you like 
your doctor or not. So the idea that even if you have a good relationship with your patients and your 
physicians sometimes people still feel like they don't have the right or there's not a good space for them 
to ask questions. And so the idea of having patients practice in something that may be uncomfortable to 
them otherwise really does develop skills that they can continue to use. And so the idea here then we 
talked about is just really using some of our core principles that we've learned from our work and 
thinking about how you might fold those into your everyday practice.  


One of the things that always seems obvious to us as physicians that we may forget is that things that 
we take for granted patients may not inherently understand. And so I like to always verbally tell patients 
that I value your opinion about your health and why. And so we understand that it's important to have 
patients' perceptions, but they may not understand that we value that. So the idea that there are 
multiple right decisions sometimes, and finding the best decision for that patient really means that they 
have to be involved in this discussion and tell us what they think they can do, what's feasible at home, 
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how much they can afford, what do they understand, what skills can they practically master. And that's 
going to be their best decision. And there's no way that we can as physicians understand that without 
patients' input. So directly stating the fact that we really want their opinion and why.  


One of the things that we've talked about with our classes is the idea of just sort of paring down all the 
different conceptual constructs of shared decision making is what we call the three Ds. So we encourage 
patients to discuss, debate and decide about medical decisions. And so those are things that people can 
remember. There's something you can put on a button that your staff is wearing or have a flyer in the 
waiting room like we're interested in your questions and here's why. And so for every important 
decision we want to have patients know that it's important for them to be able to discuss it with us, 
think about all the options, have a conversation about the pros and cons and then together come and 
make a decision about their healthcare choices. And, again, expressly stating to patient expectations 
about their involvement and care. That we really want to see them as partners in care and not just as 
recipients of care.  


So, again, these are things that we already know and believe as physicians, but patients sometimes don't 
get those messages from our either behaviors or what we're actually saying in practice. And so trying to 
expressly say that this is what we'd like to see can address some of the disempowerment that a lot of 
our patients feel. So patients a lot of times don't feel like they have the right to ask questions or to be 
more involved. And so for us as physicians there's an important role in empowering patients. One of 
those things that we learned in our class is the importance of addressing uncomfortable barriers to 
shared decision making head on.  


And so, again, the idea of expressly stating these kinds of issues. So one of the things that we learned is 
that some of the ordinary chaos of an office visit, just the disorganization, the long waiting times, things 
that just happen in a routine practice, some patients if they're coming to that encounter with previous 
bad experiences they may perceive that as interpersonal or organization discrimination when actually 
it's just the ordinary dysfunction of an office. And so specifically telling our patients, you know Ms. 
Jones, it's really important that we have a great relationship and that you really trust that I am doing the 
very best that I can for you. That my goal here is to have you as healthy as possible. And so I may not 
come from the same background as you, but I really want to know about you, and I really want you to 
feel that I'm on your team and that I'm going to do the very best I can to take care of you. So just simple 
messages like that can resonate with patients and they'll hear that. They'll physically hear it, but they'll 
emotionally hear that, too, and it will resonate with them about some of the issues that they may be 
bringing to the encounter around provider mistrust or potential perceived discrimination.  


And the last point I just want to make is that shared decision making is something that we ordinarily 
think about as happening just within the physician and the patient. But changing the office practice and 
the organizational culture around that can also be hugely supportive. So priming our patients to know 
that this is something that everyone in a practice values. So this is something that we can talk about at 
staff meetings. Again, our staff can wear buttons. We can have resources in the waiting room. We can 
use our staff, our LPNs and MAs who are already checking their blood pressure, checking their sugars to 
ask and say, hey you know what, what are the two most important questions that you want to have for 
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your doctor today? And maybe I'll write those down for you and put them on the encounter. Or what 
are the two things that you want to really make sure gets discussed today. And do you feel comfortable 
talking to Dr. Jones about that?  


Having our staff help us create a culture for shared decision making and helping to facilitate and prime 
patients can actually help us with the encounter as well. And if you're in one of the practices that has 
the advantage of having a health educator, a certified diabetes educator or some of those resources 
that are in your practice network, one of the things that we do is to have those specific educators 
incorporate messages around shared decision making with our patients. So, again, they're getting 
messages not just from physicians but from all of the healthcare team that really asking questions and 
being an active part of their care is important not just for us but for them and their health. And so 
thinking about ways of spreading or disseminating these messages within our entire team actually can 
decrease the burden on our individual practices, on our individual selves seeing patients within our busy 
practices. So, again, I just want to say thank you for your time, to acknowledge our funders, and to 
remind you of our website which, again, is southsidediabetes.org.  


We referenced a lot of other portions of information for you around shared decision making. And 
everything that we have on our website is free and available to download and use as well. So with that 
I'll turn it over to Dr. Huang. 


Thank you, Monica. My name is Elbert Huang.  
I'm a also a general internist, primary care doctor here at the University of Chicago. I'm a clinical 
investigator who spends most of his time thinking about diabetes in older people. And so I'm going to 
share with you our experience with the use and evaluation of a decision aid that we have constructed to 
address a very specific treatment decision in the area of diabetes. So this is an example of shared 
decision making in chronic disease management. I think the overall experience will be valuable to you. 
So those of you who follow what's been going on in diabetes care guidelines and actually have followed 
what's been happening in diabetes clinical trials probably realize that care guidelines now have a heavy 
emphasis on the individualization of care goals for diabetes but also of treatments. And among patients 
with diabetes these issues are particularly relevant for the older population. Older patients actually 
represent 50 percent of the diabetes population and unfortunately have been regularly understudied in 
clinical trials. We've typically studied younger diabetes patients before studying older, sicker 
populations. And the issues around older people, the basic issue is that the care goals that most people 
know in diabetes care such as an A1C less than 7 percent may not always be appropriate for the older 
person that you're seeing in front of you in clinic.  


Older people are very heterogeneous, they vary in terms of how long they've had the disease, what 
complications they may have experienced over time. They may have other diseases that are of a higher 
priority to them than their diabetes. And their preferences vary also. And so given the variation in older 
patients and uncertainty around the application of recommendations made for the general population 
the new guidelines now heavily emphasize individualization. And the individualization comes in really 
two flavors. There's recommendations that basically we vary the targets for diabetes based on the 
health status of an older person that we're taking care of. An example of this would include making 
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different choices for A1C targets based on how sick they are with comorbid illnesses, making decisions 
differently about diabetes care based on whether or not an older person is frail or not frail. So there are 
specific recommendations that you'll find from the ADA and other organization based on health status.  


But the equally important are for individualization for actually patients of any age is making decisions 
based on patient preferences. And when I talk about patient preferences we're talking about variation in 
the very goals of diabetes management. For some older people the goal of diabetes care is to avoid 
complications related to diabetes at any cost. For other older patients we have found that the goals of 
diabetes care are quite different. For others the goal is to actually avoid medications related to diabetes 
and other chronic diseases at any cost, to reduce the burden of diabetes management. And there are 
other kinds of preferences that we could certainly explore. So considering both health status and 
preferences in selecting even something as basic as the A1C target these recommendations are out 
there, but when you think about it, it might be actually really, really difficult to implement this in the 
busy clinical practice. And I think that's where our decision support tool comes into play. So given the 
challenges of actually doing this in clinical practice we designed a design aid or, slash, decision support 
tool that is designed to help personalize diabetes care goals for older patients with diabetes. And it does 
things that we think doctors or front line providers may not be able to do within a 15 to 20 minute visit.  


So one thing the tool does is it provides personalized calculations. It basically does a number of 
calculations. It calculates the patient's life expectancy. It actually personalizes and calculates the risk of 
developing complications for the specific patient based on their health status. It also goes out of its way 
to elicit treatment preferences from the individual patients. And we specifically ask patients about how 
strongly they desire to avoid complications, how strongly they desire to avoid medications. And the tool 
also screens for geriatric conditions that are closely tied to diabetes such as depression, urinary 
incontinence, chronic pain. So a lot of this would be quite challenging within a normal clinical visit, but 
we are using this tool to supplement and gather more information for the provider at the point of care. 
The simulation model that we use to do these calculations is -- a sister model is described in the Annals 
of Internal Medicine publication from 2008. And this is a screen shot from the educational portion of the 
support tool. We know from prior research and from our own that actually only 30 percent of patients 
with diabetes know what an A1C test is.  


So we go out of our way to in the early part of the tool to just explain and re-educate patients on what 
an A1C test is. They have to have some basic understanding of what the test is before making a choice 
about an A1C target. And this is a screen shot from the output that is generated by the support tool that 
includes some of the calculations that are made, but also shows some of the results of general screening 
questions that are done as part of the support tool. So I think probably the most important information 
that we've learned from designing and studying this tool are related to implementation. And I think 
many of you who are being asked to implement decision aids in your practices are probably facing these 
exact same implementation questions. So one basic question that we faced was when should the tool be 
used. Clinic is, frankly, insane and is incredibly busy. And so when would this tool be used in clinical 
practice? We designed a tool that is based in a website. So that raised questions about how do we give 
access to our web tool. And just to give you some context our particular patient population on the south 
side of Chicago 80 percent of them we knew in advance had no access to the internet. And so we had 
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designed a tool that required a computer access and internet access. And how are we going to make 
that possible for our patients? There were also issues that were mentioned earlier about literacy and 
language. What is the right language? We were using a tool that required numeracy as well. And a very 
practical question that challenges all people using decision aids is when do we feed -- how do we feed 
the information to the doctor? We were doing all this work, but how are we going to deliver it at the 
point of care when it was needed?  


So all very challenging implementation questions and decisions that we had to make even in studying 
this tool. So these are decisions that we made, and they may be valuable to you as well. So we decided 
to use the tool right before a scheduled clinic visit. And we did this partially because we know that 
patients sat in the waiting room for sometimes half an hour to an hour. And so rather than create a new 
time we use that space to use the tool. How did we give access to the web tool? Well, we were lucky in 
our own clinical practice what we did was we were able to find a computer in a private room in the clinic 
practice. But we also had an actual research assistant, an assistant to actually make sure that the patient 
was able to access the tool. So in terms of literacy and language we designed the tool to have a very low 
literacy level. And the original version was created in English but we will, of course, have to create the 
version in Spanish to reach more patients with the tool. How did we feed information to the doctor?  


So we basically used a low tech -- well, the tool is web based and somewhat high tech. Our way of 
delivering information to the doctor was low tech. So we basically had the patient interact with the tool, 
print out the information, and then bring that printout to the visit. And we have found there's nothing 
quite like having a patient bringing in a piece of information on it to stimulate conversation. So that was 
our approach. There are obviously other ways of delivering information electronically. But I have found 
personally that a patient bringing information from outside to the visit will force me to look at it and to 
have conversation about it. The trial itself was done as a small randomized controlled trial. We found 
that the tool did encourage active A1C goal selection discussion. It decreased patient's conflict or 
confusion around A1C goals. And particularly it basically informed them about a treatment decision that 
they weren't entirely aware existed. And it did have a tendency to increase the appropriate 
personalization of A1C goals based on life expectancy. And these findings mirror the general findings 
from other decision aid trials, the decision aid that you have been given as potential options. In general 
decision aids have been found to activate patients and have been pretty consistently found to reduce 
confusion and conflict on the part of the patients.  


So in terms of implementation I think as you are designing your approach to incorporating decision aids 
you have to consider the pace of the clinic where you work, determining when to deploy the decision 
support tool or decision aid. You may have to create a special space. Perhaps you have a library in your 
clinic or a special room. You may have to make special active considerations. Patients are not always 
going to have computers or the internet. Some patients are going to have poor literacy and poor 
numeracy. And you may need to designate an assistant to help guide patients through decision aids to 
make sure that they are used appropriately and are doing what they're supposed to do. But despite 
these challenges patients generally like and appreciate decision support tools. So thank you for your 
attention, and I think we're shifting to the question and answer period. 
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Great, thank you, Elbert. We've had a couple of questions come in on the Q & A, and so we'll just take 
those in order. So first this probably can be open to all of the panelists. It was mentioned that Rachel 
Voss discussed wonderful ways to incorporate SDM into an office visit that sounded very natural. But 
she didn't discuss using a specific decision making tool, and that's what is being required from CPC. And 
the comments or Catherine notes that she's struggled to make using a tool in an office visit natural. Any 
thoughts on sort of how the practices can sort of integrate the tool into their clinical interaction in a 
more natural way? 


This is Elbert Huang. I think that the way to think of decision aids or decision support tools as essentially 
a structured form of patient education. And so I think the perfect time to use the tools is as a form of 
education. Perhaps you are making a decision about a treatment, but you can't completely discuss 
everything, you can't completely discuss all the risks and benefits of a decision during the normal clinic 
visit. So it's something -- it's an additional education tool, piece of information you might refer a patient 
to. So referring a patient to a link for more education we do that all the time when we're trying to teach 
patients about a condition they have, so I think that's the time to do it. It could be at the time when 
you're trying to make a decision or when you want to educate a patient. 


This is Monica. I echo Elbert's comments. So particularly for client diseases like diabetes most of the 
decisions we make are, again, those micro-decisions that get revisited over time and for which there 
aren't significant time constraints. So it's not an acute situation in the hospital. They have time to sort of 
think about it. We can decide today and then revisit it next time. We can think about it today and bring 
the other family members next time. We can start the conversation today, look at some decision aids. 
You take these home and bring them back with you next time. So for me the idea incorporated into a 
decision aid would be a way to, as Dr. Huang pointed out, facilitate ongoing communication with 
patients. So rather than trying to compress everything with the single use of a decision aid, taking 
advantage of the fact that we're primarily outpatient primary care physicians and so we have the 
opportunity, the luxury, of additional time to think about the use of a decision aid. And so for some of 
our patients who may have additional issues around literacy and numeracy they may need to see that 
aid several times. They may need to have sort of multiple conversations to be able to wrap their mind 
around it. And so I would as comfortably as it is already flowing just add that into an additional thing 
that I do with patients rather than trying to have an artificial start and stop to the use of a decision aid. 


Thank you, Dr. Peek. Thank you, Dr. Huang. The next question has to do with care management tools 
not being up to date. And so the question is I still discuss new guidelines for management of diabetes 
control with my patient in an SDM manner, but our care management tools aren't up to date. Dr. Huang, 
would you like to handle that one? 


Well, I'm not surprise that -- I'm not surprised by the question. It's a really good one. What's happened is 
that some of the guidelines of consensus statements are probably a little bit ahead of the tools that 
have been developed several years ago? So I think you will have to pick and choose what tools you use 
and when. You can continue to -- if your communication is in this shared decision making approach I 
think you're already 50 percent there. And hopefully the educational materials that are provided by the 
American Diabetes Association and other groups will eventually catch up. But you may be -- we're 
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probably talking about a concept that's a little bit ahead of the curve in terms of traditional educational 
materials. I think Dr. Peek's video material and other materials that she had referred to may also be 
useful. 


We actually have a question, one of the participants is asking for a reminder of what the site is for the 
short video clips mentioned. So I'll put those in the chat, but Dr. Peek if you could remind us what those 
are. 


Sure, so our website name is really easy. We do work on the south side of Chicago, and so our website 
name is southsidediabetes.com or .org, we've bought them both. And so if you go to our home page 
there's a tool bar at the top that says information for patients, about their project, etc. So if you click on 
the information for patients the video is in that section. And there's one that specifically says tips for 
your doctor's visits. And that will be in the tool bar on the left hand side. And so that's the video that we 
made. It's about 13 minutes, so it's enough to -- what it does is it just sort of show examples and talk 
about shared decision making, examples of bad shared decision making and examples of good shared 
decision making so that we can take these sometimes what are fairly abstract constructs for patients 
and make them more practical for people to actually see what they look like. But, again, they're the 30 
second and 60 second spots which are super easy and just really fun. And those are available on the 
HRQ website. And so we can pull those also and make those available for people who are on the 
webinar. 


Great, thank you. And the next question is about Dr. Huang's shared decision making tool. Dr. Huang, 
the question is whether that tool is available for public use. 


Thank you for the question. Not quite yet, but it's still being studied, and the next iteration which will 
hopefully be federally funded would then be publically available. But it's not quite yet ready. Thank you 
for your interest. 


Great. A final question, I think we have time for one more question. What about patents who refuse to 
participate in shared decision making? What do you do then? 


That's an excellent question. Monica Peek again. I have a few comments, and then I'll look for Elbert's 
comments and see what he has to say. So there are two things. One is that we always want to be 
respectful of patients' wishes. And some patients would prefer to defer those decisions to their 
physician. And so in the cases where that is actually true really what we're trying to do is tailor our 
approach to patients' preferences and needs, and that's okay, too. Not everybody has to be actively 
involved. But the caveat that I would say is that a lot of times just like patients are resigned to lower 
quality care, people may have experiences that shape their expectations. And so if they've only received 
a paternalistic style of encounters with their physician they may sort of think that that's their preference 
because that's all they know. And so there have actually been studies that look at peoples' preferences, 
and then they sort of [inaudible] to be engaged in shared decision making people actually are more 
satisfied when they actually have that shared decision making experience. So while we do want to be 
respectful of patient's wishes and preferences, we also want to make sure that they're making informed 
decisions about those preferences. And so talking a little bit with patients about the importance, why it's 
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important for them, why it's important for you, why it's important for the relationship and their health, 
giving them a little sample of what that might look like, so you can help me inform a decision, but the 
responsibility isn't yours alone. This is a shared decision that we'll want to come to together. It's one 
that we can revisit in the next few visits. So I really want you to be involved, but I'm not abandoning you 
with the responsibilities and the accountability for the choices that you are sort of verbalizing within the 
encounter. So I would say that, yes, always respect patients' preferences, but really spend some time 
digging into what people mean when they express those preferences first. 


Wonderful, thank you, Dr. Peek. Dr. Huang, any additional thoughts on that topic? 


I think this is always a question. There's a segment of patients that aren't really interested in shared 
decision making in the way we've conceived it. But the thing I would say is having patients involved in 
decisions is just critical to everyday management of chronic diseases. So it's important for so many 
different reasons. And I think the other thing of it is you don't know what the patient's preference is for 
shared decision making without asking them about it. So you can't guess in advance based on the 
patient's age or race or education how involved they want to be. So you've got to bring it up because 
you cannot guess who is who. 


Great, thank you. And that flows actually well into what we can take as our last question for the session. 
This is specifically directed to Dr. Huang's shared decision aid situation. But I think it can be applied 
generally which is how does the practice know which decision aids to give to patients and prior to the 
visit? What guidance is there that we can give staff about picking a decision aid? 


Sure. Well, I think that in the future we are going to face a world where there's going to be almost like a 
library of decision aid or decision support tools that we can pick from. And ideally what we would do is 
basically use them when it's appropriate for the specific patient situation. And in the case of our 
particular study we were the only decision aid -- we were the only decision aid being evaluated at the 
time. The staff knew, you've got to know the assistant or assistants that were working with patients with 
the tool. So the staff and the clinic overall was very accommodating to the use of the tool. But it's akin 
to I would say like a health education library. And to me I view this all as just fancier versions of what 
would be in a health education library for a clinic. 


Wonderful. Thank you. We are leading right up to the end of our time. So I wanted to thank all of our 
presenters and hand it actually back over to Crystal for the wrap up slides. 


Great, thanks, Robert. So we still have two more sessions of this series. We have a patient experience 
session on equality February the 18th and one on quality and care management scheduled for February 
the 26th. What's coming up for the rest of CPC our next national webinar is March the 4th on Milestone 
3 and asynchronous access. And we have many more offerings in the month of March. So please mark 
your calendars. Thank you for attending today's session. I really just want to thank everyone. It was a 
really great session. You can exit the session by clicking on the file menu option at the top left of your 
screen and select the option to leave the session. You'll be taken to a post webinar survey that needs to 
be completed in order to receive credit for attending this presentation. Thank you. 





		National Health Disparities Webinar:  Equity and Shared Decision Making

		Presenters: Rachel Voss-DeMeester, MPH, and Mona El-Shamaa, MPH, Finding Answers

		Moderator: Krystal Gomez, TMF Health Quality Institute

		Feb. 13, 2014

		I am Monica Peek.








Advanced Primary Care:  
The Role of Behavioral Health 


on the Primary Care Team 







Moderator 
Krystal Gomez, MS 


TMF Health Quality Institute 
 







Introductory Comments  


Laura L. Sessums, JD, MD 
Director, Division of Advanced Primary Care  


CMMI/CMS 







Advanced Primary Care: The 
Role of Behavioral Health on the 


Primary Care Team 
Benjamin F. Miller 


University of Colorado 
Department of Family Medicine 







Agenda  
• Review Milestone 2 guidance for behavioral 


health integration 
– Definitions  
– Intent   


• Provide an example from a CPC practice 
• Highlight strategies for practices and behavioral 


health  







Foresight Family Practice  







workflow 







Definition of behavioral health 
integration  
• An umbrella term for care that addresses any behavioral 


health problems bearing on health, including mental health 
and substance abuse conditions, stress-linked physical 
symptoms, patient activation and health behaviors 


• In CPC, a focus of the integrated behavioral health program 
can include recognition, diagnosis, assessment, support and 
treatment of persons with cognitive impairment (including 
Alzheimer’s disease and other dementias). 


 







Milestone 2 intent for BHI  
• To address key issues in population health 


management using risk stratification methodology 
• 2013: focus on those at highest risk for poor health 


outcomes and preventable harm 
• 2014: enhance support for patients who may be in 


lower risk strata but who are struggling to achieve 
health goals and are at risk for negative outcomes 


 







Why BHI? 
• Behavioral health care needs are highly 


prevalent in primary care setting 
– 80% with a behavioral health disorder will visit primary care at least 1 


time in a calendar year 


– 50% of all behavioral health disorders are treated in primary care 


– 30-50% of referrals from primary care to an outpatient behavioral 
health clinic don’t make first appointment  







Why BHI cont. 
• Behavioral health care needs are often not 


addressed and exacerbate chronic medical 
conditions 
• Annual medical expenses—chronic medical & behavioral health conditions 


combined cost 46% more than those with only a chronic medical condition 
• When depression and diabetes are both addressed, positive diabetic and 


depression outcomes are generated. 


• Depression worsens chronic disease and is worse when co-occurring with 
chronic disease, more so than the impact of multiple chronic diseases without 
depression. 
 


 


 







CPC BHI steps 
• Declare in 1st Quarter of PY 2014 choice of BHI, SMS, 


MM 
• MS2 BHI quarterly attestation: 


– Respond to questions regarding practice changes used to 
implement chosen strategy  


– Show progress each quarter 


 







CPC BHI steps  
• MS2 BHI – types/pathways to integration 







BEHAVIORAL HEALTH INTEGRATION 
The details  







Identification  
• How do you identify and recognize individuals 


with behavioral health needs that might not 
currently be addressed?  







Risk stratification 
• Look at the patients you are currently treating; 


what percent have a comorbid behavioral health 
diagnosis? 


• Examine if the patients you have identified are improving 
• Consider starting your behavioral health interventions with 


these cohort of patients  
• Patients who may also be in a high risk category who have 


complex chronic disease but no diagnosis of behavioral 
health may actually have one 







Identification cont. 
• In your practice is there someone responsible for 


screening/identifying BH? 
– Examples include: 


• Front desk administers a screener 
• Patient self identifies with symptoms and a screener is administered  
• Providers use screener to help assess possible underlying BH condition  


– Once a screener has been administered and it is positive, 
what next? 


• Who is responsible for following up with the patient? 
• Who stores the data from the assessment tool (and where)? 
• How is the screening tool uses to monitor treatment? 







Measures 







Depression and the PHQ-9 
(assessment and monitoring) 







Are patients improving? 
• Use standard screening tools for behavioral health 


conditions (e.g., PHQ-9 for depression, GAD-7 for 
anxiety) 
– Integrate these tools into the workflow  
– Use tools repeatedly to assess effectiveness of 


treatment (e.g., TREAT to TARGET, case review 
consultation) 


– Store these data in structured fields 







Where are the behavioral health 
services? 
• Which BH are part of the practice care team or staff resources your system 


provides you (for those practices that are part of systems), and which are 
available through established coordinated relationships in the medical 
neighborhood? 
– Factors to consider: 


• Finding the behavioral health providers in your community  
• The ability to track referrals or communicate with external partners  
• Availability of behavioral health provider to come onsite 
• Role behavioral health provider will play (e.g. brief interventions or more 


specialty mental health services) 


 







What are the range of behavioral 
health services offered? 







Building practice capacity 
• Creating a team oriented practice  


– Offer internal practice team staff, training 
– Consultation/co-management relationships with 


behavioral health  
– Coordinate relationships within medical 


neighborhood 
– Share workflow to foster multidisciplinary teams 


 







Assessment 
• Assess the degree to which your practice has 


integrated behavioral health 
– AIMS Center Patient-Centered Integrated Behavioral 


Health Care Principles and Tasks  
– Integration Academy Self-Assessment Checklist  


• Consider a baseline assessment and then further 
assessment at 6 and 12 months 
 







http://integrationacademy.ahrq.gov/
atlas 







The IBHC Measures Atlas: Measures 







FORESIGHT 
Closing  







QUESTIONS 







What’s Next 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Agenda  
• Review Milestone 2 requirements for behavioral 


health integration 
• Highlight key questions practices should ask and 


address for behavioral health  
• Provide examples from CPC practices  







Vanguard Medical Group, New Jersey 
 
Janet Duni, RN 
 







Tilley Diagnostic Clinic, Arkansas 







Yampa Valley Medical Associates, 
Colorado  







Panelist Question 1 
• Describe how your practice came to a place 


where you decided to pursue behavioral health 
integration.  


• What led to this decision? 
 







Panelist Question 2 
• Describe how your practice came to a place where you 


decided to pursue integration of behavioral health. 
• What led to your decision? 
• What does your patient population look like? 
• Is there a need for integrating behavioral health? 
• How are they identified?  
• How are they treated?  
• What’s the next step? 







Panelist Question 3 
• Walk us through the workflow for delivering 


integrated behavioral health in your practice. 
• How are they identified?  
• How are they treated?  
• What’s the next step? 
• If there will be a delay in behavioral services, 


what is your process for tracking/helping 
patients? 







Panelist Question 4 
• What differences have you seen in your practice, 


your providers, and your patients since 
integrating behavioral health? 







Panelist Question 5 
• What would you say remain the biggest 


challenges for behavioral health integration?  







Panelist Question 6 
• What tools/resources/training have you and your 


behavioral health integration found to be the 
most useful? 







What’s Next 







Post Event Attendance & Feedback 
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CPC practices are encouraged to refer to the Program Year 2014 Implementation and Milestone Reporting 
Summary Guide, pages 16–18, for an implementation framework for medication management. Included in this 
section of the implementation guide are key questions practices should work through as they plan this work. 


An Initiative of the Center for  
Medicare & Medicaid Innovation 


Practice Spotlight 8 March 21, 2014 
This week’s Spotlight takes a deeper look at comprehensive medication management, one of the three advanced primary 
care strategies in Program Year 2014 Milestone 2. Two practices have been profiled for this article — OU Physicians has 
included pharmacists in its practice for 10 years and Associates in Family Medicine hired it’s pharmacist in July 2013. Their 
pharmacists have had evolving roles in the integration process that other CPC practices may see in their own work as they 
undertake comprehensive medication management. 


OU Physicians is an academic group practice affiliated with the University of 
Oklahoma School of Community Medicine. Employing nearly 190 providers,  
OU Physicians operates five clinical sites in Tulsa. Two clinics serving about  
14,000 patients are CPC sites. In addition to pediatrics and internal medicine,  
OU Physicians offers services in adult diabetes, dermatology, obstetrics and 
gynecology, nephrology, pediatrics, perinatal medicine, psychiatry and surgery. 


Associates in Family Medicine of Fort Collins, Colo., operates eight clinical sites; three 
clinics are CPC sites with 48,000 patients. Services include family medicine, gynecology 
and obstetrics, pediatrics, sports medicine and urgent care along with ancillary services 
such as imaging/radiology, complementary medicine, lactation consultation, senior care 
and workplace care. AFM employs 50 providers, including midlevels, and about 80 nurses. 


About 10 years ago, the pharmacy program at the University of Oklahoma added an ambulatory care rotation to its training. 
While the pharmacy school’s objective was to round out students’ education with additional experience in a clinical setting 
and increased patient interaction, the academic practices receiving these students saw potential for a new dimension to 
comprehensive care. 


“Having a pharmacist on the team who could consult and meet with 
patients would surely affect quality levels,” said William Yarborough, 
MD, medical director of internal medicine for OU Physicians. “The 
potential for improved patient care was obvious. The barrier was the 
financial turf. How do you support the pharmacist over time?” 


Associates in Family Medicine leadership wrangled with the same 
dilemma. Through a HealthTeamWorks demonstration project, AFM 
CEO James Sprowell, MD, was introduced to potential grant 
opportunities that would provide short-term funding for an embedded 
pharmacist. Unfortunately the grant dollars did not materialize, but the 
prospect continued to intrigue Dr. Sprowell, especially as newly trained 
providers joined AFM’s growing practice. 


These providers’ training emphasized an interdisciplinary approach, including pharmacists and licensed social workers on 
care teams. Dr. Sprowell recognized that the need for transformation in family medicine stemmed not only from 
increasingly complex patients and systemic issues, but also from changes in the providers themselves. This wave of 
providers is prepared to deliver care in a new way. So are pharmacists. 


From the left: William Yarborough, MD, 
medical director, and Katherine O’Neal, 
PharmD, BCACP, CDE, OU Physicians 







When a pharmacist is embedded in the 
practice, these are the questions that get 
answered: 
“My patient keeps getting readmitted with 
dizziness. Can you review her meds?” 


“My patient calls EMS with hypoglycemia 
weekly. Can you help with his diabetes?” 


“My post-partum patient had a seizure. 
Neuro says her new meds are safe in 
breastfeeding. Can you research this?” 


“My patient stopped her DM meds and now 
her A1c is 12%. Can you help?” 


Source: Associates in Family Medicine 


How pharmacist training has changed 
When the majority of pharmacy training programs became doctoral programs (Doctor  
of Pharmacy or PharmD) in 2004, the field’s intent shifted away from a product focus and 
toward a patient-centered profession. 


After completing pre-pharmacy work of two to four years, students enroll in a four-year 
professional/graduate training program. About one-third of the curriculum is clinical and 
experiential training that includes work in fields such as cardiology, oncology, family 
medicine, pediatrics and geriatrics. Additional coursework includes patient assessment, 
pathophysiology, disease management, clinical guidelines and more. Post-graduate training 
options include general and specialized residency training programs. Training in Ambulatory 
care is keeping pace with demand at this time, but if jobs open in primary care, university 
programs are likely to expand training options.  


What happens when a pharmacist is on the care team 
Dr. Yarborough advises practices to use a pharmacist’s time strategically to address risk 
areas and improve quality. At OU Physicians, Katherine O’Neal, PharmD, BCACP, CDE, 
initially focused on a medication management strata of patients who were at high risk  
for serotonin syndrome. 


“I also worked with the nurses who do follow-up with patients as they transition through 
care settings,” Katherine said. “Another piece of my day is to work on a combination of 
same-day or same-hour requests. As the care management team visits with patients,  
I can get pulled in for a consult.” 


Katherine is included on the care team for patients with multiple ED visits or hospitalizations and patients with high-risk 
meds or complex regimens. She may review charts before patients are seen or during the encounter with a warm hand off 
from the provider.  


ED and admissions reports from the main admitting hospital are sent  
at least daily to OU Physicians.  


As the practice delves deeper into CPC work, a more formalized 
workflow for tracking metrics will be established. 


“Although we have had integration, we didn’t have the measurement 
piece,” said Renee Engleking, MPH, RN, director for clinical operations 
at OU Physicians. “We’re now looking at what processes need to be 
improved and which measures need our focus. We know we should see 
a downward trend in readmissions, and that will hone down to disease 
management numbers, too. We’re just not there yet.” 


When Amy L. Stump, PharmD, BCPS, joined AFM in July 2013, some  
of the practice’s providers were unsure how to best use her expertise. 
Amy brought with her an extensive background in ambulatory care,  
and the perspective quickly shifted. 


“At first they weren’t sure about the utility of a pharmacist outside of 
the price tag,” said John C. Cawley, MD, one of the practice’s family physicians. “I trained with a pharmacist and I knew she 
could bring that extra support we need for complex patients. The attitude changed rapidly because everyone sees the value 
of having a pharmacist’s time and expertise. It’s one of those rare changes that affects the entire practice in a positive way.” 


 


 


Amy L. Stump, PharmD, 
BCPS, and John C. Cawley, 
MD, Associates in Family 
Medicine of Fort Collins, 
Colorado. 
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Clinical Pharmacists’ Role at AFM 
• Chart review 
• Curbside consults 
• Collaborate with care management 


team 
• Prior authorization processes 
• Patient medication access and 


affordability 
• Create evidence-based algorithms and 


protocols 
• Educate providers, nursing and staff 
• Pharmaceutical care team member 


Other Potential Roles 
• Medication reconciliation 
• Transitions of care 
• More work with SNF patients 
• CDTM in more disease state areas   


(e.g., asthma, hypertension, 
dyslipidemia, CHF) 


• Annual Medicare Wellness visits 
• Manage patients with insulin pumps 
• Continuous glucose monitoring 
• Poly-pharmacy clinics 


“I started out by listening,” Amy shared. “I would hang out in the nurses’ bullpens and listen to their challenges. It helped 
me pinpoint where the practice needed a pharmacist and where my skills would make difference.” 


Amy engages in a variety of daily care roles (see inset), as well as runs an in-house focus group for pharmacy-related patient 
care. Her focus group activities range from administrative functions such as writing policies and protocols for opioids and 
how to screen for abuse, to operational tasks such as standardizing emergency kits and ensuring medications are stored 
properly in the clinics. 


She has also undertaken four pilot projects: collaborative drug therapy 
management (warfarin and diabetes), diabetes “pre-visits” with 
patients, shared medical visits and an anticoagulation clinic.  


The anticoagulation clinic grew out of AFM’s “small clinic” philosophy 
for patient care. Clinical sites are kept intentionally small with only a 
few providers per site to promote a “medical home” culture among 
patients. To improve tracking and real-time feedback for patients taking 
anticoagulant drugs, Amy oversaw the purchase of home self-testing 
meters for these patients and the creation of a secure online portal for 
reporting results. This allows patients to come to their medical home 
for appointments with their established PCP, but practice-site nurses 
can send INRs to the clinic for immediate feedback. 


AFM expects having a pharmacist on board to affect outcomes in the 
near term. QI staff are tracking all diabetes-related measures, especially 
for patients with an A1c > 9; PIMS (potentially inappropriate medication 
use in older adults); TTR (time in therapeutic range) for patients taking 
warfarin and a bleeding/clotting events among those patients; and 
decreased ED visits and hospitalizations among the practice’s high-risk 
population.  


High-value care and the business case  
for a pharmacist in primary care 
Everyone agrees on two things: pharmacists increase quality of patient 
care in the primary care setting and it’s challenging to find a way to 
fund those positions. Currently pharmacists are not classified as health 
care providers in the Federal Social Security Act, although recently introduced Federal legislation may change that. Only 
Medicare Part D pays medication therapy management (99605, 99606, 99607). When adding a pharmacist to the practice, 
leadership will need to weigh the return on investment elements, such as cost savings, cost avoidance, shared savings or 
incentive bonuses in addition to revenue generation.  


Although it may not show up on the books, leadership must consider the key payoffs when hiring a pharmacist: improved 
patient outcomes and increased nursing and provider satisfaction. 


Is your practice ready for the Spotlight? Please email Belinda McGhee, belinda.mcghee@tmf.org, with your story 
suggestions. 



http://www.pharmacist.com/CEOBlog/provider-status-bill-introduced-today-congress

mailto:belinda.mcghee@tmf.org



		Practice Spotlight 8 March 21, 2014

		How pharmacist training has changed

		What happens when a pharmacist is on the care team

		High-value care and the business case  for a pharmacist in primary care










 
 


Your Health Tracker 
 


 ❶ Control Blood Pressure 
High blood pressure makes your heart work too hard. It can 
cause heart attack, stroke, and kidney disease.  


 ❷ Lower Bad Cholesterol 
LDL or “bad” cholesterol can build up and clog your blood 
vessels. It can cause heart attack or stroke. 


 ❸ Be Tobacco-Free 
Using tobacco doubles your risk of heart disease and can 
damage the blood vessels in your legs. 


 ❹ Maintain a Healthy Weight 
Body Mass Index (BMI) is used to screen for weight categories 
that may lead to health problems. 


 


❺ Maintain Blood Sugar 
Blood sugar levels outside the normal range may be an indicator 
of diabetes. 


Name 
 


Visit 
 
 
 


My GOAL  
BP less than 


 / 
 
LDL Less than 


 
  mg/dl 


 


√ YES 
 
 
 
 
BMI <   
 


Glucose <   


A1c <   % 


 
 
 
 
 


My SCORES 
Last Visit Today 


 
 
 


Between Now and My Next Visit I Plan to Work On:  (choose one or two) 
 


ACTIVITIES I WOULD ENJOY 
o Walking 
o Stretching 
o Bike ride 
o Yoga 
o Swimming 
o Other    


INCREASING EXERCISE 
 


 
o  minutes 
o  _times per week 
 
 
o Other   


IMPROVING NUTRITION 
 
o Use less salt 
o Eat more lean meat 
o Drink water instead of soda 
o Eat fruits and veggies  per day 
o Reduce fat in my diet by eating 


less   
 


BEING TOBACCO FREE 
 


o Attend cessation class 
o Use cessation tool 


MAINTAIN HEALTHY 
BLOOD SUGAR 


For people with diabetes: 
o Test blood glucose at least 


  times per day, 
  times per week 


o Count carbohydrates at most of 
my meals 


DAILY WELL-BEING: 
 
o Listening to music 
o Enjoying the outdoors 
o Spending time with family/friends 
o Reading 
o Hobbies 
o Other    


 


My provider wants me to call if: My next appointment is: 
 


Date:   
 


Date:   
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Care Compact overview  
A care compact is a framework for standardized 


communication between primary care and specialty 
care providers to improve care transitions for patients 
with a focus on patient safety and satisfaction.  It is a 
process by which practices identify the highest volume 


specialists, go through the process of building 
relationships and garnering patient feedback about 


the providers and process as it is about a specific 
compact or agreement template. 


Colorado Systems of Care/Patient  
Centered Medical Home Initiative, funded by the Colorado Health Foundation 10/22/2010 







The “Why”  
• Patients assume a partnership between the primary 


care team and specialists; primary care is agent for 
care coordination & seamless transitions 


• Primary care has robust role in managing the 
pathway to the system for the patient 


• Preparing patients – do they understand why, do 
they agree, are they educated about expectations? 


• How much time is your practice spending being 
reactive and chasing information versus being 
proactive? 







Link to the Three-Part AIM 
• Patient Experience:  Fragmented care causes delays, 


miscommunication, gaps in care and thus is a major 
irritant to patients 


• Cost:  Fragmented care leads to unnecessary service 
especially related to ED & hospital visits 


• Quality:  Lack of a care compact can lead to lack of 
coordination across providers on plans of care that 
can often contradict and/or not align patient goals 
and can result in patient safety issue(s)  
 







Care Compact – key components 







Referral Process 







Patient access 







Transitions of Care 







Patient Co-Management 







Implementation Strategy 
• Make the case for better care coordination with your 


practice – the “why” 
• Define a champion who creates an improvement 


team and strategy with a focus on internal 
transition/referral tracking system first 


• Collect data on key specialist groups, hospitals and 
community agencies to which you refer frequently 


• Identify a person(s) to outreach to current & 
potential referrals; collect feedback from patients & 
providers about your medical neighbors (report card) 
 
 







Implementation Strategy - Continued 
• Develop and maintain relationships with key 


agencies and develop compacts/agreements 
– Think about starting with “easy” relationships first 


• Ensure the meaningful exchange of information 
across and between medical neighbors and patients 


• Track process through PDSA cycle or other QI 
strategy 







Milestone 6 – Option C 
• Identify at least two specialists with whom 


you will arrange a care compact  
• Complete two care compacts with specialists 







Mayfair Internal Medicine 


Practice Experience 







Practice Story 
• How did we decide where to start? 


– What clinics does our practice refer to the most? 
– What could be improved with the current referral 


process with these practices? 


• Denver Digestive Health Specialists 
• Maria Droste Counseling Center- “Killing two 


birds with one stone” 
 







Practice Story, cont’d 
• What have we done so far?







Practice Story-Next Steps 
• Implementation 
• Referral tracking 


–  Are these care compacts working? 


• Quarterly follow up with both practices 
• Continued improvement and adjustments as 


needed 
 







Practice Story-Lessons Learned 
• Building our medical neighborhood   
• Fixing long standing communication issues 
• How to work with a mental health provider 
• Mental health insurance changes 
• Practices are more receptive than you might 


think 
 







Questions? 







What’s Next 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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 Care Compact  Mayfair Internal Medicine Denver Digestive Health 
Specialists 


Referral Process 


 


STEP 1 (at initial office visit) 
� At visit,  PCP  discusses reason for 


referral to Specialist with 
patient/family  


� If visit is urgent, PCP office will call 
Specialist office to notify of need for 
immediate appointment  


� If urgent, referral is faxed prior to visit, 
with all pertinent information 


� DDHS contact information is provided 
to patient in printed care and follow-
up plan 
 
STEP 2 (within 24-48 hours of visit) 


� Referral/Care Coordinator verifies 
insurance coverage 


� Pertinent records and information will 
be included with referral form  


� Referral/Care coordinator or PCP will 
send referral order and 
accompanying report documents via 
electronic summary of care 


� Referred patient will be scheduled 
within 2-3 weeks of call to Specialist 
office unless urgent visit is indicated 
 


STEP 3 (1 to 3  months after referral) 
� Mayfair Internal Medicine Care 


Coordinators will run reports & 
perform outreach to anyone who has 
not complete appropriate follow-up 
with the current referral follow up 
process 


STEP 1 (within 24 - 48 hours of visit) 
� If visit is urgent, Specialty office will 


schedule patient within 24-48 hours 
(or less) depending on urgency  


� If not urgent, Specialty office receives 
referral fax information of referred 
patient and awaits patient our reach 
to schedule office visit  


� Insurance eligibility/benefits are 
reviewed when appointment is 
scheduled by DDHS  


 
 
 
STEP 2 (within 72 hours of initial visit) 
� Complete consult report will be sent 


back to PC office within 72 business 
hours of scheduled appointment this 
should include, follow up, continued 
care recommendations and other 
pertinent medical information 
 


 
STEP 3 (on-going management) 
� If patient does not schedule or is a 


‘no-show’, notification will be sent to 
PCP office within 30 days. 


� If there is ongoing visits with the 
patient with DDHS, the specialist will 
send progress notes electronically (if 
possible, otherwise will fax) to the 
PCP after each appointment, This 
includes pathology reports 
performed by DDHS and their 
referring labrotories during 
diagnostic and routine EGD, and 
colonoscopies  


� Upon termination of care with the 
patient, DDHS will notify the PCP that 
care has been ceased. 


Patient Access STEP 1 (within 24 hours of visit) 
� If visit is urgent, PCP office will call 


DDHS office to notify of need for a 
more expedited appointment and 
outreach to the patient 


STEP 1  (during patient PCP visit) 
� If visit is urgent, PCP office will call 


Specialist office to notify of need for 
expedited appointment  


 
STEP  2 (within 24-48 hours of visit) 
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STEP 2 (within 24-48 hours of visit) 
� Patient will be scheduled within 2-3 


weeks of call to Specialist office 
unless urgent visit indicated 


STEP 3 (on-going management) 
� If patient does not schedule or is a 


‘no-show’, notification from Specialist 
office will be sent to PCP office within 
30 days via fax or telephone 
encounter 


� Mayfair Internal Medicine Care 
Coordinators run reports & perform 
outreach to anyone who has not 
complete appropriate follow-up with 
DDHS or with their PCP 
 


� Referred patient will be scheduled 
within 2-3 weeks of call to Specialist 
office, unless urgent visit 
 


STEP 3 (at visit) 
� If patient needs to be seen for follow 


up visit – patient will schedule directly 
with Specialist office 
 


Transitions of 
Care 


STEP 1 (at visit) 
� PCP informs patient of need, 


purpose, expectations and goals of 
the specialty visit 


� Patient/family in agreement with 
referral, type of referral and selection 
of Specialist 


� Unless urgent, PCP office provides 
patient with Specialist contact 
information and patient calls to 
schedule appointment 
 


STEP 2 (within 24 hours of visit) 
� PCP office documents appropriate 


orders on referral form within the EHR 
that would facilitate the Specialty visit 


 


STEP 1 (at visit) 
� Reviews reason for visit with 


patient/family 
� If DDHS determine that the patient 


needs to be referred to emergency 
care or hospitalized, arrangements 
will be made then Specialist office will 
notify  PCP office within 24 hours 
 


STEP 2 (within 72 hours of initial visit 
and on-going co-management) 
� Specialist office documents progress 


note in ‘Allscripts’ EHR, this will be 
sent to Mayfair Internal Medicine via 
fax for bidirectional communication 
regarding the patient’s plan of care, 
up-dated diagnosis, and medication 
recommendations.  


� If there is ongoing visits with the 
patient, DDHS will send progress 
notes to the PCP after each visit with 
the mutual patient 


� Upon termination of care with the 
patient, DDHS will notify the PCP that 
care has been ceased.  
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Patient 
 Co-Management 


STEP 1 (within 48 hours of visit) 
� If ED/Hospitalization occurs that 


would affect Specialty care, PCP 
office will notify Specialist office within 
48 business hours for inpatient co-
management if needed 
 


STEP 2 (On-going management) 
� Refills will  be handled by Provider 


managing patient unless Specialist 
indicates variation on consult  


� Resumes care of patient, outlined by 
Specialist, assumes responsibility and 
incorporates care plan 
recommendations into the overall 
care of patient  


� Shares data/pertinent additional 
consultations from other care 
providers with Specialist 


STEP 1 (after visit) 
� If indicated, DDHS can refer to an 


additional Specialist without PCP 
consent unless indicated otherwise in 
referral 
 


STEP 2 (within 48 hours of visit) 
� If the patient is referred to emergency 


care or requires hospitalization as 
determined by DDHS, the specialist 
will notify PCP office within 48 
business hours  
 


STEP 3 ( On-going Management) 
� Refills will be handled by Provider 


managing patient unless variation 
indicated on consult  


� Secondary/tertiary Specialty referrals 
will be documented in progress notes 
sent to the PCP office  


� Specialist office documents progress 
note in ‘Allscripts’ EHR, this will be 
sent to Mayfair Internal Medicine via 
fax for bidirectional communication 
regarding the patient’s plan of care, 
up-dated diagnosis, and medication 
recommendations.  


� If there is ongoing visits with the 
patient, DDHS will send progress 
notes to the PCP after each visit with 
the mutual patient 


� Upon termination of care with the 
patient, DDHS will notify the PCP that 
care has been ceased.  








Collaboration Agreement 
 
 


The following is a collaboration agreement established between Primary Care Practice (PCP) and 
Comprehensive Behavioral Healthcare (CBH). The practices agree on the following for the provision 
of care: 
 
1.  Clinical Services 
 
 PCP will provide the following services: 
 
 PCP will provide comprehensive primary care and behavioral health screening to its patients.   
 If further behavioral health evaluation is deemed necessary, patients will be referred to CBH. 
  
 CBH will provide the following services: 
  
 For patients referred to CBH by PCP, CBH will provide counseling and treatment as 
 indicated. 
 
2.  Access 
  
 CBH will provide the following access: 
 
 For patients referred by PCP, appointment within 24-48 hours for acute conditions contingent 
 the patient is not actively suicidal or homicidal, and within 2 weeks for non-acute care. 
 
3.  Referral Guidelines 
  
 PCP will follow these referral guidelines: 
  
 Score of 3 or more on PHQ2 depression screen, other psychiatric conditions as they become 
 apparent. 
 
4.  Communication Process 
 
PCP patients referred to CBH will call 123-456-7890, to schedule an appointment. 
PCP will fax a signed permission to release information to 123-456-7899. 
 
5.  Feedback process 
 
 CBH will provide PCP with a note, including a date of service, diagnosis, and 
 planned/initiated treatment.  This should be faxed to 123-456-7888. 
 
6.  Quality Assurance 
 
 For diagnosis of depression, PCP will re-administer PHQ2 at a later date to evaluate patient's 
progress.  For other diagnoses, appropriate screening tools will be used to evaluate patient progress. 
 







 
 
 
PCP: 
 
Dr. John Smith, MD   _________________________________     Date:__________________ 
 
 
CBH: 
 
Name________________________      Signature: ______________________  Date: ______ 
 
 
Name________________________     Signature: _______________________ Date:_______ 
 
 
 . 
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Founded in 1949, Grants Pass Clinic is a provider-owned multispecialty group 
serving the Josephine County community in rural southwestern Oregon. The clinic 
serves about 18,000 patients, with approximately 17,200 attributed to primary care.  
The clinic has 19 physicians, two PAs and one NP. Grants Pass Clinic’s EHR vendor  
is Allscripts and the practice website is http://www.grantspassclinic.com/. 


“When we saw the CPC utilization baseline data for the first time, that was terrific,” 
Bruce Stowell, MD, Chairman of the Partnership for Grants Pass Clinic in Oregon, said. That 
validation through data is an aspect of CPC that Grants Pass Clinic has found rewarding.  
“We always thought we were doing a good job from a cost-effective standpoint, but to see it 
in the data, that was the first time we actually knew how well we were doing.” 


While the clinic has long operated a team-based care approach, other aspects of CPC have 
allowed the clinic to grow into a high-functioning medical home by adding staff and deepening 
its care management work. Dr. Stowell says his team was prepared for the challenge of CPC 
because they knew how to work together and they had a singular focus. 


“When we adopted our EMR, we sat down together every week as a team, and that taught us 
how to handle change. As we worked on PCMH and other initiatives, everyone brought more 
to the table, and all of that collegiate group activity was exciting,” Dr. Stowell noted. “We like 
working in a group, and we’re here to make things better for our patients. Over the course of these initiatives, we’ve gone 
from 20 siloed individual practices to 120 people all trying to go in the same direction, which is very exciting.” 


He continued, “I’m personally proud that we have accomplished all of this so far, while maintaining the support of the 
providers and the patients. It’s remarkable that we have had little to no turnover or negativity.” 


Shared Decision Making at Grants Pass 
Grants Pass Clinic’s Shared Decision Making work focuses on three major areas: cardiovascular prevention (statin use 
and/or aspirin use to prevent MI), osteoporosis treatment and colorectal cancer screening options. The practice narrowed 
its SDM focus to these areas by selecting conditions that were relatively common and for which there were multiple 
reasonable options.  


Eligible patients are ultimately decided by the provider at his or her discretion, 
but the clinic has also developed, through the use of its analytics tool, a way  
to identify patients using diagnosis codes and custom searches. For example,  
a custom search can be run showing eligible patients for the statin SDM tool. 
These patients are all active patients who have been seen since Jan. 1, 2013,  
and have one or more of the following:  


1. Cardiovascular disease with LDL > 100 
 a. includes diagnosis codes related to CVD between 390 and 459.9 
 b. most recent LDL dated within the last five years > 100 


2. Diabetes with LDL > 100 
a. includes all codes beginning with 250 
b. most recent LDL dated with the last five years > 100 


3. Hyperlipidemia with LDL > 130 
a. all active patients with most recent LDL within the last five years  
> 130 regardless if the patient has an active hyperlipidemia diagnosis 


 
Bruce Stowell, MD, 
Internal Medicine 
provider and Chairman 
of the Partnership, 
Grants Pass Clinic 


Milestone 7:  
Shared Decision Making 


The key components: 
1. A condition where legitimate 
treatment options exist and the 
scientific evidence can clarify the 
options but doesn’t present a clear 
best choice 


2. A decision aid that helps the 
patient to understand the evidence 
and think through the choices 


3. The opportunity to engage with 
the provider in making the decision 
(Shared Decision Making) 



http://www.grantspassclinic.com/
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Providers selected decision aids from Mayo Clinic because they were authoritative, 
graphically satisfying and were available to share with the patients in real time.  


Providers can access the decision aids immediately during the patient encounter 
through links posted to the exam room’s thin client desktop. After putting the 
patient’s numbers into the risk calculator, the provider and the patient together 
discuss the risks and benefits of treatment options that range from medication to 
lifestyle changes. Patients who would like more time to weigh the options or discuss 
the choices with their families can contact the provider later with a decision either 
by phone or through the portal. 


The use of the aid is documented in a discrete field in the notes section of the patient’s record. The clinic is working toward 
an SDM dashboard application that is provider-specific so that each provider can monitor his or her patient panel for 
eligibility for all decision aids. Grants Pass also wrote a policy around how to appropriately use one of its decision aids. 


“Having a defined process around a decision aid ensures all providers use the same approach. It must include having a 
shared decision conversation with a patient,” Natosha Wilsey, BSN, RN, PCMH coordinator explained. “This is one of those 
topics where physicians’ approaches will vary. Setting a policy about using the decision aid and describing how it should be 
documented in the EMR solves two issues: one, we get accurate data, and two, it standardizes our approach.” 


The policy also serves as a documented shift in thinking about the patient’s 
voice in choosing screening and treatment options.  


“For example, when we started talking about colorectal cancer screening 
with physicians, they immediately think, ‘colonoscopy.’ Well, the patient 
has other options depending on their values and preferences,” said Christi 
Siedlecki, BSN, RN, Nursing Department manager. “This started the deeper 
conversations we needed to have about the differences between 
educating the patient and truly sharing the decision.” 


One example of those conversations occurred as a patient with hyper-
lipidemia and her provider discussed interventions to reduce her risk of 
coronary events. 


Together the patient and physician worked through the Framingham 
calculator on the Mayo Clinic website, plugging in the patient’s numbers  
to calculate her 10-year risk, which was 7 percent. They discussed how the 
use of statins and aspirin could reduce that risk to 5 percent. After 
considering the patient’s circumstances, values and the pros and cons of 
the alternatives, the patient and provider together decided not to restart 
the statin. The patient currently takes an alternate lipid-lowering 
medication and has made changes to her diet and activity levels to lower 
her cholesterol, which has been trending downward since late 2013. 


Is SDM Easy? No. But There Are Wins. 
“Time is a major barrier, and it’s not getting easier. The EMR has 
limitations, and we’re doing this work while we’re doing many other 
things,” Dr. Stowell said. “However, by using the tools of SDM, we are 
providing consistent, reliable information. That’s worth the time.” 


Dr. Stowell pointed to the other major positives in using SDM in primary 
care, “Consistency means our data is more accurate and it brings our focus 


together for a more standardized approach to patient care. That’s a good thing.” 


Learn more about other Shared Decision Making approaches in the next Spotlight.  


 
From left: Christi Siedlecki, BSN, RN, 
and Natosha Wilsey, BSN, RN 


The charts below show the steady increase  
of statin SDM aids among eligible patients.  
A financial incentive is tied to performance on 
this measure, prompting physicians to seek out 
the data and track it themselves. That in turn 
has prompted the analytics staff to ensure 
measurement is consistent and timely. 
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Care Level Screening Questions 
High Care Coordination 
• Would you not be surprised if patient is 


admitted to the hospital within the 
next six months, or has the patient 
been admitted into the hospital at least 
twice in the past year? 


• Has the patient presented at the ED 
three or more times in the past year? 


• Would you not be surprised if the 
patient would pass away in the next 
year? 


• Is the patient in need of end of life care 
planning? 


• Has the patient’s chronic disease 
progressed, become unstable or new 
conditions and/or significant 
complications developed? 


• Does the patient have extreme 
situations (e.g., severe head injury, 
highly complex treatment, dual 
eligibility, recent MI, progression to 
ESRD, care by several sub-specialists)? 


• Does the patient have significant social 
needs that require care coordination? 


• Does the patient have significant 
behavioral health needs requiring care 
coordination? 


• Does patient need assistance with 
ADLs? 


• Are there home safety concerns? 
• Is the patient a high user of health care 


resources?  
Source: TriHealth 
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This perspective on care management comes from TriHealth, a Cincinnati-based, not-for-profit 
health system. Four LLCs operate a total of 32 primary care offices affiliated with TriHealth;  
19 of those are CPC practices.  


“How would you want your own family cared 
for?” This is how Care Manager Anna 
Bowman, RN, describes a guiding principle in 


TriHealth’s care management approach in CPC. As the multi-practice system 
tackled the administrative and clinic logistics of integrating care 
management into workflow, staffing and other processes, TriHealth’s care 
management staff pulled tenets from best practices to get started. 
Communication, flexibility and peer-to-peer sharing have carried them 
through. 


Getting Started: Care Management ‘Pivots’  
on Risk Stratification 
Building on work done for NCQA Patient Centered Medical Home (PCMH) 
recognition, TriHealth created two teams in 2012 to start the CPC care 
management work: while one team was focused on care management 
processes, the other created TriHealth’s risk stratification methodology. 


“While care management is the heart of the work, it pivots on risk 
stratification,” said John Butler, PMP, senior performance improvement 
consultant. “We farmed out the best practice materials for our teams to 
review, and then we came back with recommendations. We wanted our 
CPC care management plan to be simple and intuitive but also could flex as 
our patients’ needs changed.” 


The teams created a four-level Care Management Needs (CMN) assessment 
(see table for detail). As patients are seen, physicians and care managers 
evaluate them through a series of Care Level screening questions covering 
clinical needs as well as behavioral health, socio-economic and home life 
needs (see inset for High CMN screening questions). The result is a well-
rounded picture of the patient’s general wellness and ability to participate in the care management process.  


Care Management 
Needs (CMN) Level 


No or Undetermined 
CMN Low CMN Medium High CMN 


Staff MA MA LPN RN 
Percent of Patients 10 to 20% 34 to 45% 40 to 50% 5 to 10% 


Goal Maintain wellness Wellness Health and disease 
management 


Complex disease and 
care management; 
follows through on care 







“While we had started PCMH at the same time, the CPC care 
management work was new in the physician practice setting,” 
explained Robin Thomas, RN, care manager. “During planning, we 
sat down with all the providers to define what the work would look 
like and get their input. We asked them what they wanted 
managed, and they saw the value.” 


Early discussions with physicians led to an initial focus on patients 
who had difficulty controlling their diabetes and patients with 
hypertension. 


Joan Metze, BSN, RN, care manager, agreed that provider 
engagement opened doors, “The transition was easy with physician 
buy in. They were excited about getting assistance to fill that gap of 
missing services.” 


As care managers blended into the care teams, they leaned heavily 
on communication and flexibility. They met regularly with the care 
teams to set a baseline understanding of roles with the expectation 
that nothing was permanent, and shifting workflows would be the 
norm as they worked through processes.  


TriHealth’s previous PCMH work was an asset; staff had learned to 
better manage change, especially when a clear benefit was in sight. 


What the Work Looks Like 
All practice sites follow the same care management processes, but 
daily work varies among the care managers according to the 
patient’s level of need. 


In each CMN level, TriHealth has identified “universal” services that 
apply to all patients in that level. Those services are augmented by 
care coordination services that often extend outside the practice 
walls, across other clinical services (dietitian, for example) and into 
the patient’s home and community. This wrap-around approach 
helps eliminate the gaps that often lead to barriers to successful 
disease management and wellness. 


Community resources to support patient wellness include the local 
Goodwill, which sells discounted medical equipment, or a local 
nonprofit that can help patients pay back rent or a late utility bill. 
Another community group helps patients pay for medications. 


Joan Metze is a care manager for patients with high CMNs. As her 
physicians meet with these patients, they introduce her, explain her 
role in their care and describe how she will regularly contact them. 
The physician introduction of the care manager role increases 
patient engagement, she said, especially for the high CMN patients 
who need more services. (See inset for an excerpt of TriHealth’s 
approach for these patients.) She tracks patients through the EMR, 
and she encourages patients to call her as needed. 


Care Management and Coordination Services for 
Patient with High Care Management Needs 
 


Patient Presentation 
Advanced complex disease; advancing and need for in-
depth intervention; advanced disease; little or no 
support; in need of End-of-Life planning; frequent ED 
visit or inpatient discharge; significant change in life or 
health that requires high-level care coordination 


Universal Services 
• Work with team to adjust to appropriate care level 
• Work with patient and provider to set, 


communicate and achieve care goals 
• Patient education (confirm understanding) 
• Pre-visit calls (tests prior to visit; info from other 


providers) 
• Post-visit calls 
• Assess needs and identify barriers to care 


(transportation, affordable meds, psycho-social 
needs) 


• Identify gaps in care 
• Screening patient panel for changes in care level 


Care Management and Coordination Services 
• Coordinate frequent follow up (> once every 3 


months) or as outlined by care plan 
• Coordinate referrals across multiple providers or 


care givers 
• Provides in-depth education and behavioral 


reinforcement to patient and/or support point 
person 


• Teach and check home monitoring (BP, HBGM, 
weight) 


• Executes delivery of educational, behavioral or 
community resources 


• Provides End-of-Life Facilitation  
• Assure compliance to post hospital D/C plan 
• Resolve barriers to care  
• Coordinate mental health referral 
• Initiate a care management round table/family 


conference as indicated 
• Request and coordinate clinical pharmacy consult 


with patient on multiple prescriptions  
• Know every day how many patients are in house, 


their names and planned disposition  
• Assure team catches the discharge and sets the 


follow-up appointment 
• Delegate to the LPN and MA/PCMH team members 
• Call the morning and mid-day huddles 
• Refers and coordinates patient’s or point person’s 


participation in educational, behavioral or 
community resources (social worker, pharmacist, 
dietitian) 


Excerpted from TriHealth’s four-level Care Management 
Needs Plan document 







“I tell them, ‘Call us if you have changes. We’re here to prevent those 
hospital and ED visits,’” Joan said.  


Care managers also check daily reports from hospitals and EDs. If a care 
manager’s patient was treated or admitted, the care manager follows up 
with the patient to assess needs.  


Sharing the Knowledge 
Care managers convene for monthly calls, which are a resource rich with 
valuable information and insight. In this forum, they discuss barriers and 
solutions as well as success stories. Hospital navigators are frequent 
visitors to meetings.  


“We piggyback on each other’s experiences, and we reach out when we 
have a difficult case,” Anna Bowman said. “The hospital navigators are 
great because they often can point us to new community resources to 
help us better support our patients. I’ve learned about a prescription 
website that can help patients and our council on aging offers a lot of 
services.” 


Care managers are also encouraged to network with other care managers outside the TriHealth system through the RN 
Ambulatory Care Coordinators Association (www.RNACCA.com), which has Cincinnati roots but a national reach. 


What’s Ahead for 2014 
The new primary care strategies in PY 2014 (Milestone 2) offer a 
new opportunity for TriHealth to deepen its care management 
work. 


“We’re looking at a focus on medication management, but it’s still 
under discussion with our lead physician steering committee,” said 
John Butler. Practices have until March 2014 to report a direction. 


Regardless of the strategy chosen, the care management team is 
ready to do the work, which Robin, Anna and Joan agreed is 
demanding but satisfying. 


“Compared with other nursing jobs, this isn’t the technical part, but 
it’s rewarding. You start working with high-risk patients and then 
find solutions for them,” said Joan Metze. “You see them grow, and 
they thank you for caring for them and making their life better.” 


 


Is your practice ready for the Spotlight? Please email Belinda McGhee, belinda.mcghee@tmf.org, with your story 
suggestions. 
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In-depth patient education is among a care 
manager’s responsibilities, meaning the necessary 
skill set expands beyond clinical knowledge. 
Finding staff with soft skills like empathy and 
graciousness have helped TriHealth practices put 
the “right people for the right roles,” according to 
John Butler, performance improvement consultant 
for TriHealth.  


 


Care managers and physicians risk stratify patients 
through a series of Care Level screening questions. 
TriHealth combed best practice literature to develop its 
stratification process, looking for universal tenets to 
apply across the system but also for approaches that 
allowed flexibility by site. 



mailto:belinda.mcghee@tmf.org
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This innovation addresses 
CPC Milestone 2. 


For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  


 


Read two patient success 
stories from Telluride on 
the Collaboration website: 


Weight control in 
pregnancy 


Hyperlipidemia, weight 
gain and acid reflux 
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CPCPracticeSpotlight23 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Blending Care Coordination with Wellness Counseling:  
Low-Cost, Low-Intensity Intervention Supports Preventive Care 
Telluride Medical Center, Telluride, Colorado 
Independent; 3 physicians, 2 PAs, 1 APRN; 4,792 patients  
Situation: Recognizing some patients are more willing to collaborate with their health care teams to 
actively improve their health, clinical leadership at Telluride Medical Center sought strategies to 
leverage this willingness to better support these patients as well as assist patients seeking help in 
self-management to prevent worsening conditions and to lower risk factors for disease. Located in 
far southwestern Colorado, Telluride is a seasonal resort community that permanent residents 
support through service-industry jobs. Because few community health care resources are available, 
patients frequently turn to this clinic for information and support for all of their health care needs. 


Innovation: In March 2013, this practice began to explore wellness counseling as an additional care 
management strategy by creating two hybrid positions on the care management team to 
coordinate care and provide wellness counseling to patients with diabetes.  


To identify patients who would most likely benefit from this enhanced care management, Telluride 
staff meet monthly to review charts of patients recently treated in the clinic. Ideal candidates for 
wellness counseling are patients who express to the PCP a willingness to improve their wellness 
management. With physician sign off, patients are referred to wellness counseling. 


The care manager then calls patients to schedule the initial 
wellness counseling visit. During the two-hour intake 
appointment, the counselor educates patients on the 
condition(s) that qualified them for counseling, provides 
educational materials to take home and emphasizes the root 
causes and lifestyle changes needed to manage symptoms. 
Using motivational interviewing techniques the counselor 
works with the patient to build a care plan specific to the 
patient’s goals, preferences and willingness to make changes. 
They discuss barriers to success and problem-solve together to 


identify workable, sustainable solutions. They also create a schedule for ongoing follow-up sessions, 
which can vary from weekly, monthly or longer intervals, although most patients are seen monthly. 
Follow-up sessions occur in the clinic or by telephone and are scheduled in 60-minute blocks, during 
which the wellness counselor will review the patient’s progress toward goals, take all vitals and 
review any new lab reports  (based on patient’s diagnosis), and 
update medication history. Caregivers and family members are 
welcome to participate with the patient in the counseling 
sessions.  


As the clinic began to see success with patients with diabetes, 
services were expanded to include patients with changing 
health status, such as a new diagnosis of pre-diabetes, 
hypertension or weight reduction.  


In June 2014, Telluride began to administer a Patient Activation 
Measure (PAM) at all initial wellness visits to further refine how 
the clinic identifies candidate for wellness counseling. This 
score along with the clinician’s assessment is brought to the 
monthly care management meetings for evaluation for 
wellness counseling referrals.  


About the Patient Activation 
Measure: This assesses 
patient’s knowledge, skill and 
confidence for self-
management. A clinical 
assessment of these abilities 
helps shape goals appropriate 
to the patient’s level of 
activation. As patients gain 
success with initial goals, they 
build confidence and develop 
the skills they need for 
effective self-management. 


 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

https://collaboration.cms.gov/?q=content/tmc-patient-story-0

https://collaboration.cms.gov/?q=content/tmc-patient-story-0

https://collaboration.cms.gov/?q=content/tmc-patient-story-0

https://collaboration.cms.gov/?q=content/tmc-patient-story-0

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1361231/

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1361231/





 


 


 


When the project began, a care manager and wellness counselors saw wellness patients on 
Thursdays. By August 2014, the practice PCPs’ confidence in the effectiveness of counseling and 
their resulting increase in referrals pushed the need for counseling appointments to six days per 
month.  Word-of-mouth referrals from satisfied patients also increased the requests for counseling 
appointments.  


Generally, six patients are seen per day, but scheduling can flex from three to 10 patients, 
depending on visit length (initial intake versus follow-up visits). To date, 84 patients are enrolled in 
wellness counseling for a range of conditions and diagnoses, including irritable bowel disease, eating 
disorders and depression.   


Practice data is showing consistent improvement across disease management in measures such as 
blood pressure, BMI, LDL and smoking cessation attempts. For example, one data point shows 
improved HgbA1c results over the series of counseling sessions (see graph above). 


The practice charges $25 (intake) and $10 (follow up) per session, simply to prevent no shows. Only 
a small number of patients are paying for the counseling sessions, and that income returns to the 
general funds. Insurance has not reimbursed for visits. Patients who cannot pay are not billed. 
Funding for these positions stem partially from CPC funds, state funds and grant monies from a 
private community foundation called Tri County Health Network. Practice leadership sees such value 
in these positions that budgets have been adjusted to accommodate the services.  They see a 
reduction in ED use and hospitalizations, but have no firm data at this time to directly correlate with 
participation in this program. 


Ideal candidates for this hybrid role could be a registered nurse, registered dietitian, exercise 
physiologist or another discipline with a background in motivational interviewing and lifestyle 
management training.  


CPCPracticeSpotlight23, continued 
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Located southeast of Denver in Greenwood Village, DTC Family Health and Walk-In  
is a three-physician practice serving about 9,000 active patients. In addition to 
traditional appointment-based primary care services, the practice offers walk-in 
services Monday through Friday, 7:30 a.m. to 4:30 p.m., and Saturdays, 8 to 11 a.m. 
The practice uses AthenaHealth for its EMR and patient portal.The practice website is 
http://www.dtcfamilyhealth.com/home.html. 


“Culture eats strategy for lunch every time,” Tim Dudley, MD, of DTC Family Health and Walk-In, said. “Marjie 
Harbrecht, MD, the CEO of HealthTeamWorks, often says this, and she’s right. We lead change in our practice by 


emphasizing our culture. We say, ‘This is how we deliver high-quality service. This is  
how we treat each other professionally and this is how we work together as a team.’ ”  


This small practice of three physicians — Dr. Dudley works with his wife,  
Lindy S. Gilchrist, MD, and Lynn Joffe, MD — relies heavily on daily interaction and 
communication as it takes on the CPC work along with other initiatives for quality care. 


“We start with the big picture of what we’re working on and then we drill down to the 
workflows, the PDSAs and the like,” Dr. Dudley said. “Our attitudes vary by our roles.  
As physicians, we can be skeptical. We ask, will this do any good? How will it work?  
Is it sustainable? Then our PAs are intrigued and genuinely interested, but wary of the 
workload. The MAs are looking for a combination of the big picture and the drill down.”  


With 50 to 70 daily advanced appointments plus walk-in visits, it can be challenging to look up from the day-to-
day activity to focus on transformative change. Each staff member’s daily workflows include carve-out time for 
CPC. This dedicated time is how DTC “steps off the treadmill,” as Dr. Dudley says, from patient visits to focus on 
other tasks that support the comprehensive approach. For example, each physician-MA team will meet with the 
care manager for patient updates. Or, MAs will use the time for visit prep, ensuring preventive care like vaccines 
are administered before appointments. Over time, these processes will work through the entire patient 
population, meaning future patient encounters will focus solely on acute needs and less on the catch up work  
of preventive care. A dashboard feature in the practice’s EMR (AthenaHealth) allows providers to monitor 
patient workflow through real-time updates and data, and then help each other as needed. 


Why CPC Fits for DTC Family Health 
After several years in academia, Dr. Dudley returned to private practice when he joined DTC Family Health  
in 2007. During his tenure as director of the University of Colorado Family Medicine Residency program and 
director of the University of Colorado Hospital Family Medicine In-Patient team, he began thinking about how 
aspects of the residency programs could be integrated into primary care.  


Change concepts like risk stratification were among those components he could envision at DTC. Joining  
CPC sped up that integration as well as rounded out the practice’s services with bringing Heather Cherry,  
a registered dietitian, and Karen Foreman, LPC, NCC, a behavioral health therapist, on board.  


 


Tim Dudley, MD 



http://www.dtcfamilyhealth.com/home.html.
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Following DTC’s work on PCMH, CPC was the “next logical step” for the practice. Dr. Dudley pointed to the 
engagement of major payers as well as the hybrid payment model as key factors that piqued his interest. This 
combination allows practitioners to build a comprehensive approach as the traditional fee-for-service model 
undergoes reform. 


 “The benefits of CPC are increasingly obvious,” Dr. Dudley remarked. “The daily use of a care manager and how 
a risk-stratified panel identifies those high-risk patients who need more of our focus — that’s very satisfying.” 


DTC followed a simple methodology for risk stratifying the highest-risk patients: First, the practice identified  
all patients with two or more co-morbidities and a recent hospitalization or ED visit. Then from this pool of 
patients, providers further analyzed patient records to flag patients with conditions out of control, potential for 
preventable readmissions and inappropriate use of EDs.  


During weekly meetings with the care manager, providers review the stratification and make adjustments 
according to their knowledge of the patient and the patient’s health behaviors. Currently 2% (or about 180)  
of the practice’s patients fall into the highest risk cohort. 


“If there’s an emerging concern about a patient, even if he doesn’t have the two co-morbidities, we will put him 
on our high-risk list,” Dr. Dudley explained. “We also take patients out of that high-risk group if they are 
obviously self-managing their conditions well.” 


Barriers? What Barriers? 
The process of integrating technology into the traditional primary care 
setting often starts with identifying the barriers, specifically how to 
overcome patient resistance. Dr. Dudley thinks those attitudes should be 
shelved with VCRs and Walkman MP3 players.  


“The grandmothers in my practice are used to getting email from their 
kids and grandkids,” Dr. Dudley said. “Everyone, even my older patients, 
is accustomed to instant communication. Once they use the technology, 
it resets their expectations.”  The number speaks for itself — about 72% 
of DTC’s patients actively use the patient portal. 


This perspective has been a key to how DTC has built robust use of its patient portal. In the next Spotlight,  
DTC shares how the practice has “hardwired” portal use among its patients and how other technology continues 
to enhance the patient experience and access. 


Next Spotlight: Why 72% of DTC’s patients use the practice’s online portal.  


 


Why are 72% of DTC’s patients 
using the patient portal for 
asynchronous communication? 
Find out in the next Spotlight 
how this small practice has 
shaped workflow around the 
portal and why patients are 
embracing it too. 
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Collaborative Care Agreement for PCP and Specialty Care Coordination 
 


Between: Physician name and Physician name 
 street address  street address 
 City State Zip  City State Zip 


 
This agreement is designed to coordinate the team roles between primary care and 
specialist care to insure high-quality, efficient care for our patients. We agree on the 
following guidelines: 


 
The primary care physician will provide primary management of all chronic disease 
patients including medication management, ordering of labs and imaging and specialist 
referrals unless previously agreed upon. Ongoing involvement of specialty care will be a 
team decision involving the patient, PCP, and Specialist. 


 
For Consult requests from our primary care practice to your specialty practice: 
We as the primary care physician will do the following: 


• Provide pertinent clinical information about the patient’s condition and 
need for consult prior to the scheduled visit in a mutually agreed upon 
format. 


• Have the patient well informed about the expectations and goals of the 
consult visit. 


• Initiate a phone call if the condition is emergent or there are 
extenuating circumstances or questions. 


• Provide timely online referrals with adequate visits to treat the 
condition. 


 
Our expectations of you as the Specialist Care Provider include: 


• Access for consult visit within 2 weeks for non-urgent and within 48 
hours for urgent requests. 


• Consult information will be faxed back to our office within 48 hours (please 
do not mail consult letters) of the specialist consult date of service. We 
prefer providers with eCW to send consult notes via P2P. 


• No consult to other specialists will be initiated without PCP input. 
• Any imaging or procedures ordered will be based on established evidence- 


based clinical guidelines and the ordering physician will complete the prior 
authorization process. 


• Obtain and review necessary tests from other sources prior to the visit in 
order to avoid duplicate tests. 


• The visit is a consult visit only and ongoing management will be a joint 
decision. Do not refer our patients to out-of-network facilities or providers 
without full informed disclosure to the patient. 


 
For Hospitalization of our primary care patients by your specialty practice: 
We as the primary care physician will do the following: 


• Provide a list of PCP’s providing hospital care or preferred 
hospitalists. Provide a list of current medications and chronic 
diseases for which we are currently managing care. 


• Assist with chronic disease management when appropriate. 







 


 
 
 


• Assist with coordination of any post hospital 
care needed. 


 
 


Our expectations of you as a specialist care provider include: 
• Notification of the upcoming admission within 24 hours. 
• Notification of key progress and significant changes during hospitalization. 
• The PCP will provide input on any chronic disease management issues should 


they arise during hospitalization including new consults. 
• Notification of discharge the same day of discharge. 
• If the patient has a chronic condition, request PCP follow-up visit within 7 days of 


discharge. 
• Involvement of PCP for care collaboration for patients considered high acuity, 


patient with high risk medications and patients who are known to be non- 
compliant. 


 
 
 


Agreed upon by: 
 
 
 
 


  _  _   _  _ 
PCP Specialist 


 
 


  _     _  _ 
Date Date 


Used with permission from Dr. Thomas Leslie. This material was prepared by TMF Health Quality Institute under 
contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health 
and Human Services. Any statements expressed by the individual and resources cited in this publication are not an 
opinion of, nor endorsement by, TMF or CMS.  
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Milestone 2: Medication Management  
 
CPC Medication Management Goals 
• assure optimal patient outcomes 
• prevent medication errors and adverse drug events 
• avoid preventable medication-related hospitalizations, readmissions and emergency 


department visits 
• achieve medication-related quality metrics 
 
Systematic Approach to Providing Medication Management Services 
1. Determining set of comprehensive medication management services within practice 
2. Identifying high-risk patients to receive medication management services 
3. Integrating a pharmacist into the clinical team  
4. Establishing practice measures for key processes and outcomes to improve medication 


effectiveness and safety 


 


 







Overview 


• Milestone 2: Medication Management Services 
• Medication Use and Safety Dilemmas 
• Team-based Care Models 
• Review Implementation Guide Key Questions for 


Integrating Medication Management Services 
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Today’s Medication Use  
and Safety Dilemmas 
Primary Care 
  Multiple chronic conditions: increased costs + risk for med-related misadventures1 
  Use of 4+ medications increases risk for falls2 


   $3.5 billion/year is spent on extra medical costs of Adverse Drug Events (ADEs)3 


  40% of costs of ambulatory ADEs are estimated to be preventable3 


 24% Rx meds and 76% OTCs/herbals (reported as actual meds used at home) were not 
in EHRs;  ~ 50% medication discrepancies due to discontinued meds4 


Care Transitions 
  up to 40% medication info is missing or incorrect on hospital discharge5 


  700,000 ED visits and 120,000 hospitalizations are due to ADEs annually3 


Readmissions  
  34% of Medicare patients rehospitalized within 90 days5 


 About 20% discharged patients have adverse event; 66% due to ADEs6  
 9% adverse events leading to hospital admission attributed to medications7 


1. U.S. Department of Health and Human Services. Multiple Chronic Conditions—A Strategic Framework: Optimum Health and Quality of Life for Individuals 
with Multiple Chronic Conditions. Washington, DC. December 2010. 


2. WHO Global Report on Falls Prevention in Older Age. World Health Organization. 2007 
3. Mediation Safety Basics. CDC. 2012 http://www.cdc.gov/medicationsafety/basics.html  
4. Smith et al, Health Affairs  2011;30:646-654.   
5. Kripalani et al. JAMA. 2007;297:831-841. 
• 5.  Jencks et al, N Engl J Med 2009;360:1418-28. 
• 6.  Forster et al. Annals of Internal Medicine, 2003; 138:161-7  
• 7.  Budnitz et al. JAMA. 2006;296(15):1858-1866. 
 







Mapping Primary Care Medication-related Problems 







Primary Care –  
Dynamic Clinical Teams 


Dynamic Teams 


“A clinical care team for a given patient consists of the 
health professionals – physicians, advance practice 
registered nurses, other registered nurses, physician 
assistants, clinical pharmacists, and other health care 
professionals – with the training and skills needed to 
provide high-quality, coordinated care services specific to 
the patient’s clinical needs and circumstances.” 
(American College of Physicians, October 2013) 


Ann Intern Med. 2013;159(9):620-626 


 


Complementary Skills  
Primary care teams should include health care practitioners 
who have complementary skills to those of the physician 
to achieve quality improvement initiatives and improve 
physician productivity  


(K Grumbach, T Bodenheimer  JAMA 2004;291:1246-1251) 







Pharmacist Training and Expertise 
• Education and Training 


 
  Entry-level 6- or 7-yr degree (PharmD) 
 2 yrs Pharmacotherapeutics 
 1.5 yr Drug Info/Lit Eval’n 
 3 yrs Pharmacy problem-solving  
 4 yrs Patient-care exp + clinical rotations 


  Postgraduate Residencies and Fellowships 
  Board-certified Pharmacy Specialties (7) 
  Ambulatory Care, Geriatrics,  Nuclear, 
  Nutrition Support, Oncology, 
  Pharmacotherapy, Psychiatric 
  Proposed:  Pediatrics, Critical Care,  
– Pain  and Palliative Care 


  Medication Management Certificates 
  Advanced Pharmacy Practitioner 


Credentials 


 


• Pharmacist’s Expertise 
  Pharmacology  
  Pharmacotherapeutics 
  Pharmacokinetics and Pharmacodynamics 
  Drug Toxicities – Adverse Drug Events, 


Interactions 
  Drug Information and Evaluation 
  Patient Medication Safety 
  Medication Therapy Management (MTM) 


  Identify, Resolve, and Prevent Med Problems 
  Medication Adherence Assessment 


  Compliance and Persistence 
  Pharmacoeconomics 
  Outcomes Research 
  Patient Communications/Health Literacy 
  Pharmacy Practice Systems 


 







Value of Medication Management Services 


Jackson CT et al.  Transitional care cut hospital readmissions for NC 
Medicaid patients with complex chronic conditions. Health Affairs 
Aug 2013: 1407-15. 
 


Two examples where pharamcists were involved in 
clinical care teams and provided medication 
management services for high-risk, complex patient 
populations 
 
- Overall directional trend to decrease inpatient 
admissions, preventable admissions, ED visits 
 
- Transitional care group of patients were 20% less 
likely to experience a readmission during the 
subsequent year 
 







Primary Care Medication  
Management Cycle 


 







KEY QUESTION 1 
What comprehensive medication management services does 
your practice provide beyond routine medication 
reconciliation? 
 Examples include:  


– Medication reconciliation and resolving discrepancies 
– Medication review and assessment aimed at providing the safest and most 


cost-effective medication regimen possible to meet the patient’s health 
goals 


– Development of a medication action plan or contribution to a global care 
plan 


– Coordination of medications across transitions of care settings and 
providers 


– Support for medication adherence and self-management 
– Medication monitoring – especially between PCP visits 







CPC Pharmacist Survey  
(19 Practices – Fall 2013) 







KEY QUESTION 2 


How does your practice engage pharmacist(s) as part of 
the care team? Do you engage pharmacist(s) as 
employees, through contract, through some other 
agreement, or are the pharmacist(s) provided to you as 
a system resource (for those practices in systems)? How 
much of pharmacists’ time do you have per week?  


– Direct Hire 
– System resource 
– Contract 
– Other agreement (specify) 
– _________ hours per week 


 







CPC Pharmacist Survey  
(19 Practices – Fall 2013) 1 
 


Training and Practice Experience 
•  86% pharmacists had a PharmD degree with a pharmacy residency or pharmacy specialty 


board certification or advanced certifications 
•  85% pharmacists provided direct patient care in ambulatory settings for 4+ years  


 
Primary Employer 


– 36% were employed by a school/college of pharmacy 
– 36% employed by a combination of the CPC practice, pharmacy school, or hospital 
– 21% employed by CPC practice 
– 65% pharmacists work 0.25 – 0.50 FTE/practice 
       - some work at multiple CPC practices 
       - shared resource model rotating across practices in geographic region 
       - important to maintain continuity of same pharmacist at the CPC practice 


 







Pharmacist Engagement  
Considerations 


• Qualifications 
- state pharmacist license, clinical background, training, certifications 
- direct patient care role 
- interdisciplinary, team-based experience 


• Recruitment sources 
-  ambulatory care pharmacy residency programs 
- college of pharmacy  
- local health system or hospital 
- QIOs 


• Business Arrangements 
- employed, contracted, consultant, or shared resource across multiple 
practices 
- pharmacy students not a solution…not licensed/require supervision, not 
sustainable 


• Fees 
- Average salary: 0.25FTE is approximately $25K + fringes  
- Consider regional market variations 


 
 







KEY QUESTION 3 
How does the pharmacist(s) on your team engage 
in patient care?  
Some examples include:  


• Pre-appointment review and planning without patient present  
• Pre-appointment consultation and planning with patient  
• Coincident referral (“warm hand-off”) for consultation  
• Follow-up referral or appointment request from the provider  
• Medication review and recommendations in the EHR (asynchronous with visit)  
• Specified medication management appointment/clinic (e.g., warfarin clinic, HTN 


management)  
• E-consultations with patients through patient portal or other asynchronous 


communication  
• Home visit  
• As part of a group visit  


 
 







CPC Pharmacist Survey  
(19 Practices – Fall 2013) 2 
 • 93% pharmacists receive patient referrals from CPC team members 


• 86% have collaborative drug therapy agreements with CPC physicians 
• 86% involved in e-consults (patient not present,  referred by CPC clinician) 
• 64% CPC clinicians bring pharmacist into patient visits 
• 64% CPC clinicians handoff patients to pharmacist after clinician visit is complete 


    
    REQUIREMENTS 


Pharmacist has “read and write” use of EHR/HIE 
        -  reviews and assesses patient medical history, medication list, lab values, notes, etc. 
        - documents and shares actionable recommendations with other clinical team members 







Workflow Analysis 


Pharmacists bring unique skill set – therapeutics, economics, pharmacy/PBM systems –  
to save clinician time and improve patient medication outcomes.  


Practice Processes 
• Accuracy and completeness of medication histories  
• Time spent with refill processes, prior authorization, pharmacy communications 
• Annual wellness visits – time to get accurate patient med history 
• Lack of time to work with patients on complex regimens 
• Not maximizing quality or performance incentives – esp related to med use/safety 


Clinician Roles 
• Care transitions – accurate and complete med list 


– new meds, changed doses, stopped meds, disposal of old meds 
– care coordination planning sessions 


• Medication monitoring and follow-up between visits 
 


 







Panelist Question 1  
• Are medication reviews retrospective or 


concurrent? 







KEY QUESTION 4 
How are patients selected for medication management services beyond 
routine medication reconciliation?  
Some examples include:  
• Patients in high risk cohorts  
• Patients who have not achieved a therapeutic goal for a chronic 


condition    
• Patients with care transitions  
• Patients with multiple ED visits or hospitalizations  
• High risk medications  
• Complex medication regimens  


 
 







CPC Pharmacist Survey 
(19 Practices – Fall 2013) 
 Patient Targets and Triggers 
– Complex med regimens (86%) 
– Medication adherence challenges (79%) 
– High-risk meds (71%) 
– Presence of adverse drug event/side effect (57%) 
– Can’t afford medications (57%) 
– Multiple meds from multiple prescribers (50%) 
– Care transitions (43%) 
– Meds require pharmacokinetic dosing or monitoring (43%) 
– High ED utilization or hospitalizations (36%) 







Panelist Question 2  
• What is the process for referring patients to the 


pharmacist in your practice? 







High-risk Patient  
Targets and Triggers 
 • Patients who have not achieved a therapeutic goal for a chronic 
condition (e.g., hypertension, diabetes, asthma/COPD, chronic pain) 


• Patients taking high-risk medications for adverse events  
– Beer’s list medications to avoid in the elderly 
– insulin and oral hypoglycemic 
– psychotropics, anti-anxiety, antidepressants 
– anticoagulants, anti-hypertensives, beta-blockers, digoxin 
– HIV meds 
– chronic pain meds  


• Patients with multiple care transitions in a 6- or 12-month period  
– Setting change: ED, Urgent Care/Retail Clinics, Hospital, Post-acute care, Long 


term care, Home Care 
– Provider change: gaps in PCP visits, provider  


leaves/joins practice, patient changes  
practices   


• Complex medication regimens    
– multiple medications or multiple prescribers 
– multiple dosing frequencies per day 
– split dosing or tapered dosing            


 
 
 
 







KEY QUESTION 5 
Does your practice provide Collaborative Drug Therapy Management,  


and if so, for what conditions?  


 







Collaborative Drug  
Therapy Agreements 
86% CPC pharmacists have collaborative drug therapy agreements with physicians 
  - disease state: HTN, CHF, diabetes, lipidemias, asthma, COPD, depression, smoking cessation 
  - referral to pharmacist for high-risk patients; authorizing refills until next visit 


 
• Agreement between pharmacist and physician; state-level practice acts allow CDTM       


in 47 states  
• Physician delegates authority to the pharmacist under designated circumstances and 


delineates the functions, procedures, and decision-making criteria for managing 
medications  


• Include pharmacist responsibilities for patient assessments related to disease state and 
drug therapy, ordering drug therapy-related lab tests, and administering medications  


 







Panelist Question 3  
• Are you currently billing for pharmacist 


medication management services? If so, how?  If 
not, are there any plans for billing in the future? 







KEY QUESTION 6  


Does your practice target care transitions for comprehensive 
medication management services? If so, what triggers these 
services?  
Some examples include:  


 
What triggers these services?  
   -  ED visit 
   -  Hospital admission/ Hospital discharge 
   -  NF or SNF admission / discharge 
   -  Clinician Referral 


   -  Who receives these services? 
    - All patients 
    - Patients with specific risk factors 







Care Transition Targets and Triggers 
  Patients with multiple care transitions in a 6-month or 12-month period  
 
Medication “gaps” with Care Setting change 


  
• Emergency Department 
• Urgent Care/Retail Clinics 
• Hospital, Post-acute care 
• Long term care 
• Home Care 


 
 Medication “gaps” with a Provider change 


 
• Patient sees different provider in practice 
• Patient changes practices 
• Provider “on call” (not as relevant for CPC practices) 
• Provider leaves or joins practice 


        
 
            


 
 
 
 







KEY QUESTION 7 
What process measures will you use in your practice to improve medication 
effectiveness and safety?  
      Patient clinical outcomes 


• % patients on chronic medications who reach therapeutic goal 


      Improved practice efficiencies 
• maximizing annual wellness visits 
• ability for PCPs to see additional patients 
• pre-visit comprehensive medication review for new Medicare patients 


     Quality metrics 
• improved CPC, HEDIS, MU, ACO or other quality measures;  decreased ED visits and hospital readmissions 


     Financial impact  
• total cost of care = costs of drugs, medical, hospital, ED, labs, tests 
• optimizing performance incentives related to medication use and safety 


     Medication management processes  
• Med-related problems identified and resolved 
• Medication management recommendations to care team 
• # Medication Action Plans developed 
• # active Collaborative Drug Therapy Management agreements  


 







Panelist Question  
• How do you see the medication management 


role in the practice growing in the future? 







Questions and Answers 







What’s Next 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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—everyone, I'm Krystal Gomez from TMF Health Quality Institute. Welcome to our national CPC webinar 
entitled Milestone 2, Case Studies and Self-Management Support. The slides for today's presentation 
will be available for download on the Collaboration site. You can also download the sites directly from 
the WebEx environment today by using the top tool bar and selecting File which will open a dropdown 
menu. Then select Save As and then Documents. Today's program is being recorded and will be posted 
on the Collaboration site once transcript has been completed. We appreciate the presenter's time and 
effort in preparing for ensuring the valuable knowledge. Any statements regarding their technology 
product or vendors are expressions of and opinions of the person speaking and not an opinion of nor 
endorsement by the centers for Medicare and Medicaid innovations nor TMF health quality institute nor 
the host of the program. As a reminder, all lines will remain muted throughout today's session to submit 
questions click on the Q&A tab on the right hand side of your screen. I'm delighted to introduce today's 
speakers. I would fist like to introduce our subject matter expert for today's presentation Judith 
Schaefer. Judith Schaefer is a senior research associate at the MacColl Center for Health Care 
Innovations located at the group health research institute in Seattle, Washington. You've heard Judith 
Schaefer on several of our national webinars so extensive experience in the ambulatory care team 
process improvement which specific expertise in patient self-management support which she'll be 
speaking to today. Now, I'd like to hand the presentation over to Dr. Laura Sessums who is a Division 
Director of Advance Primary Care at the Center for Medicare and Medicaid innovations. Dr.Sessums. 


Thanks Krystal. Today's webinar is the second one we've had this year on self-management support. In 
the first webinar our expert Judith Schaefer who we're going to hear from were today provided us with 
a lot of educational information to introduce the concept and to give you all the rational for the use of 
self-management support in CPC . Today, she's going to spend more time on the nuts and bolts of self-
management support and what promises to be a very interactive and practical session. She has 
representatives from three separate practices here to share with you some of their work on this 
advanced primary care strategy and of course we will have plenty of time to take your questions. One 
thing I want to point out is we begin this sessions is the difference between self-management and 
support, Shared Decision Making and then simple patient education. Judith is going to talk some about 
this herself and it's a really important distinction especially given the confusion so many practices have 
had on the issue of Shared Decision Making. It can be confusing after all each of these concepts can 
involve the use of a tool or a resource that we give to patients to help them understand the medical 
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condition. Each can also involve follow-up conversations with patient, and self-management support 
and Shared Decision Making are both described by three words and begin with the letter S. So, that 
makes it even more difficult. Yes, there are also really critical differences between each of these. Patient 
education of course is just a provision of information to patients whether on paper, the internet, a 
video, a conversation or the like. So, that one is pretty easy. Shared Decision Making on the other hand 
must involve a choice about a preference-sensitive condition and these are conditions where there—
where the scientific evidence is not clearly pointing in one direction so there's more than one possible 
choice from which patient can choose based on their own individual values. The tool or the resource for 
patients addresses the specific choice as well as the risk and benefits of the various medical options. As 
contrast to these concepts with self-management support, that is about behaviors that affect patient's 
health and can be about any medical condition or risk factor for a condition not just a preference-
sensitive one. Education may be a necessary precursor to behavior change but it's often not sufficient. 
There may be different ways that the patient can change their behavior but these different ways are not 
the result of inclusive—the inconclusive state of scientific evidence instead the various options often to 
patients result from practical differences in their life and their very personality than need. I encourage 
you to think about this today during the webinar and be sure the differences are clear in your own mind. 
Judith is going to review this again so that it should help clear up any lingering confusion and allow you 
to focus on the specific of self-management support. With that, I'll turn it over to Judith. 


Thank you very much Dr. Sessums, that was a great introduction to some of what we're going to be 
talking about today. So, we're calling this Case Studies in Self-Management Support because we really 
want to share from people who are—who are right out there using self-management support 
intervention and I want to thank the three presenters who are working with me today to help clarify 
some of these concepts and also to give you some ideas about how it’s actually comes to pass in a 
clinical setting and what they're doing that makes the difference right in their actual visits. So, we're 
going to hear from—today, from a physician, a case manager and a nurse practitioner. So, we're going 
to get three different views of how the tools and skills of self-management support are used. But before 
we do that, I'd like to talk just a little bit more and kind of reinforce some of the ideas that I've talked 
about earlier and that Dr. Sessums has just alluded to dispel any kind of confusion but also to touch 
some ideas about some of these concepts. And first, I'd like to go back to this notion that Tom 
Bodenheimer from UCSF has put forwards for all of us. I think it's a really important concept and that is 
that self-management support can be thought of as a tools and techniques so skills that you build to 
help patients change behavior. In other words, we're supporting behavior change and we can use a lot 
of skills and tools and there are things we can do. We can use vivid platforms or checklists or patient ed 
materials and these are all the kind of operational things. But really the real goal is to change the way 
we practice so that we are collaborative. We are really required that we recognize that patients have the 
central role in this ongoing day to day management of their condition. And we need to support and 
empower them so that they really know what to do just when they get home and that they feel like 
you're their partner. You're their partner and coach in helping them do the best job they can in 
managing day to day. And that's central factor changes a lot of what we do. So, here we are. We want to 
make sure that self-management support isn't confused with Shared Decision Making. I mean it's 
possible that they would—that some of the patients would require both of these tools but certainly not 
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all of them. The patients that for which these processes and techniques are used might not be the same 
at all. Self-management support is really a much more general technique and it can be used with any 
patients who have the chronic condition. We use these tools really generally even if they have only a risk 
factor whereas Shared Decision Making is for those preference-sensitive conditions or risk factors that 
are specific to a preference-sensitive condition. So, self-management support is more general. Shared 
Decision Making tools are specific. They're decision tools for preference-sensitive conditions. They're 
specific to the specific risk factors specific tools. And so, [inaudible] what's the purpose? So, our real goal 
with self-management support is changing health behaviors and specifically building confidence, not 
only knowledge but confidence about those behaviors. Well, as of Shared Decision Making, these are 
around really specific treatment decisions that maybe about whether to have a cancer procedure or 
whether—which method of heart intervention you want to take to undertake. So, Shared Decision 
Making tools usually are primarily interested in helping the patient understand their options and they do 
also then precipitate a conversation with your provider that can be efficiently managed or some clinician 
in your—in the practice so that that you can make decisions about what you as a patient want. 


10:03  
And so, these tools help make the choices and options clear. And then the core activities with these are 
somewhat different tune. So, with self-management support we want to do—we want to understand 
patient-driven goals, what is important to the patient, what do they want to change first and then we 
want to use goal setting and action planning and problem solving and follow-up practices to help them 
achieve those behavioral goals. In Shared Decision Making, the activity usually utilizes prepared, 
conditioned-specific tools which are often increasingly this day’s videos about a specific procedure or 
condition so that you can help patient make their decisions about that and work with them 
collaboratively to make decisions that will best serve their needs. I hope that really helps clarify that 
distinction. In here again, there's a lot of confusion between separating self-management support from 
patient education. And these are just a list of factors that help—might help understand that. Some 
people even used the term self-management education. I think that's confusing the issue even more but 
the factor here that is the patient education is usually about giving information, providing information 
for a patient. But that is not—I mean it is an important factor but it is certainly not the only factor. And 
again, it's not the chief factor. So, patient education looks at information and skills that are taught 
whereas self-management support, the skills are usually used to solve patient identified problems. So, 
we're looking at how do I implement this treatment plan and list the action plan of mine in my daily life. 
Patient education is usually very specific and skills for self-management are generalizable across all 
conditions. They often have to do with medication management, with fatigue management, with pain 
management, with changing the health behaviors around diet and exercise or healthy eating and 
exercise, stress management, all of these things are generalizable and are pertinent across chronic 
conditions. One important thing and this is a very basic big assumption that we make is that we—if we 
give people information, it's going to create or create this environment for behavior change and of 
course we know that in order to for patients to believe that changing their behavior is important they 
need to know why but they also need to know that they can do it and that there are things they can do 
and they have to have confidence that they can do it. So, confidence around being able to change the 
factors that are creating obtained or distress or whatever in your life is an important basic underpinning 
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of self-management support. And creating confidence yield the outcomes that we hope because 
building incrementally through small behave—small changes in behavior. The increased confidence that 
I can manage my own condition is really what we're aiming for. So, vocation education most of the time, 
people who are—have professional for the teachers and it's usually done didactically. They—It's usually 
done in telling. So, in self-management support we want to look at more asking and less telling. And so, 
anybody can do self-management, I mean self-management support does not entirely need all those 
clinical skills. So, because it is around behavior change and action planning and patient's own views of 
their own life. So, again, I also want to stress that self-management support is a team sport and it 
requires real preparation, it requires changes in the actual visited self-using a lot of team members 
preferably but especially focusing on the fact that everybody on your team no matter how many or who 
they are can take some role in self-management support while looking to increased detaches, we want 
to be prepared both with clinical data and rich information from the patients themselves. That's why 
using those visit prep forms are important. Then during the visit we want to make sure that every 
person who has a role in seeing the patient during that visit can have some sort of self-management 
support activity that they can use and intervene with the patient so that the visit time itself is optimized, 
everybody is doing something that supports the patient in their self-management. And then of course 
after the visit we want to continue to support the patient and family into their lives, into their other 
specialist visits, into the community programs or peer programs that might help them. And simply 
checking back with them about their actions plans and following up because we know that changes 
don't happen without repeated efforts and problem solving around those efforts. So, that's an 
important—those are the important things that I want to talk about in terms of self-management 
support and what changes it means. But now we're going to hear from Dr. Nancy Beran from 
Westchester Health Associates and I'd like to just turn the—as the physician of our three speakers today 
I'd like to turn the microphone over to here to talk to you about what's been important to her and then 
her practice in implementing self-management support, Dr. Beran? 


When we try to take over and think about self-management we'd like rights of lefts at the end looking at 
where we're doing more patient education or were we really implanting self-management. And we set 
some goals out for ourselves for self-management, and the goals that we set out where we really need 
to increase our patient engagement in the process. And we needed—it really to address the educational 
level of our patient. And we recognize that we needed more of a team of professionals and not to be 
driven just by the physician. We needed it to be less time consuming for the physicians much less 
handout driven and more engaging across our entire organization. And we realized that we needed to 
assess each patient's readiness. Advise them of the different programs that we're going on and advise 
them of the different areas that there are for self-management support. Agree on different goals and 
methods, a system in overcoming barriers and arrange follow-up. And that really simulated a process 
change for us in our organization. We incorporated it into our morning huddle. So, when we sat down 
and we talked about the patients that were coming in for the day we talked about anyone who might be 
a good candidate for self-management support so that would start then with perfectionist, you know, 
they might recognize a patient that could use some self-management support or a self-management 
program that could be introduced from perception, from medical assistance, from the case manager, or 
from the physician. A support tool or program could be discussed with the patient by anybody. The goals 


National: Case Studies in Self-Management Support, June, 10, 2014 4 







are just—were discussed with the patient, the willingness of the patient to participate was discussing 
agreed upon those goals were set or the referral to the self-management program was made. And then 
all of this was recorded in the health record and we customize the health records so that we could 
document and then the readiness of the patient, the goals and the entire process into what we put it 
under our care management template that we created in our EMR. So, that that could carry forward 
from visit to visit. That was how we modified our process and we tried to then kick it up a notch and 
develop programs that would, would go across multiple conditions that would be good for the patient, 
good for overall health and good for our practice that would help our patients develop self-management 
skills that were needed in their life style, to live healthier life style. So, in collaboration with our local 
hospital center we did a prescription to wellness where they get an integrated program that helps them 
lead a healthier lifestyle and diet and nutrition and exercise. So, even for patient's that have a lot of 
barriers to beginning an exercise program it is done at the same center where they do the assessments 
for cardiac and pulmonary rehab. So, they are very comfortable with patients that have medical 
condition. Invitations feel a lot less threatened by doing an exercise program there and there's nutrition 
classes there. And that has been a successful way. They also work with the adolescence in our practice 
that may have issues with eating or exercise, make them feel comfortable. And that has broadened the 
amount of access that patients have had and teaching them to work with themselves and have self-
management skills around their own illnesses. And that has been that helpful for our diabetics, our 
patients of hypertension, our patients with high cholesterol, our patients with diabetes. In addition, 
we've done a much broader campaign around hypertension that has been part of the AMGA campaign 
for measure up pressure damp which has both an educational component for the staff in the offices. 


20:07  
But also a large tough management component for our patients on teaching them to take control has an 
entire plank on self-management on educating patients on lifestyle, diet, exercise, importance of taking 
their own medication, teaches them all the self-management skills, and help some we've if purchased 
home monitoring blood pressure cost the patient can take and we'd have a process where they can take 
their blood pressure, take it home, bring home logs and engage with the physicians and the staff on 
trying to help manage their blood pressure as well. We're really trying to engage both our staff, our 
patients, and everyone on the office on setting goals and setting priorities and doing that in conjunction 
with our patients. So, that it's not just your blood pressure should be this but rather the conversation 
around what strategies can we together achieve and be getting that dialog with patients. For those of us 
at our primary care physician is sometimes very intuitive. It's what we do every day having those 
conversations with patients. But it's more of a philosophy of making sure that everybody in the office is 
supporting. And paper modification for patient is the most difficult thing that we do. And just making 
sure that they know that they're very supported and that if one time they don't achieve a goal that we 
can go reset and we can go and we can continue to support them and move forward to the next and 
keep trying. 


Dr. Beran can I ask a specific question at this point? 


Sure. 
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You mentioned assessing readiness and that's not something I've talked a lot about. So, I'm wondering 
can you just tell us briefly how you assess readiness. 


For the most part, you know, it really is kind of an intuitive conversation that you'll have with a patient. 
So, when we start for example for an obesity patient, every patient has their height and weight done in 
our practice even if you're coming in for a sore throat. It's done every time, every visit. And it's in a 
flagged in the electronic medical record but you may say to a patient, "I see that, you know, you’re 
height and weight is a little high" is that something that we can discuss today. Or a patient will say, "I 
don't want to get on the scale." And you have to begin a conversation about that and my staff slowly 
and carefully begins a conversation. We are all—we all ask, is this something that we can address 
together today? And if a patient says, "I don't want to talk about it today." So, I'm going to say, "OK, 
then we'll talk about it the next time you come in." And we'll even write that in our notes, you know, 
patient, you know, they don't want to discuss today, we'll discuss next time. But we really do ask them, 
you know, are you prepared to address this today? Is this something that we can talk about? We have— 


That's a very important tool. It offers suggesting asking the question. Before you give information asking, 
can we address this together today is an excellent way to begin. How can the patient understand that 
they have a lot to say in this conversation? That what they think is important that—and that you're 
respecting their priority. So, people begin then to relax and that barrier that might exist between a 
clinician and the patient or maybe it even helps them relieve a little bit the guilt that so often patients 
feel when they haven't been able to meet their behavioral goals of haven't even bothered to make any 
behavioral goals because they're still overwhelmed. So, that's a terrific tool, thank you for that. 


Krystal, I'd like to ask you if there are any clarifying questions for Dr. Beran before I ask another one or 
two of my own. 


I am seeing one, I'm not sure if it's more of a statement or question. But CHF, DM and asthma are issues 
with clear self-management activities. The side pound weight rule Basal and Bolus all titration rules and 
inhaler titration based on symptom clearly define what is self-flash home management and what that 
responsibility is.  


[Inaudible] my only comment on for some parts are education, patient education there which is patient 
education around how the proper use of their—of their inhalers are. But if you're talking about what's 
the self-management role for CHF it's educating them completely on. These are the roles of daily 
weights, this is how high you go, this is where your goal way is. It's more specific to the disease and the 
condition. I think when we're talking more broadly here on self-management support sometimes we're 
talking almost about self-management support for behavior modification. Which is how do you behave 
or modify? How do you help people do behave your modification for things like obesity or life dial 
changes? But there are more specific self-management support processes for CHF which is making sure 
that they have the entire process and understand the entire process. But if they're not going to be ready 
to own the whole process or they're not going to do daily weights then they're not going to be able to 
do self-management support for CHF no matter what you do. But if you can assess if they're ready and 
they're informed then you can agree on how you're going to do it. 
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So, the action planning about weights, taking daily weights for instance might begin with, well, how do 
you feel about taking daily weights? And then also looking at what—what time of the day can you 
remember? What—how can you help—what can help you record your weight every day so that you can 
see the variances, things like that, and figure out what's available to them in terms of scale, do they 
have a scale? Can they afford it? If so, if you are—is your practice able to have a resource that can help 
people get skills if they don't have them. So, that's the kind of a panoply but—and really takes that 
treatment decision right into the [inaudible] experience of the patient. Well— 


We call it the [inaudible]. The assess, advice and inform, agree, assist and reach. So, you have to get 
through each step in order to get to the next one.  


That's terrific. OK, very briefly I have one more question for you Dr. Beran, because you are the 
physician on this panel I'd like to ask you this. That solution is part of a physician's job is to develop 
treatment plans for patients, you know, suggestions about optimal blood glucose levels for example or 
something like that, that patients often don't really relate to those numbers or those outcomes, the 
medical outcomes. And they often have a much more functional view of better outcomes. Like, I want to 
be able to play with my grandchildren or I want to be able to lift my suitcase into the overhead bin. Or 
how can you—what do you do that helps bridge your treatment goals for the patient? With their 
priorities for how they function in their life to make an action plan so that they can really change 
behaviors.  


I mean I normally pick the time suggest educate them on the, you know, quickly on what my goals from 
outcomes and why it's important? You know, why do I care about your hemoglobin A1cB, what the 
numbers are? Why does your blood pressure matter? And then ask them what's really important to 
them. You know, and we have—I have tremendous amount of conversations with my patients about 
weight. Probably is the number one conversation we will be talking about more than anything, you 
know. Because fortunately, most of the other stuff is controllable but we will have a conversation about 
weight and what is the goal weight loss, you know, for them, and how much to exercise. And we will 
really have conversations about how important is it to you to be functional. What is your lifestyle goal, 
how active do you want to be? And overall the goal is to be healthy. So, we kind of talk about from that 
perspective and going back and forth along those lines and then—and then sitting there and not treating 
to a certain BMI as much as treating and setting goal setting together. Because especially around things 
that require patient's compliance such as everything but specifically, you know, I find it tremendously so 
in weight, weight loss. You can't motivate for somebody else so if you don't find out what their 
motivation is, what their commitment to change is you'll never got any buy in with genes. 


Exactly. 


Management support is all about under CNA what motivates somebody to change?  


29:59 
Exactly, that's right. So, trying these activities that more exercise is great for their hemoglobin A1c. But 
it's also great if they learn to play with their grandchildren. So, using what you know about your patient 
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in asking questions about what's important to them helps you tie the behavior change activities to 
something that really use that motivational energy to change their behaviors. 


Thank you very much for that Dr. Beran, yes? 


Judith, this is Krystal I just have one more comment that came through, if we could please restate the 
rule of five one more time for the attendee.  


The rule of five, you mean the five As?  


Yes. 


Dr. Beran, would you do that for us again? 


Sure. So, it's A for assess which is a patients readiness or confidence to change, advice, and inform with 
the patient's permission, agree of goals and message, assist in overcoming barriers and our A for 
arranging follow up. 


Thank you so much. That has been really helpful a wonderful session. So, right now I'd like to again 
introduce our next speaker who has another role with patient. From another clinic this one [inaudible] 
integrate practice association. So, Jane Bilello is the case manager in this system. And she works with 
more than one practice. So, she has a different kind of position within the practices and within the visits 
and I'd like to hear from her how she implements self-management support. 


Hi, good afternoon. So, I'm just wondering if maybe the two of you have read my speech for today 
because so much from what I talked about, we've already touched on but I will talk a little bit about the 
two practices I work with and I work with four primary care providers as their care manager. I kind of 
break my job down into three different areas. First, looking I first work with the patients to identify as 
we said the desired health outcome. And what we're going to work on we will get readiness. What 
support they have to achieve their goal and what their past experiences have been in this like we were 
talking about the weight loss. Have you tried this before, what worked? What didn't? I look at the tools 
that they need to achieve and to be engaged in self-management. What they'll need to help change 
their behavior and then we look at an evaluation of outcomes. We look at what the outcome is. When I 
first begin working with a case management patient, the first thing I want to do is get to know them. I 
may get them as a referral from the physician or from someone else in the office. So, I want to get to 
know them. We do that initially by doing our intake. It can take up to 90 minutes to do this and maybe 
done in one session or broken up in the office or on the phone. And during this time I'll get to learn 
about your past, their current health history. What's important for them to change, what is their health 
conditions, what motivates them? I have one patient who her motivation is to go to Hawaii in the fall. 
So, we look at, well, what health things do we need to work on to make that trip attainable for her. We'll 
look at what obstacles may be in their way. And what is health look like. And I actually do sometimes 
actually draw pictures with them. Create image boards of what is health look like and what do we need 
to get to that. Health might look like? You said playing, you know, [inaudible] with their grandchildren. 
This is kind of where the motivational interviewing starts with the patient. During the process we may 
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actually make a list of some of the goals, the topics, the things that they want to work on overtime. I've 
had some diabetics who will, you know, identify a bunch of things that they know need work. Behaviors 
they need to change to lose weight to learn about their diet and their meds. Seeking other health 
professionals, the dietary or ophthalmology to go to. So, some of them they actually start to form a list 
and we identify how we're going to tackle that and what's the most important for the patient to work on 
first so that they aren't overwhelmed. Others may present which is one thing that they need to change. 
Maybe the behavior is smoking and what are we going to do to stop that? And then there are some 
patients who don't really identify anything. We know that they have a lot of comorbid health problems, 
we know that there are things that they can change for better outcomes. But they themselves can't 
identify anything so that patient I may do more interviewing, talk more about their life, or do that 
education piece so they start to connect this specific condition with their health and why they don't 
have the energy or why they're not able to do things. But either way it's about gathering information, 
starting a care plan, and then we develop an action plan. In the action plan we specify what it is the 
patient agrees to do, what time frame, how long they think that might take. When are we going to talk 
again? Will it be on the phone or will it be in person. You know, ask some question like, well, is it OK if I 
call you in a week and see how that is working for you? Or they may say, "Well, you know, I don't like to 
be called. What if—what if we talk about when I come in the next visit" and that's fine too. We work on 
that coaching the encouragement of what they might need to get to that next goal. Our action plans are 
done through our computer system CCMR part of our electronic record ECW. So, we actually—we 
actually create a plan and write and, you know, prints that I can give to them or mail to them that they 
can see what it is they're going to work on. For these action plans to work I try and provide them with all 
of the tools they'll need. And maybe something simple like a log for keeping their blood pressure with 
their blood sugar. Or it might be educational material so they understand why follow up is important, 
why losing weight will have a good outcome on their energy level. So, we'll work on that education piece 
as it's needed depending on what the patient knows. Sometimes we'll send the patients to education 
classes that's very individualized. Some patients are great with classes, some want one on one, some are 
more stand-offish and will only take one thing. Well, give me something to read and I'll do that at home. 
And then I'll do, you know, or follow up and we'll do we teach back to see if they understood that and 
know can identify better what behavior change they're going to make as a result of that. It might be 
resources about community involvement, community resources for maybe an alcoholic where our AAA 
meetings. Why is this important to you, what's has stopped you in the past from going. It might be use 
of computer systems or apps or home delivery systems, helping them to see what is available to them to 
reach these goals. And then third, the section of evaluation or what I like to look at is self-reflection. 
Encouraging the patient to look back at our action plan that we developed, what was their desired 
outcome, their desired change? The behavior they were looking to modify and do they reach that? 
Some of them are going to be short-term goals that they need help at home with meals on wheels or 
maybe it's on stress reduction and that's an ongoing process. Or it might be a long term goal of the 
weight loss of 50 pounds that we're not going to accomplish in a short period. But are we working 
towards that? Whatever the goal is I'm trying to help the patient to achieve that healthy outcome 
through implementing their action plan by reviewing it, rejoicing with them when there has been 
change made. Readjusting their care plan when it's been unsuccessful. Maybe we need to set different 
goals and different actions. The idea of the whole process always going back to self-management what's 
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important to the patient? What is the patient willing to do to make this happen? Small steps, big steps 
whatever works best for them. All done with patience and encouragement and trying to keep our eye in 
the price of healthy outcomes and what they view as health. What does it look like to them? That's it. 


Thank you, Jane. Thank you so much. I do have a couple of questions for you. I know that and if I have 
the wrong view of care management or case management here you can straight me out. But very often 
these managers have a big long checklist of behaviors and information to provide. And those can be 
helpful when we're learning or when—or for an insurance company and we have to make sure that that 
the basis are covered in terms of what information has given to a patient. So, if you have certain 
checklist tool that you're asked to use in guiding patient self-management. How do you use them and 
still get beyond the checklist to support that individual patient self-management goal and really get 
down to that motivational aspect of the tailored action plan for that patient? 


40:12 
I don't have a checklist of things that we have to do or encourage to use with patients. It's not like case 
management where we look at insurance company. It's not driven by the insurance company it's within 
our practice. So, I don't—I have a list of tools available to me. And that's—and I kind of look at them as 
I'm meeting with the patient and kind of offer them different options. So, I don't have to use any one 
thing but if it's about, you know, if they say, I just need to get this diabetes under control. I just don't 
know why my blood sugar is just so crazy. We'll talk about where—what they know about their diabetes 
and then I can offer them different avenues to learn more if that's what they need to get—if they need 
to get their diabetes under control. Maybe it's because they don't have the basic knowledge. This one 
person, they may say, "Oh, you know, I can't get to a group setting or I can't get to hospital for classes." 
"Well, can you come here to the office like maybe in a week?" "Oh yeah, this is an easy location for me. 
Well, then I'll bring an educator here if that's what you want." If the education is what you want and you 
can't get to the hospital I'll provide an educator for you here in the office. 


Thanks Jane. We just have one question that came to the panelist from Thomas Castillo. He says, since 
Jane is using NCW, clinical works and I'm changing to clinical works and can we get those files so that we 
can use them in RETW system? Is that a possibility, Jane, for you to share some of the tools that you 
used with the clinical work in self-management approach?  


Yeah, I think this—we created our—some of our own templates for care plans. But most if it’s through if 
their purchasing ECW, CCMR, it's a separate software for—just for case management within ECW. So, 
they would have to purchase that software in ECW for it's a template that what we do for the initial 
intake it has a care plan template. And then as we do the action plan, it actually prints it out with what 
they're going to do recommendations, red flag. So, for talking about congestive heart failure and the 
weighing of themselves. What are the red flags that the patient is going to look for to learn their 
provider that maybe they're getting into trouble. 


Thanks Jane. So, Krystal, can we—do we have a website that we can post that information on so maybe 
people can—who have the clinical words can all have the same kind of information?  


Yes, yes. Also, I'll put Jane afterwards and we can post it to the collaboration site. 
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Terrific, terrific. Thank you so much, Jane. 


You're welcome. 


Very much, we're going to now move to our third speaker who is Leslie Ferguson who is a nurse 
practitioner from Summit Medical Clinic. And Leslie, take it away, I'd like to hear what you have to say 
about engaging patients and self-management. 


Great, thank you Judith. Good afternoon everyone. So, at our clinic what we do with self-management is 
we're really striving to help the patient gather a better understanding of their disease process. Through 
education in the collaborative support I think as we all know education is really the key to success to any 
situation particularly with one that deal with chronic medical conditions. One of the main comment, I 
hear from a lot of my patients is I feel helpless. I feel like my life is not in control anymore. I don't know 
what to do with it. So, we really try to focus our self-management on giving the patient the education 
and the tools to kind of take back their health to try to put them back in that driver seat. We have 
actually three specific chronic disease processes that we like to focus on our clinic. And those are 
diabetes particularly those patients with the A1c greater than nine. Chronic kidney disease generally 
stage 3 or above or Chf. We do mainly focuses on our high risk patients which right now we currently 
have about a 100 of those. But we open this up to anyone in the practice as well as their family 
members. Anybody can attend this, they kind of help them gain better understanding of it. And what we 
have done is we have implemented a new watch and learn program that provides about a 45-minute 
educational session. And also give each patient a unique plan of care. What we do is we have different 
speakers come in to kind of teach this class as we offer them once a week. And we kind of rotate the 
different disease processes through. So, right now we currently have our orient care manager that 
teaches this as well as a local diabetes educator. We have a cardiologist that comes in as well as our own 
physician Dr. Aurora who is a nephrologist. We've actually gotten great results with this. We are 
averaging about 10 to 12 patients each session that we have. And its new patient seeks time. So, what 
we try to do each session is different, we don't just repeat the same stuff over and over again. We kind 
of see what patients we have that show up what family members and kind of find out from them what 
do they want to learn about today? You know, do they want to focus on the different medications and 
learn about them. Or did they want to focus on their diet? So, we just kind of go over those things with 
them. We also have a care plan for each patient and that is reviewed with the patient with the care 
manager. And what this plan does is it kind of helps them set goals for themselves. Usually, they name 
three goals. This is what I want to accomplish. And as I mentioned earlier some of these goals may not 
necessarily be—necessarily medical driven such as I want my A1c to be 7. It might be, I want to attend, 
you know, my grandchild's graduation in California. So, we try to figure out what are the patients’ 
motivation, what are their encouragement? What are their goals and then we try to help them take 
control of that and get those under control. We also—we'd like to advertise these classes a lot. We put 
them in our newsletter. We also hang up posters and then as providers we also encourage our patients 
to attend. And I talk with a lot of my patients during their visits about coming to these classes. And I 
think that also kind of helps kind of engage how motivated they are as well. We find that patients that 
will come and attend these classes tend to be more motivated with their health. We tend to get better 
results and reduction of their A1c getting their cholesterol down, getting their kidney disease under 
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control. So, we really try to focus, you know, how well our patients engage. There's also a few tools as 
well that you can use to kind of figure out patient engagement that includes the Palm tool and the 
How's My Health tool. So, there's definitely different options that you can use for that as well. We also 
try to partner with some of the local community resources as well to kind of help our patients get those 
further referrals that they need. So, we—there's a CHF clinic at one of the local hospitals. And so, we can 
refer patients to that that are having some problems. There's also a particular place called the 
community center for diabetes which is a community base center here in Colorado Spring. It's open to 
the public and it provides additional teaching and support to patients with diabetes as well as their 
family members. They can really give the patient some intensive training and they can also support 
patients who may have difficulty getting their medications or have some other financial issues around 
that that can help them as well. There's also a program called Kidney Smart which is offered through 
DaVita or anybody in the community that has kidney disease or just wants to learn more about it. Like I 
said, they're completely open to the public, they don't necessarily have to be DaVita patients. All these 
require is a referral and you can do it online and find a patient up. And then they go to these classes and 
learn more. We've actually had a great result with that as well. DaVita is in the Kidney Smart program 
will send us back paperwork for them that we scan into the chart where they have set goals with them 
as well. So, vainly we'd really try to focus our self-management on education. You know, we start this 
process back in April and so far we've seen great results in it. We're just kind of coming up to them 
about that third month mark where we'll start checking A1cs and see if there's been a difference in it. 
So, we're really interested to see that. As far as follow up our nurse care manager of course follow that 
quite frequently with our high risk patients either on a weekly or biweekly basis. And the percent of our 
lower risk patients, our medical assistants, there will be a note made in the chart, they didn't follow up 
with them in about four to six weeks just to kind of check on them and see how they're doing. Any 
questions, any changes that need to be made in their care plan and then as a provider as well we do 
have a certain code that we place in the chart when we scan in their self-management plan. And so, as a 
provider I can see that when I pull up their chart to see them for their visit about CHF or diabetes and I 
also go over it with them. I see how far off for our goals, do we need to, you know, try to rearrange 
those a little bit. Maybe make some new goals and see what I can do to help them achieve that as well. I 
think with a lot of patients, you know, as providers we tend to be more focused on the numbers. You 
know, we want to get their LDL under 100. We want our A1c, you know, to be around 7. But for patients 
they tend to more focus on, you know, their health like the things that they want to do. So, we just try 
to marry both of those to really help the patients. Now, some of the challenges that we've had with this 
implementing this new program is of course patient involvement. At first we were concerned we might 
not have a lot of patients sign up. And a lot of our patients, you know, of course work there on the day 
or may not have transportation to get here. But we've actually found that that's really not been a huge 
barrier at this point. 


50:00  
I'm interested to see over the next six months do we continue to get the same patients, do we need 
patients enough to participating to kind of see how that goes. It was also a challenge of course kind of 
implementing a new change in policy in the office. You know, it took us a little bit to kind of get used to 
that and get used to the setup of that. But it seems to be going well. And, you know, as any time change 
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happens, you know, there—you're going to have a feud. Little bumps in the road but every thing's gone 
very well with that. Our goals for the future, we'd like to expand our self-management to some other 
disease processes like COPD and depression, tend to be another too big chronic diseases that are pretty 
prevalent in our practice. And we'd also like to take and create some support groups for our patients 
where they have that peer support? Just like you see and, you know, in other peer support groups I 
think that gives the patient somebody to talk to who knows what they're going through who may have 
had some of the same experiences and can really relate to. Sometimes, I think that tends to help 
patients instead of relating more to a provider or to their nurse sometimes if they talk to appear they 
have a buddy that they can really talk to. They tend to do better with that so we'd really like to create 
some support groups that made it our practice. 


Leslie. 


Yes. Leslie. 


Yes. I'm really interested in this—I have a question for you. We're almost running out of time and I want 
to leave some time for questions. So, you [inaudible] these education sessions in which they're groups of 
patients who come together, and I imagine many clinics to have some education sessions. I'm 
wondering—there are two aspects to these, one we want to learn how to turn an education session 
which is primarily focused on information to one that had—that includes self-management support 
activities. I'm wondering if you'll include any self-management support activities in your patient 
education session like do you do goal setting together. Do the patients have conversations with each 
other about what's work for them that helps to build empowerment and things like that? Could you talk 
just briefly about that please? And then I have one more question. 


Absolutely. Our patients they do talk to each other. It's a very interactive learning session. They're able 
to ask question, discuss what's worked for them in the past, what hasn't. And as far as the goal setting, 
the nurse care manager does meet individually with each one of them to set those goals. So, they do 
have that individualized attention instead of, you know, just a group goal which may not work for 
everybody so we do try to individualize it a little bit with that. 


So—so, I'd like to just suggest that there—I don't know how many of you know about the chronic 
disease self-management program which is they can stand for them has been around for 15 or 20 years 
now and it's actually been worldwide, a program that's helped many people. It is a peer lead program, 
but many, many clinics particularly taking that provider clinics to have, have started the peer lead 
programs they start by beginning—they begin them with the clinician or an [inaudible] or some other 
person in the process learning how to do the groups. And so, that means that then they have a way to 
engage more patients in self-management activities. And clinical content can then be addressed during 
the visit but the self-management, the ongoing self-management support happens during this session. 
So, before we leave Leslie, I want you—there is a question about tool. She mentioned a couple of tools. 
How is your health—is the tool that's available online and you can just Google it, how is your health and 
you will find a tool that was created by Dr. John Watson some time ago and it's a good—it's a very 
helpful tool. You also see that there's a website on the—in the chat line that is the is the 
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insigniahealth.com, that is the organization that is in charge of or administers the [inaudible], the 
patient activation measure tool. And, you know, this patient activation measure is a very helpful tool in 
terms of assessing where people are and their degree of activation around any specific behavior or in 
general so you can use that tool to begin conversation to let your patients around things that are 
important to them. Many—if there is a charge for it but many people use the services that organization 
and patients come happily in order to help utilize the tool as a self-management support tool in their 
practice. But also to get coaching from their organization around the use of the tool and how it can be 
used in practice by various practice members. And also [inaudible] has been giving you the website for 
the Stanford program on chronic disease self-management program. Well, I'd like to thank all of our 
speakers today. But I would like to just tea up a couple of questions that I'd like them to open up and 
respond to as a panel. So, if the speakers could just open their lines now. We heard of some of these 
questions that I've heard lots of people talk about implementing action plan. That I wonder if you could 
just make a couple of petty comments about how you are assuring that you are really focusing on what 
patients want. How do you make it happen that you focus on what patients want?  


We really when we meet with our patients do the self-management goals. We tell them these are your 
goals, not my goals. What do you want to do? What is the goal that you would like to see in three 
months? What is the goal that you would like to see in six months?  


But Leslie, if you tell them that these are your goals, how can they become the patients own—how, how 
do you translate? What I think you're saying is, "Here, these are our treatment goals?" 


No. 


How do you translate that into your action plan and goals? OK. So, make it more clearer to me. 


Now, we actually we ask the patient what their goals are. 


Good. 


Yeah. We don't, you know, tell them their treatment. I mean, obviously we go over their treatment goals 
after visits and such but when we do their self-management plans, we try to leave all that out and we 
just say to the patient, "What is your goal? What is your three months goal? What is your six month 
goal? And how confident are you that you can achieve this goal?" Because like I said if we set goals for 
the patients, you know, it's not going to have as much mean as if they set their own goals. That gives 
them the motivation so don't suggest skilled form. We let them come up with their own.  


If they say that they're not very confident, what's the next thing you do to help them? 


We look at that goal and then we say, "Well, what is the goal that we can accomplish in three months?" 
You know, maybe you can't lose, you know, 10 pounds in three month. What about five? Do you think 
you could do that? How confident are you in that? So, sometimes, you just have to take the broader 
goal and just make it a little bit more specific for the patient to where they feel comfortable that they 
could achieve it.  
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So, the important part of action planning is translating a goal like losing weight into actionable discrete 
behavior specific steps. So, that's the real helpful goal really changes that treatment goal of losing 
weight into an actionable action plan for patients at home. So, instead of saying that that my goal is to 
lose weight, they change that into actions like, "I am going to have ice cream only two nights a week 
instead of five. And I'm going to do it on Tuesdays and Wednesdays I'm going to have that ice cream, but 
the rest of the week, I am not or maybe its Friday and Saturday." That you see how that translates that 
kind of overarching goal of losing weight into something that people apply this week. On this Friday 
night, note I say it, I made this decision and with my care manager that I'm not going to eat ice cream on 
Friday night. So, these are the small incremental steps. The test for an action plan is can I tell? Is there a 
way I can tell I did it? Do I know whether I meant made my action plan or not. So, that is, that—I would 
say in my position that that is the big step that change needs to make between just providing education 
for patients and really helping in self-management is to make sure that you've done some steps and we 
call that action plan but made some steps towards personalizing and specifying what those patients can 
do or want to do and want to do when they get home in order that they can change their behaviors. I'm 
going to open up to our other two speakers Dr. Beran and Jane Bilello to—for any last comments before 
we leave. You got about a minute. That's all. I'm sorry. 


Hi, this is Jane. I would just—in addition to what you said about, "I love that thing about the eating the 
ice cream two days a week." We sometimes then take it a step further in replacing that activity. Well, 
what are you going to do in place of that? 


Great. 


That comes really clear when we're talking about stopping to smoke. So, you have to identify, well, 
when do you smoke? I smoke when I drive. OK, so what are you going to do in place of that? You have to 
sometimes replace that, give something else to do when you're changing a behavior.  


Thank you so much. I apologize Dr. Beran, and I've been told we're out of time. We really want to thank 
you all for contributing today and I wish everybody really good luck in doing the hard work of really 
making your practices patient centered and supporting your patients in improving their health over time 
and then in their own lives. Thank you very much. 


Thank you. 


Thank you. 


And I want to thank Judith Schaefer and then all three of our wonderful panelist today for sharing what's 
happening in their practices. We hope that you found this presentation to be informative. You can exit 
the session by clicking on the File Menu option at the top left of your screen and select the option to 
leave the session. You'll be taken to a post webinar survey that needs to be completed in order to 
receive credits for attending this presentation. Thank you all again. 


1:00:46 
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Evidence-Based Medicine 
Arkansas/Oklahoma Regional Webinar 


12-04-14 







Our Shared Purpose Today… 
• Inspire and promote evidence-based medicine policies, 


procedures and culture in CPC practices 
• Making patient-centered decisions in the face of 


competing medical evidence 
• Leveraging evidence-based summaries and just-in-time 


technology for all members of the clinical team 







Where are you today? 







Do you currently have evidence-based 
protocols in practice? 







What do you want to know about 
Evidence-Based Guidelines and 
protocols today? 
Please use the chat function to tell us what you 
hope to get out of today’s session  







Evidence-Based Medicine aka Clinical 
Practice Guidelines 
“Clinical practice guidelines are statements that include 
recommendations intended to optimize patient care. 
They are informed by a systematic review of evidence 
and an assessment of the benefits and harms of 
alternative care options.” 
 
 
http://www.iom.edu/Reports/2011/Clinical-Practice-Guidelines-We-Can-Trust.aspx accessed 12-3-14 
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The Evidence-Based Medicine Triad 
Source: Florida State University, College of 
Medicine. Retrieved 08.07.11. 
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Practice-Level Rate of Hospital Admission for 
Any Cause – Medicare Fee-for-Service (MFFS) 







Joseph Schlecht, DO 
Sherry Fisher, RN, CGN 


Warren Clinic Jenks 







Context of Our Work 
Our Clinic Warren Clinic Jenks 


• Rural practice 
• 3 physicians 
• Number of patients 


empanelled = 4,370 
• 1 Care Guidance Nurse 
• EPIC EMR  
• System practice 
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We Selected Evidence-Based 
Guidelines to Focus on Patients With: 
• Diabetes 
• CHF 
• COPD 


 
Think population health! 







Evidence-Based Medicine           
Develop Evidence-Based Guidelines 
• NCQA – National Comm. for Quality Assurance 
• NQF – National Quality Forum 
• ACC – American College of Cardiology 
• NIH – National Institute of Health 
• GOLD – Global Initiative for Chronic Obstructive 


Lung Disease 
• Payers 


 







NCQA Evidence-Based Guidelines 
• Gold Standards 
• 501(c)(3) non profit 
• 1990 
• Seal of Quality is recognized by most payers and 


industry as the center of excellence 
• HEDIS 
• CAHPS (same that CPC uses) 
       By 2017  
9% of CMS payments will be PERFORMANCE based 







NCQA Evidence-Based Guidelines 2 
• Center of Excellence for Diabetes Management 
• DM Guidelines 
• Diabetes Registry 
• Set criteria to accomplish guidelines 
 See patient every 3 months 
           Shoes off in room 
           Less than 7%, greater than 9% 
• Shared Decision Making with patients 







Tools Used to Implement EBG 
• Physician Commitment – Using EBG helps bring 


physicians “onboard.” We all want to do the best 
for our patients 


• Care Guidance Nurse – team members practice 
“at the top of their license.” Using EBG helps all 
staff to be involved as the guidelines inform best 
practice 







Tools Used to Implement EBG 2 
• EHR Reports (again, think Population Healthcare): 


– Risk Stratification 
– Registry 
– Transitional Care 
– 30-Day Readmissions 


• The Evidence-Based Guidelines 
– With standing orders 


• Huddles (daily and ad hoc) 
 







Patient Tracking/Population Health 







Slide 19 







How We Know That Using the EBG Is 
Making a Difference 
• Hospital Admissions, Any Cause (Feedback Report and 


Internal Discharge Follow-up Report) 
• ED Visits (Feedback Report) 
• Hospitalization for Ambulatory Care Sensitive Conditions 


(ACSC) (Feedback Report) 
– Only one CHF admission over the last 3 months 


• 3 Quality Measures (Dashboard is being developed; fill in the 
information on Patient Tracking/Population Health 
spreadsheet by hand now) 







Practice-Level Rate of Hospital Admission for 
Any Cause – Medicare Fee-for-Service (MFFS) 2 







Hospital Admissions for ACSC MFFS  







Hospital 30-Day Readmissions MFFS 







Latest Data  
No 30-Day Hospital Readmissions for 


October 
ONE CHF Admission for August, 


September and October 







Adoption Considerations for Others 
• PHYSICIAN COMMITMENT to practice evidence-


based medicine 
• Entire office has to be involved: 


– Implementing the EBG  
– Following the standing orders/protocols, as needed 
– Treat the patient in a holistic approach, using the whole office! 
– Tools on previous slides “Tools to Implement EBG” 
– Constant communication is key! 







Adoption Considerations for Others 2 
• Proper utilization of Care Guidance Nurse (top of 


license) – Key to success when implementing 
evidence-based medicine 
– Preplanning, monitor & develop reports, Transitional 


Care Management through collaboration with in-
patient discharge planners, developing relationships 
with patients, community resource liaison, care 
planning, and standing orders based on EBG 







Q&A plus Harvesting of Learning 
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The 5 P’s of Evidence-Based Medicine 
(White Board to gather audience feedback) 


• Purpose – What is the value of EBG? 
• Patients – How can patients benefit? 
• Professionals – Who might benefit from EBG and 


who needs to be involved in the process? 
• Processes – What does the workflow look like? 
• Patterns – What are the patterns in your HR 


population?  







Open Discussion Time 
• Discuss how you are doing evidence-based medicine 


 
 
 
 
 


• Please click the Raise Your Hand icon located beneath your name 
and we will unmute you so you may add to the discussion 







Resources 
• Evidence-based Practice 


http://www.health.uottawa.ca/rehabguidelines/ 
• National Guideline Clearinghouse (NGC) 


http://www.guideline.gov 
• National Quality Measures Clearinghouse 


(NQMC) 
http://www.qualitymeasures.ahrq.gov 


• Quality Tools 
http://www.innovations.ahrq.gov 



http://www.health.uottawa.ca/rehabguidelines/

http://www.guideline.gov/

http://www.qualitymeasures.ahrq.gov/

http://www.innovations.ahrq.gov/
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Contact information  
• Dr. Joseph Schlecht, jrschlecht@saintfrancis.com 
• Sherry Fisher, RN, sjfisher@saintfrancis.com 



mailto:jrschlecht@saintfrancis.com

mailto:sjfisher@saintfrancis.com
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with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Care Manager Kim Blackburn, LPN, 
pictured here with Vipul K. Patel, MD.  


CPCPracticeSpotlight29 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Care Compacts Can Work with Various Health Partners 
Springfield Health Care Center, Springfield, Ohio — Independent; 3 physicians; 3,600 patients 


Situation: In April 2013, as Care Manager Kim Blackburn, LPN, completed hospitalization/discharge 
follow-up calls with patients from Springfield Health Care Center (SHCC), she spotted multiple 
readmissions risks that were preventable by way of bi-directional communication among the providers 
and with SHCC. 


Strategy: With support of the practice physicians, Kim set 
up group face-to-face meetings with leadership from local 
hospitals, home health agencies (HHAs) and extended care 
facilities (ECFs) to jump start conversations about 
collaborative agreements. Her intent was to engage 
providers as they cared for patients at critical points of 
transitions in care, emphasizing the process was two-way 
and would focus on identifying urgent patient care needs 
among newly discharged patients. 


At these meetings, Kim shared examples of how her 
discharge follow-up calls revealed significant risk for 
readmission and preventable harm, such as issues in post-
acute care for “Betty” (name changed to protect patient privacy), a SHCC patient who had been recently 
hospitalized. Betty went without her medications for a week after discharged from the hospital. Betty 
was hospitalized on an acute-care floor, and then transferred to the hospital’s rehab unit prior to being 
discharged home, all without notification of her primary care provider at SHCC. Betty complained to Kim 
that she could not find her medications.  As Kim unraveled the story, she found that the patient gave her 
medications to the hospital upon admission; however, she left the rehab unit without them. Despite an 
interim visit from a home health nurse, the medications had not been located, reconciled or filled, 
including a new prescription for a blood thinner. As the clinic’s care manager, Kim’s established 
relationships with the PCP, lab and pharmacy enabled her to resolve these issues quickly before Betty 
experienced any complications.   


This patient story clearly demonstrated how establishing collaborative agreements could meet the 
objective of reducing harm and cost by bridging seams of care for patients as they transition between 
settings and providers. Over time, the group created a robust list of needs and expectations while also 
managing to help each other create solutions for recurring problems. For example, Kim designed a one-
page admissions notification for discharge planners at ECFs. It alerts them that a SHCC patient has been 
admitted to their facility, identifies the patient’s PCP and requests a discharge medication list and other 
instructions be faxed to SHCC before the patient goes home. 


To prevent a situation like Betty’s, SHCC emphasizes medication issues in its agreements. Its agreement 
with an ECF specifies that patients go home with at least a seven-day supply of medications; in turn, 
SHCC agrees to see the patient within seven days of discharge. In the agreement with an HHA, the agency 
commits to initiate start of care within 24 hours of hospital discharge and to call SHCC during the first 
home visit to reconcile medications. SHCC has specific time periods for medication reconciliation phone 
calls to eliminate phone tag. 


By fall 2014, the community partners agreed to terms in writing, which were signed in September 2014.  


Springfield-area providers acknowledge these agreements have effectively streamlined two-way 
communication in patients’ post-acute care. One hospital is now approaching other physician practices 
and facilities about forming collaboration agreements using the template developed with SHCC. Other 
providers have contacted SHCC for guidance on how to get started with collaborative agreements. 


SHCC is tracking all ER and inpatient encounters, noting discharge dates and when SHCC makes follow-up 
contact. Last quarter, more 59 of 60 patients were contacted and provided with transitional care within 
48 hours. This success rate is largely attributable to the bi-directional communication agreement in the 
care compacts, which facilitates timely outreach.  



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/



		CPCPracticeSpotlight29

		Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation

		Care Compacts Can Work with Various Health Partners Springfield Health Care Center, Springfield, Ohio — Independent; 3 physicians; 3,600 patients






An Initiative of the Center for  
Medicare & Medicaid Innovation 


 
 


Arkansas: Asynchronous Access 


Presenter: Jay Fetter, TransforMED (AR faculty) 


Moderator: Marie Richards, TMF Health Quality Institute 


May 23, 2014 


Hello everyone. I am Marie Richards with TMF Health Quality institute. Welcome to our webinar today. 
Today's program is being recorded and will be posted along with all slides and materials to the 
Collaboration site. At the end of this session when you exit from the WebEx window, you will see a 
survey. Please complete this survey and add any comments that you think would be helpful in 
presenting the webinars to you so that your practice can get credit for attending. To enrich your 
listening and participation experience here are a few tips. All lines will be muted throughout the session. 
To submit questions or comments, click on the Q and A tab at the top right-hand corner of your screen. 
There will be a text box into which you can enter your questions so that everyone in the audience can 
see it. If you wish to speak verbally, please click on the raise your hand symbol and we will un-mute your 
line. Thank you again and we want to mention at this time that we appreciate the presenter's time and 
effort in preparing for and sharing their valuable knowledge. Any statements regarding their technology, 
their products, or vendors are expressions and opinions of the person speaking, and not an opinion of 
nor endorsement by the Center for Medicare and Medicaid Innovation, nor TMF Health Quality 
Institute, nor the host of the program. I'd like to now pass control of this webinar over to Jay Fetter .  


Thank you Marie. Hey, thanks for joining us on this holiday weekend. We appreciate having 20 folks 
right before you head to the lake. I am delighted today to be here in Harrison, Arkansas, Dr. Brownfield's 
Clinic is hosting us today and I'm here with Rhelinda McFadden. I've spent the last week being 
indoctrinated into the Arkansas highways and also a lot of really neat practices. In fact, last night I drove 
on the pig trail. I really do have respect for anything that is a major highway with a speed limit of 10 
miles per hour. So, I've learned a whole lot about Arkansas this week and I'm going to spend a little bit 
more time next week and just thanks again for being here. Also joining me today, I really want to thank 
these folks. I have Kourtney Matlock from Practice-Plus and Kourtney has a team with her which I'm 
going to have her introduce in just a second. Then we also have Brenda Sutherland who's at Hamilton 
West Family Medicine, which I had the pleasure to visit earlier in the week and they're doing very well in 
CPC. So, Kourtney could you introduce the team members that you have kind of readied up also? 


Absolutely. I'm Kourtney Matlock and I'm Regional Practice Administrator here for Practice-Plus. 
Practice-Plus owns and operates the Babbage Health Clinics and so we are speaking about Babbage 
Health Clinics when any of us talk. I'm also here with Darlene Lackey. Darlene is the Clinical Informatics 
Nurse for our group and she's also responsible for Meaningful Use, and PQRS, and anything else that has 
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quality attached to it. And soon to join us will be Nicki Mitchell she's our Software Support Supervisor 
here, and Stacey Hines who's the Director of Revenue [inaudible]. 


Thanks a lot Kourtney. So, I'll ask Brenda, Kourtney, and all of those to keep their phones un-muted at 
least at the ready as I ask questions, and as well as Rhelinda as well. So, we're going to get started with 
saying I am not the expert on this topic. Many of you are experiencing the dilemmas of trying to 
navigate this, the possibilities of this particular Milestone element, which is using technology for non-
visit based care, and that technology component has some things that are a really great promise and I 
know many of you are navigating your vendors and some of those conversations as we speak now, so 
this is really not a webinar that's going to focus on telling you how to operate this within your specific 
software, although we can begin to answer some questions and have conversations through the 
webinar itself, to generate some interest that we can put together for the learning session at the end of 
this month. What we're anticipating being able to do, is put groups of folks together with the same 
EMR's at the learning session at the end of this month so that you can kind or tackle these problems 
together and figure out ways that you've navigated those. So, I just want to give you that context for the 
day. All questions are available, if we can't answer them today we're certainly going to try to answer 
them during the course of the learning session that's coming up at the end of this month. So, let's get 
started, we want to just kind of take a quick poll right now. There's a questions on your screen, Marie. 
This says; on average what percentage of your patients in any given day merits a face to face encounter 
with you? So, as you think about all the patient visits you have, all of those things that really need a face 
to face visit, now this is not, I don't want you to think about it from a billing perspective, I want you to 
think about it from sort of a care perspective. Who really needs that visit? If you would go ahead and 
mark on the right there, what you think your percentage is, or closest estimate to it is, that would be 
great. We've got this poll open for about five minutes, we're not going to take that long for five minutes, 
so I'm going to give you about elapsed time, it's kind of counting down, so I'm going to give you about a 
minute to do that if you would please.  


All right, I'm going to close out -- Marie, we're going to go ahead and close up that poll and if you could 
show the results that would be great. Marie, I'm not seeing the results posted yet. There we go. All right. 
So, right now it looks like those that did answer, about 26% of you indicated that 50-74% of your folks 
really in a given day needed a face to face encounter so, you know, there's a suggestion there that 
maybe there's some folks that would benefit from access to your clinic in a non-traditional method, and 
as you know the payment environment has really supported that. Although, for years in family medicine 
and primary care you have been providing non-visit based care for as long as you can remember. Every 
time you follow-up on a lab test result, that's part of the non-visit based care dynamic. What we're 
wanting to think about here, is to expand that to even the next level if we can, and so we'll talk a little 
bit more about that today. So, just a quick reminder, there was a terrific webinar delivered by Dr. David 
Kendrick who actually resides in the Tulsa CPC market, and it's posted up on the Collab site. I don't want 
to spend a lot of time going through the technical elements of it, because it's actually very good, and if 
you have not had a chance to see that, you can go to the Collab site, download both his slides, as well as 
a transcript of the session. The transcript is really very valuable, and it's worth your time to read. It'll 
take you about 20 minutes to read it, but there's some really great suggestions about how to start some 
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of these first activities or how to construct it, and we'll talk a little bit about those, but if you want to get 
that very technical detail, I would go to that learning session, I'm sorry, that set of slides, and the 
transcript on the Collab site because I think you'll find that very valuable. If you have any trouble getting 
to that, just send me an email at jayfetter@transformed.com and I'll help you find that. So, here's what 
Milestone 3 is really about, we're trying to create a multiplier effect for primary care. We know that 
you're the secret sauce, we've known that you're the secret sauce for a long time, there's just not 
enough of you. So, this -- using a team based approach, and using non-visit based access as a way to 
create a multiplier effect, and we think we have some strategies now that work and actually make that 
better, and we've been learning that for a few years now. We're going to try to enhance some old 
technology with teams, so that telephone not just is owned by the position if you will, but is also, can 
spread out so that we maximize those folks skill sets that are in your current practice setting. We're also 
going to try to use a merging technology. Now the technology is not perfect by any means of the 
imagination but there's enough perfectionism in it if you will, to allow us to do some things that we 
couldn't do before and CPC is about experimentation, and so as part of Milestone 3, we would like you 
to try to experiment with some of these notions. Perfect is the enemy of the good here though, and 
then we want you to kind of use that merging technology and your team to combine new access points. 
Any questions about that, I'll stop for just a second and see if there's any questions that are emerging, 
just about the concepts of the milestone. I know you all have read the 69 pages because I've been in 
many of your clinics over the last few weeks, and you've pulled them out, and it's dog-eared and it's kind 
of beat up. So, I won't go into great depth about those requirements unless you have questions about it, 
but what I will kind of start with is this is not a new notion, so this fellow by the name of Joe Scherger, 
who's a family physician based out of San Diego has been writing about online communication with 
patients actually all through the late 90s and early 2000s. 


10:17 
Joe as a family physician has really been inspired by what his experience has been in accessing patients 
and having communication with patients online. What we also see from a lot of the practices here in 
Arkansas in particular is that you have taken those notions and you are starting to experiment with 
them. This is just an example of what we see progressing as far as patients using the patient portal 
established by the practices, either through Meaningful Use 1 criteria, or if you will, Meaningful Use 2 
criteria, some of you have done it because that's the way you think. You have imagined new possibilities 
about using technology, and said gosh, if I can use technology at the airport, and the bank, why can't we 
use that in medicine, and you've experimented with it, and we really appreciate that. So, we're going to 
try to learn a little bit from you and others. Just to refresh your memory, on the Milestone here, it's not 
exactly parallel with Meaningful Use, there is no minimum threshold here, so it's important to caveat 
that and you'll see that in some of the technical language that was described by Dr. Kendrick. But, the 
first piece of it is that implement at least implement one type of opportunity for care, outside of office 
visits again, patient portal, email, text messaging, instruction phone visits. The other option here is 
communicating commitment to timely responses to asynchronous forms of communication. Again, this 
is portal messages, email, text. The key here is timely responses, so these communications can't look like 
my inbox that has 3000 emails in it, and I think there's about 30% that maybe are still unanswered or 
unviewed so, trying to find a mechanism to do that without kind of causing strain on the practice is 
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important. Now Dr. Kendrick outlined there's some options that you can consider, and you can think 
about them from a less technical perspective, to a more technical perspective. He went on to say in his 
learning session that he shared, that sometimes people think that telephone protocols are actually 
easier, but they're still hard because you want to structure them in a way that's valuable to the patient 
and it's valuable to the clinician, so it's a little bit like care plans. You got to think about what does that 
conversation look like when I can't see your body language, and I can't see your face, and how does that 
become more effective? There's some real wisdom in how to do that, and we're going to talk about that 
and actually get a lot of your experience to kind of emerge I hope. Then there's the more technical 
elements, and I think this is where many of you are trying to go, if I could just adopt some form of 
technology, this will satisfy the Milestone and make my life easier. Well, as you are finding out, you are 
finding out that just adopting a technology off the shelf doesn't make your life easier, inherently 
sometimes it makes your life a little harder. Okay, so let's talk about "the simplest of the things" first. 
Now, these -- this is where I'm going to need your participation and help. One thing I want to emphasize 
here is we can un-mute your phone and you can talk about what you're doing as far as structured phone 
visits, but I'm going to call on our folks here that I've kind of lined up as kind of ringers, and Kourtney, 
and Brenda, and Rhelinda, to kind of talk about what they see practices doing with structured calls. So, 
Kourtney, can you describe at least from your team's perspective here at this point, what you're doing 
with structured calls, or if you've started structured calls in any way outside of maybe care management 
calls?  


Well, ours mainly are focused around care management I would say. We do structured phone calls, 
those that are high-risk patients, we follow-up with them if they haven't been in in a timely manner. This 
is still new to us, but now that we have the Milestone that we need to meet with 80% of patients that 
are high risk being followed up with, we have began using structured phone calls for that purpose, and 
we see using it more so in the future, but given this point in time that's how we're using it.  


Okay, great. Thanks for sharing that. Brenda, have you started using structured calls that you've like 
maybe put on the schedule for example?  


No, we have not started putting them on the schedule. Now, we are following up with our high-risk 
patients after their visit. Within five days we've been calling the patient to make sure you know if they 
have any questions regarding their visit, but as far as putting them on a schedule, no we have not done 
that.  


Okay, great. Well, so I think I -- I knew they weren't actually but I wanted them to share what they were 
doing, in part because I think that's what many of you are doing from what I've seen this last week and 
as I've had conversations with you. One thing to think about, and you'll see this in some of the webinar 
content, is that there is a conversation about how could you maybe structure a call where you literally 
put them on the schedule. Patient has a particular chronic illness, that you can -- that you want to 
manage over time without them having a face to face visit. And maybe you're going to do that combined 
call with your certified diabetes educator, your dietitian, your social worker and the physician. Maybe 
that's the only way you can get all those folks in a visit at the same time, and maybe you're going to 
augment that with a care plan that you're going to send out to the patient in advance, and you're talking 
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about the progress of that care plan. That's an example of a structured phone call where you can kind of 
take into account some other resources that might not always exist within your practice on the same 
day that that patient comes. It might be, allow for more convenience for the patient, and also allow you 
some more flexibility so that you can stay on track on your kind of classic patient schedule. So, that's an 
example that you may want to kind of consider, do a little bit of research on. If anybody on the call has 
had any experience with that to date, I would love for them to kind of raise their hand and share with us 
what your experience is with that. So far I haven't heard of any practices in Arkansas doing this, but I 
wanted to just double check in case I've missed them. I don't see any hands raising. All right, okay. 
Thanks. So, I know Nermal's on the line here, and so I don't know, she might want to whack me for 
calling her out here, I know she's had a rough last couple days here where their technology actually 
went down and she's had to go back to paper, which is kind of interesting. My questions to you Nermal, 
and I'm really wanting you to kind of talk about when you had to go back to paper, have you had to then 
use the phone in a different way over these last three days as your technology kind of fumbled on you? 
So, if you want to raise your hand and kind of tell us a little about your experience, I'd love for you to 
share that.  


Good morning. [inaudible] a telephone calls where we have a [inaudible] the day, the time it's taken, 
patient, of course patient’s name and all that history is put on there, and the detailed message is taken 
by whoever is taking the phone call and then given back to the providers, then the providers act on it, 
they write their timestamp, and all that and return it back to whoever needs to return that call to the 
patient.  


Right.  


That way when we go back, our contingency plan is that when we go back to enter all this into the EMR, 
we will also scan it in and then we'll record in telephone encounter.  


Yeah, terrific. Nermal, I know in your email to me you said the good news is, you got to test your plan B, 
is that right?  


Yes, yes. This is a good learning experience.  


So, tell me a little bit how did you structure to have a plan B? 


It was a matter of just pulling all that paper out and printing it off again and handing it to the employees. 
Some of the employees are new so we had to train them. We don't want any of the patients falling 
through the cracks.  


Okay, great. So the telephone this week has been your friend maybe -- and it's been sort of like that old 
reliable friend that you can always count on, is that right?  


That is correct.  


And paper, though not probably perfect, it's at least provided an opportunity for you and I think that's -- 
thanks Nermal for sharing that. When Nermal sent me that email I thought it might be kind of 
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interesting to know that we're not saying completely hey, we want you to dock everything electronic 
because we know that there are fumbles with electronics. So you have to kind of think about plan A, B 
and sometimes C, and you want to make sure you have those plans in place. If you have structured time 
on the telephone, that is a good way to get started, it's not technically hard but from a structural 
standpoint it might be logistically important to figure out how you're going to do that on a regular basis 
if your technology were to kind of fumble for a prolonged period of time.  


20:10  
So, just wanted to kind of share that. We can kind of talk a little bit more about that process when we're 
face to face at the learning session. So, I want you to imagine the possibilities. If you have additional 
questions about how you might do structured calls, actually there's a couple different resources that Dr. 
Kendrick noted in his webinar, but if you are not interested in reading 10 pages of transcript and you 
want to get some information directly from me, you just send us an email and we'll be happy to help you 
kind of structure that so just give us a holler. So, here's what I'm interested in, as I've kind of navigated 
some of the Arkansas practices this week, everybody's talking about upgrading their EHR software to the 
2014 version, I know Nermal, I think you have, but many of you haven't. So, if you could do me a favor 
and use the little polling tool that's on the right here, it's a little check mark. If you hit the yes, tell me 
that you already upgraded to 2014. So, not that you're just planning to do that, but that you've 
upgraded it, hit the yes. If you haven't, hit the no. That'll give me a little sense about where you are so 
far. We've got one person that's already said yes. Oh, we've got a couple people already saying yes. 
That's great. We'll just wait here just a few more seconds, we've got more yes's. We've got no no's. So, 
that's really surprising.  


Jay rather, while we're waiting there is a comment in the question box about what happens when there 
is a multiple day outage, perhaps you can comment on that as well. 


So, this is Christy Brownfield who by the way, we're in her practice today so she's in another room 
somewhere. Christy's saying, after a multiple day outage we prepared an emergency paper kit that 
includes all resources needed, and processes to follow from the telephone log to nurse charge with 
staining orders. So, sounds like Christy has a tool that she's developed that might be kind of interesting 
for Christy to maybe bring along and share with folks at the learning session that we have at the end of 
this month that might be something that you can use to inspire your toolkit if you haven't created one of 
those. That's a great, thanks Christy, I'll give you a high-five after we, once we leave this room here. All 
right, let me look at the results of our survey, and it looks like the people who have taken the survey 
here, three of you have said yes, you have upgraded, and most of you haven't replied. So, I'm going to 
assume that you don't have access to your computer, or you're at lunch somewhere and your 
computer's just on. So, great, thanks for those folks that have upgraded. I think that's going to be very 
valuable, how you reconcile what the perfect is supposed to be, with the reality, and we'd love for you 
to share your story in just a second. So, I decided that one of the things that might help folks understand 
the value of e-patient visit, which we'll talk a little about that in a second, is to kind of hear a story from 
a patient who uses e-visits, and that patient is me. So, I've had the pleasure -- I live in Kansas City, I think 
I've told you, and in Kansas City one of the large systems adopted a tool called Relay Health, which is a 
McKesson related tool, about five years ago. I had -- I look healthy, I look young, but I am an unhealthy 
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guy. I've got some genetic predisposition to hypertension and have some other conditions that are kind 
of chronic as well. And so, for me -- and I'm also a busy guy, as you know I'm traveling Arkansas, New 
Jersey, and other places, so for me taking time to go in and have my blood pressure checked on a 
regular basis feels painful because it just keeps my hypertension up actually, makes me feel stressed. So 
when the practice introduced e-visits through the patient portal, it was a really great opportunity for me 
to now have an interaction with my doctor that was more valuable from my perspective as a patient. 
The other thing that I really liked about it is, they are a big conglomo practice, a very large practice. The 
doctors were great, the people at the front desk were great, but their processes were terrible, and from 
a patient perspective it put me away from the office and the people I love far too often. So for me, when 
they opened up this way I got to navigate some of the bureaucracy that I felt like existed within the 
practice that through no fault of their own or the people, it created more opportunity. So I had direct 
access to the doctor's nurse now, they replied really rapidly to my emails, usually within 24-hours and 
no later than 48 hours. They coached me a little bit about how they -- how to use it. They shared with 
me for example, every Friday I take my blood pressure and I send it to them. So, that blood pressure 
reading, even though it's taken by me through another device, they can use that as a guide to help me 
with my medication management to make sure -- in fact, this last year, great news, I've lost weight, did 
some things, and I'm off blood pressure medicines, all because I'm able to have a more interactive 
exchange with my physician more regularly than before when I was showing up once a year, and maybe 
that's only when my wife pestered me to take the time off to do that. So, from my -- I'll tell you my story 
is, an e-visit for me has been terrific. Now, I know a lot of you don't have patients like me who are Gen-
Xers who kind of have a propensity to use their computers a lot, those kinds of things but, what we're 
finding from the community -- this is a survey from folks who do e-visits. By the way people who do e-
visits might surprise you. For example, the biggest users of Facebook today are not your 15-year-olds, 
it's your 63-year-olds who sometimes only get on the computer twice a month, but they get on to look 
at their grandkid's photos. So, computers by large, are a growing value to different generations. So, it's 
really not a generational issue anymore for use of computers. People at different generations use 
electronic banking, all the time. My father-in-law, who's 73, would -- I don't know how he ever used a 
regular, practical, analog bank. He used this, so just so you know, I'll let you look at the screen but for 
most folks an e-visit is a new possibility to create new levels of service and a new level of patient 
experience that you may not have imagined. It does create some dilemmas for you from a work flow 
perspective, and we'll talk about that and we'll also create some dilemmas for how you kind of 
traditionally do your work and think about people working at the top of their license, but I will tell you 
from a service perspective, as a patient, it was like a life saver for me. So, thanks for letting me share my 
story. Anybody else have a story, patients who have asked you about wanting to do e-visits? Rhelinda 
have you heard of patients at least indicating to you that hey, if my doctor just had an e-visit I would be 
in heaven, anything like that? 


There are a few around that are identifying that they would utilize it but, still it is your younger 
generation. It is not necessarily your Medicare population. So -- 


Right, right. Thanks. One of the dilemmas for adoption of e-visits, at least in my community, the payer in 
that community pays for the e-visits. So, that's why they were an adopter. It was initially a $10 visit. In 
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some cases in our community, people were charging for those visits, about $35 I think for an e-visit. It 
was their choice obviously. You have to check with your payer about what you can do and can't do but 
there are options to provide the service even if it's a self-pay kind of option. You mind find some folks 
particularly in Gen-Y, Gen-X who might say, that's worth it to me. So, whether they pay their $25 co-pay 
or they pay their $35 e-visit, I think they might value an e-visit in some cases, so think about that. This is 
where you can use your Patient Family Advisory Council, to check with those different generations of 
patients to see what would they value, how might they value it from a cost perspective, how might you 
price it? So think of it from that avenue. Right now I don't believe the commercial payers that are NCPC 
are paying for e-visits and I know that's a conversation that they're having though as part of a multi-stay 
[inaudible] conversations so, go ahead. Okay, so here's what I'd like to kind of share with you a little bit, 
most of you are using a portal with a direct email, I know this is what Kourtney is using, and her team, 
and so, Kourtney I would love for you -- and Brenda, I know she is doing this too. So, I know each of you 
are having fits and starts with this so, I'm going to ask Brenda to kind of share what their experience is 
that she shared with me here just a couple days ago about how they got started with their patient 
portal, ad how they've had an interruption of service, and what that's meant for a couple clinics, and 
what that's meaning for others. So, Brenda if you're still on the line feel free to go ahead and start 
sharing your story.  


Yes Jay, our clinic with Hamilton West Family Medicine, they have five physicians and five nurse 
practitioners, and they use the patient portal a lot.  


30:11  
We have approximately, last year we saw about 8000 patients, and I would say probably 25% of those 
patients used the patient portal. So, we did in our last update, there was some problems with the 
patient portal so we were not able to use that for several months. We -- it created phone calls, we 
would get about -- approximately 45 phone calls a day, patients wanting to know when the portal was 
going to be up, you know, that they really -- they used that all the time to communicate with the nurse, 
they would request appointments, if there was medication that needed to be refilled. So, we just 
recently got that fixed and so we've trying to navigate, I mean migrate, our patients over to the new 
version and it's working well, and they're making some improvements to the portal. We're fixing to go 
on our new update for 2014 and so there are going to be some more changes to the portal. One of the 
really good features is that if a patient is on the portal, they can actually have a patient representative 
account setup for them, and this works well for the elderly population and they can access the account 
and communicate with the provider or nurse regarding that patient. So, we're looking forward, we're 
hoping to do that in the next week.  


So Brenda, when it went down for -- notwithstanding the fact that you've got this flurry of calls and 
patients really hoping to get that back up, tell me what needed to change at the provider and clinical 
team level because this went down. Did it make your life harder or easier form a standpoint of being 
able to do follow-up care and visits around care management?  


Right. It just created so many more phone calls, because with the portal we could actually send our 
patient their lab results with a note, and they would communicate information back to us, where this 
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meant that the nurse was having to spend more time calling the patient to give them their lab results, 
and then patients were calling in, they would have to leave a message for the nurse, you know, and they 
would have to call them back. So yes, it created a lot more phone calls. 


Yeah, and at Hamilton West what tool did you use to run your patient portal? 


What tool? 


What EHR? Sorry? 


Oh, EMDs. 


Okay, and was the outage something as a result of EMDs or was that something at your level that you 
had control over? 


No, it was EMDs, it was one of their updates, and as a result of all the problems that they had with that 
update, they stopped releasing it, I mean I think there was only maybe about 24 clinics that had updated 
to that version before they started realizing all the issues and so they, you know, didn't release, you 
know, send anymore out and asked everyone not to upgrade. So -- 


So, is there -- from your perspective, if EMDs has another upgrade here in, you now, a year, how will you 
navigate sort of the roll out of that so that you avoid that dilemma again? Have you guys kind of talked 
about that from a PDSA cycle kind of perspective, or is that something you're still in the works of doing? 


Well, we've had numerous conversations so we feel pretty confident that this new, the 8.0 that they 
have just released, you know, we feel very confident in all the conversations that we've had, and with 
EMDs, and you know, with our clinic managers, we've talked a lot about, you know, trying to set a plan 
in place if we have outages, you know, things not working, the portal, you know, what we're going to do. 
We're actually starting June 1st, we're going to put a nurse -- we've been to a clinic where they have 
pods, the SAMA Clinic, and, we are going to have a nurse with each pod that will handle phone calls. So, 
if the portal, you know, does -- doesn't work as it didn't with the 7.2 then we'll have, you know, a 
specific nurse for those doctors and nurse practitioners that can handle some of those phone calls.  


That's great, that's great. So, stay on the line because I want to talk to you because Kourtney's probably 
going to want to know how you got 25% of those folks to use a portal, so Kourtney tell us about your 
experience and rolling out the portal, and some of those things either technically, or getting folks to kind 
of subscribe to it, what your experience is so far.  


Sure, we use NextGen in all of our clinics, and we use a NextGen patient portal, we are very similar to 
Brenda in that we've had a recent upgrade and it has broken a few of the features that we have, but I 
guess one of the struggles that we're having with our portal is sign-ups. We have clinics, we have 15 
clinics participating in CPCi, and they're in various areas of Arkansas, many of those areas are rural and 
so as, you know, it's hard to get people signed up for something like this that don't have internet access 
at all. So, one of the things that we've done in the clinics to maybe encourage these sign-ups is to add 
kiosks in the waiting areas so that patients can sign-up while they're waiting for their visit. There have 
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been some issues with that, in that with this upgrade, the issues we've seen is that the tokens -- we 
issue tokens in order for the patients to be able to sign up for our portal, it takes longer to get the 
tokens than your wait time, and so the kiosks aren't being utilized as much as we were hoping, but once 
that feature is fixed we are hoping they'll utilize them more. The other issue that we're seeing is that it 
takes a lot of the front office staff's time to get patients signed up on the portal through the kiosk, 
because, you know, patients don't have the education to understand how to do it. So, I guess that's our 
struggle, so I would like to hear how Brenda is getting that many people signed up in her practice, and 
how you guys are utilizing it as much as you are.  


Yes, our front desk, we have made that part of the check-in process, that they talk to the patient about 
the portal but, I think our key is that our nurses were very much on board with this because they 
realized what this was going to do for them, not having to be on the phone so much. So, I would say 
probably as many nurses are signing our patients up on the patient portal as our front desk. So, they are 
able to go in there and set the patient up. If they have the patient in the room, it's very easy for them to 
go in and set that patient up on the portal.  


Brenda, thanks for sharing that. I know one thing I've seen in some practices outside of Arkansas has 
been where people have utilized volunteer patients from their Patient Family Advisory Councils, and 
obviously these are kind of mature advisory councils where they'll kind of set up shop on a community 
day, or a day or two a week with a computer and access to the patient portal, so you learn from another 
patient. It's kind of got, it's like that Mac store kind of thing, where you walk in the Mac store, and 
there's all these users who are all stuck around the same problem, all kind of sharing their wisdom about 
how to do things, and people go wow, I can do that. Now, that doesn't address those folks that don't 
have computers, and don't have internet access, but it does at least allow for those folks that maybe 
have this modest orientation to their computers, and know how to Google, but they don't know how to 
do anything else, and passwords scare them to death. You know, those kinds of things, and I've seen 
that work really well at least increasing their sort of rate of adoption. Now, CMS and CPC, it's really clear 
that there is no threshold here, so as you -- you know compared to Meaningful Use which has some 
thresholds, so from CPC perspective, when you report this you don't have to report that we've got 10%, 
or 12%, or 15%, what we want you to do is try different methods, so if something doesn't work for you 
over a course of a month, I think what Kourtney's trying is different things, saying okay well we're going 
to try this option, we're going to invest in this option, we're going to see what works. One thing that's 
important too I think is each community has its own culture, and each community has their own sort of 
fears of technology. Some of them carry over between generations and so sometimes you have to 
amend your strategy to fit that community, and I think Brenda's kind of demonstrated that with okay, 
well we've decided in our community the nurses are a better way to navigate that, or in this New Jersey 
community they've found patients were a better way to navigate it. So, you might try different things 
over time and see if they work or, if you're like Kourtney and you've got Brenda and you've got multiple 
clinics in it, you might try something in one clinic and try it at another clinic and see if you get, you know, 
look for things that work at one clinic and don't work at another and see if you can make that work.  
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40:12  
Terrific. So, follow-up question for both Brenda and Kourtney and her team is so, how do you make this 
work flow work? This is the biggest bugaboo, and I've got kind of a fun slide I'll get to here, this is how a 
lot of folks look at work flow, and this is where the design team went insane. You know, when it comes 
to work flow. So, how many of you have sort of tested and kind of bumped into work flow problems 
with this, and how have you navigated that? So, Kourtney and Brenda whoever wants to go first, I 
welcome your wisdom.  


Sure, this is Kourtney. One of the things that we've done is that we have -- I guess we've structured it so 
that all of communication once the patient actually identifies what physician they go to, we actually 
send those requests to that physician's nurse, and so the nurses are actually answering all of the clinical 
questions, and then if they're actually requesting a visit or some sort it goes to a scheduler or front 
office rep or some sort. So, that's how we've worked around it. One of the things we're hoping to add in 
the future is -- well, a choice is that you can actually ask a question to a care coordinator and they'll 
know who their care coordinator is and so they can be directed there for clinical questions or 
management type questions as well.  


That's a great idea. That is a really great idea. So, you are in the process of planning that, right?  


Yes, we are in the process of planning that, it's another feature to add to our portal. Once we get 
through all the little bugs we are dealing with right now, we will have that feature available because we 
have seen that our care coordinators are a major selling point for the portal. Patients now have a one on 
one relationship with their care coordinator and they want to communicate with them, and we have 
seen patients who are sending in their vitals on a regular basis through their care coordinator, through 
the portal, so again it's a major selling point to have them signing up the patients they work with most 
frequently.  


That's terrific. Thanks for sharing that. One thing, Christy's written in here too that sort of divided the 
work or spread that across folks. So, she writes we divided our work flow between several members of 
the team, lab requests go to the lab tech, referral requests go to the care manager, nurse doc questions 
go to nurse and demographics, general questions responded by the receptionist, so no one is 
overburdened. That's a great idea too. And Christy, is there -- do your folks like that access to their 
patients in that way, if you could write and kind of share a little bit about what they like about that, I'd 
love to kind of explore that. What I'm also interested in, is how your patients, do they have to 
differentiate their email? In other words, I have a lab question so I have to find the lab person at the 
clinic that I have to write to at the clinic, or is it I have a question, somebody else triages where it goes, 
and then it goes to that team? So, if you can kind of write in that, or we can un-mute your phone and we 
can have you share that if you'd like to do that. She writes in, yep they like it very much. They get quick 
answers. The portal's program to direct it to the person we assign it to. That's great, terrific. Thank you 
for sharing that. So, some of you probably have that level of sophistication built into your portal, and 
you may not have turned that function on yet. And so what you want to probably do here is spend a 
little time with your vendor again. This is the opportunity where you want to sort of maximize the use of 
that portal and there should be some features there that should make your work flow easier, not 
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harder. If it's making it harder, this is where we want to kind of give you some insight and wisdom, and I 
think folks like Rhelinda and I can kind of help you with that. Rhelinda, any wisdom that you want to 
share at this point about work flow?  


Just re-do if it doesn't work. Re-do the end work. 


Yeah, great, thank you. One of the things that I was really interested in, I was in one of the practices this 
weekend, Brenda I think it was yours, where we were talking about portal and you were impressed to 
read that one of the Colorado practices in CPC decided to open up, use their portal to do some 
scheduling, and that was a big fear for at least a lot of practices, having patients be able to schedule 
their own visits. And you said, how you were kind of peaked by that a little bit and how that practice 
initially opened up a couple slots, I think in a week to kind of do those things. Tell us a little bit about 
your thought about that and some of what makes you nervous about those things, and I'd love to have 
kind of a conversation with the practices that are on the call today about that.  


Okay, Jay first I would like to say something about the work flow. 


Yeah, sure.  


You know, last year we were still you know, it was learning, just trying to figure out you know what 
works best for CPCi, and we actually have now come back and we are making some big changes, 
because we've kind of looked at, you know, everything we did last year, and so we're making kind of 
redesigning our work flow in our clinics.  


Terrific. So, you've said hey, this is what we tried, and just like Rhelinda said here, not working like we'd 
like it to work, rather than waiting a long time to just get -- make everybody mad and everybody 
stressed, you've decided we’re just going to kind of iterate, we're going to change that and do some 
things that we are learning from, not mistakes if you will, but learning from your experience.  


Right, exactly. We're regrouping and we're going to make some changes, and part of that is what I talked 
about earlier, the pods. We're very excited about what Pete Atkinson has done in his clinic and it seems 
to really be working. We're kind of set up the same way so I think that is part of you know, why we 
decided to redesign our work flow in our clinics. As far as the allowing patients to schedule 
appointments through the portal, I have been really [laughter] worried about that because we were 
afraid patients would just make appointments for -- I think our portal is set where you can have specific 
visit types for what they can come in for, and we were afraid that maybe they would, the patient would, 
you know, make a visit for kind of a short 15 minute visit, but by the time the patient got there it might 
turn into, you know, a long visit, maybe a 30-minute visit, and it would cause the schedule to be backed 
up. We're taking a look at that since our meeting, we've decided to look at that and try that with one or 
two providers and see how that works. Our providers, we've told them that if a patient comes in and 
they have, maybe they're made an appointment for you know, say sinusitis, and they come in with a lot 
of other issues, that we may have to schedule a follow-up appointment for that. So, we're going to try to 
see how it works, just try it with a couple of providers.  
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All right, terrific. And we've got someone that wrote in here. Check this out; this will make your hair curl. 
Mercy Clinic in North West Arkansas has an appointment schedule available through the portal for same 
day follow-up and physicals. About 50% of each primary care physician schedule is open for Mercy 
online appointments. Our goal for this year is to increase to 75%. So, one of the things that I've been 
really pleased to find out as I've been navigating Arkansas here these last couple weeks is that you all in 
many cases are going to visit other clinics to learn how to do things. I've seen for example, Brenda's 
talking about Pete from SAMA, I -- you know I think there's opportunities here as these things emerge, if 
you want to reach out and do visits, I think your colleagues are interested in that. So, I don't know if the 
folks at Mercy would say hey, come on see how we do it. But, if you're interested in thinking about it, 
you might at least reach out to Lori and see how they do it, see what conversations they have with their 
patients in particular, to setup that conversation so that it doesn't become a burden on the practice, and 
Lori says come and see us. So, I might have to come down and see it, I'd like to see how that works and 
have you talk to my practice, because I'd love to be able to schedule my visits online. Thanks Lori, 
appreciate the willingness and we'll make some information available. We've got just about eight 
minutes left here, and I think this has been a good conversation but I want to make sure we cover the 
things that are important to you guys so, you know, as we talk about how do you market this, that's the 
biggest challenge, and here's some wisdom that actually comes from some of our experience at 
TransforMED, and seeing this across the country, and these slides will be available to you but, I think 
some of the things that I see that's really important is I was talking to a practice yesterday and they said 
well, we're going to create a brochure. And, we talked about the value of brochures and non-brochures, 
and it depends from each market. But, after a conversation we realized and talked about that it's not the 
brochure that matters, what would matter for them in this case, they actually liked the idea of having a 
patient helping folks with some of that. So, you're going to have to work with your voice of your patients 
to figure out what works but here's some models to think about here, and we'll send that along as well, 
and if you're interested in talking more about these and what works, I'd be happy to share my 
experience but I also will try to find experiences within Arkansas that have been working as well.  


50:32  
All right, okay you've seen my re-design so, actually plan for Tuesday, because Monday is a holiday, I was 
correctly pointed out here. So, we'll try to cover that up, that's Tuesday by the way. So, key things here, you 
want to select the highest value approach. So, you have a couple different options there. You don't want to 
probably take a leap all the way to texting or synchronous visits through video. That might be a pretty steep 
leap, so don't tackle that. Tackle those things that start from low technology ad team, to higher technology 
with a combination of team, and as you've heard today try stuff on, see if it fits, if it doesn't fit take it off and 
try on a new thing. Tell your vendor what you need, and this is really important, sometimes we feel like we're 
held hostage to our vendors, and it's important to tell your vendor what you need, and by when. So, we 
know that you're struggling with all these and sometimes they're not paying attention to you, even if you're 
shaking money in front of them and this is where Rhelinda and I can be a resource to you. If you want us to 
be on the call with your vendor to help explain why you need it and when you need it, we'd be delighted to 
help, and I know CMS wants to learn about vendors who are not being responsive to your needs, so let us 
know who those are and we would like to help you. As you heard from Nermal today, have plan A, and plan B 
and you probably remember there are 26 letters in the alphabet so, probably A-Z, and it takes a little bit of 


Arkansas: Asynchronous Access, May, 23, 2014  13 







time to plan those but you want to have a plan A and B, and we'll ask Christy to share her safety packet, 
paper packet if you will at the learning sessions so that folks can see that. Work flow; the work flow doesn't 
have to be perfect. Do around -- put it up on the white board in your office, let people play with it, have them 
change it, if they like it have them walk by on their lunch break, make changes of it, really use an iterative 
approach using your whole team. If someone just hands me the work flow, and says this is the way we're 
going to do it, I'm not likely to adopt it unless I had something in it. So, be careful about that and you might 
kind of keep in mind the iterative approach. And then Christy's going to have me, give me kind of a thought 
to ponder. And again, don't wait until your computer to be perfect, it never will be, it never has been. Your 
paper charts weren't perfect by the way for 50 years, so and you still sort of managed those things, so perfect 
is the enemy of the good again, is one of my favorite saying so keep that in mind as we go through, and as 
you have stress or strain about this sometimes just give each other a hug, because as you just want to throw 
the computer out the door, and that probably isn't in your best interest. Christy's got a thought here. 
Thought to ponder, the quality of lifestyle physicians can be altered if reimbursed and it's realized for e-visits. 
I completely agree. I know my doctors in Kansas City, that e-visits have been a terrific change for them. She 
just goes on to say, they can have time out of the office facility and still be paid to care for patients when the 
patients desire that care via visits. I have friends who run model practices called Direct Primary Care, places 
like Seattle and North Carolina, and e-visits are their central way. Now, it's an all cash based model but it's a 
reasonable cash based model and they use typically about $35 e-visits to support both their lifestyle, and also 
provide the care. I really love my e-visits when I have pink eye. Look me and my doctor; we had a relationship 
for a long time. He knew, I knew what pink eye was. I had twin boys who had pink eye. And so, he would 
write that script. There wasn't a whole lot of rigamoro at visits, and he could do that because he was paid to 
do that. So, keep that in mind and we're going to try to find out -- if you think about it, some of the resources 
that you get for the CPC initiative is to support some of these kind of activities, and in that sense you're kind 
of getting paid to do some of these. Maybe not as much as you'd like or from everybody that you'd like, but 
you are getting some resources to do this, particularly from your PMPM fees. So, that said, I'm going to have 
the folks who are panelists have the last word here, and I'm going to start with -- let's see, let's start with 
Kourtney. Kourtney you got assembled your whole team that does all this kind of work. What kind of wisdom 
would you kind of have as a parting shot there for folks to kind of keep in mind? 


Well, [laughter] I don't have the best words of wisdom ever, but I would say being similar to us in that 
we've put a group of folks together with a lot of different strengths has been good for us for moving the 
patient portal along, I think we have a lot of different perspectives in our group, and I think it's helped us 
throughout the process, and I think integrating your care coordinators into the sign up process, into the 
process in general, just using them and having them in the work flow, will make it successful.  


Terrific. That sounds like good wisdom to me. I like that again, making everything a team makes a lot of 
sense and investing them. So, let's see Rhelinda, tell me -- what would be -- so, everybody's headache is 
their EMR vendor, right? What would be your word or wisdom outside of the you know, beat them on 
the head kind of stuff, which I guess we're not allowed to propagate violence as part of CPC.  


>> Have patience and don't get frustrated.  


Okay, great. 
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It's going to continue to change and the technology is going to continue to improve so don't get 
frustrated and don't give up.  


Yeah. See what you can do in the window that you can and go with that flow if you will. All right, and 
then Brenda, you've probably tried more and had some successes and also kind of some stinky moments 
when the darn thing went down. Any words of wisdom from you to folks as they sort of navigate those 
kind of dynamics, because I know you've got some clinics that are still kind of a little nervous about this 
option as well, while you've got some other clinics that are like, you know, give it back I need it back.  


I think -- when I call our vendor, a lot of them that answer now recognize my voice [laughter] and I don't 
know if that's a good thing or a bad thing, but I think it's just keeping after your vendor. I think that you 
have to, you know, stay on them. You know, we have tickets that if we don't stay on them, sometimes 
those tickets cannot get answered for weeks. So, I just constantly am calling our vendor, and what I tell 
everyone is if you do not like change, do not get into health care [laughter]. That is, you know, because 
it's constantly changing. This is learning what works, what works today it may not work you know, two 
months from now. So, just be willing to, you know, make changes in your practice and find what works, 
you know, the best.  


Terrific. I also want to pick, up, there's been some chat on the line here. Thank you very much Brenda, I 
think Kerry Peaton has got an interesting solution, they employ HIT students from some of the local 
technical colleges to support some of the re-launch of their portal, and to sort of maximize recruitment. 
I think that's kind of a really innovative way. Anytime you can use learners who have some capacity but 
also have some new ways of thinking about some things, I think that's a really valuable way. And then 
Brenda says, again she met with Blue Cross yesterday, or maybe today and spoke to them about e-visits 
and they are preparing to talk some more about that with some of the other payers that are in the 
community as well, so it sounds like this is a conversation that has started, you know, folks like the 
doctors in San Diego started this in 2004 but in Arkansas, we're still at the precipice of this and you guys 
are in many ways the front leaders in that community to try and move that along so, we really thank you 
and appreciate you for that effort. You know, those early settlers had a lot of pains to go through, and 
we do appreciate you doing that kind of, if you will, God's work [laughter]. Well, I've overstepped my 
time here, it's two minutes past the hour, so I'm going to be respectful of your time and holiday, I hope 
you all have a great holiday. I will see some of you next week when I come back down to Arkansas, 
appreciate your time. I want to thank everybody for the hospitality, particularly Dr. Brownfiled for 
having me in their clinic today and having Rhelinda drive up from Little Rock to meet me here and also 
be a part of the presentation. We thank everybody, have a great weekend. We'll talk to you real soon. 
Marie, I turn it back over to you to make sure everyone does their recording.  


1:00:08 
Yes Jay, thank you so much everyone for attending. Be sure to complete the survey on leaving the event. 
You will see how on the screen. You click on file, leave event, complete that survey, attach any 
comments you have that will help us to improve, have a great weekend. Thank you. 


^E01:00:25 
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Bells, Whistles and Communicating 
with Patients Beyond the Visit 


Milestone 3 – Enhanced Access to Care 
Facilitator:  Jay Fetter 


Wisdom from Arkansas Early Adopters 
Kourtney Matlock, MHSA, Practice-Plus 
Brenda Sutherland, Hamilton West FM 
Rhelinda McFadden, RN, CPHIT, AFMC 







Poll 


On avg, what percentage of your patients in any 
given day merit a face to face encounter with 


you? 


• 75-100% 
• 50-74% 
• 25-49% 
• Less than 24% 







Milestone 3 


• Create a multiplier affect for PC 
using non-visit based ideas 


• Enhance old technology with team 
• Use emerging technology to make 


old problems easier 
• Use emerging technology with 


team to create new access points 







Congrats!! 







Refreshing Your Memory 


  Implement at least one type of opportunity 
for care provided outside of office visits. (e.g. 
patient portal, e-mail, text messaging, structured 
phone visit.) [No minimum threshold] 


  Communicate a commitment to timely 
responses to asynchronous forms of 
communication ( portal messages, email, text, 
voice mail) 







Milestone 3 Options 







Phone Visits 


Wisdom from Early Adopters 


Adoption Considerations  


What We Do 


• Structured calls  
• Physician established 


protocols for common 
conditions. i.e. URI, UTIs 


• BP f/u, Acute visit f/u 
 
 







Upgraded to the 2014 Version? 
Yes No 







Story from an e-patient 







Portal with Direct Email 
Wisdom from Early Adopters 


What We Do 


• Fits and starts – navigating 
vendor dilemmas 


• We built it…but they didn’t 
come…rolling with 
ambivalence and patient 
apathy 


• Practice workflow…better 
than we imagined.


Adoption Considerations 


 







Guidelines for marketing e-visits 







Workflow redesign 







Action Plan for Monday 


• Select the highest value approach 
• Tell your vendor what you need, by when 
• Have Plan A AND B in mind 
• Put Protocols in place 
• Doodle the workflow and kick it around 
• [Don’t wait for the computer to be perfect….it 


never will be]







Questions – Jay Fetter 
• 24/7 Coaching Access:  913-634-8935 
• Just an e-mail away:  jfetter@transformed.com 
      (Promise a response in < 48 hours) 



mailto:jfetter@transformed.com





This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Processes for Medication Management in Care Management 
• Create collaboration agreement and structure 
• Establish start date 
• Establish work site and space availability 
• Establish frequency and what days of the week 


 
Pharmacist’s roles and responsibilities 


• Work on site 
• Access to records (obtain patient confidentiality agreement) 
• Chart review and recommendations with documentation in EHR 
• Assists in identifying high-risk patients who will benefit from med 


management 
• Assists in developing processes to improve medication safety and 


effectiveness 
• Participate in care team meetings 


 
Practice criteria for identifying patients to receive medication management 


• High-risk patient cohort 
• Patients in transition of care from Hospitalization 
• Patients on complex medication regimen – 7 or more meds 


 
Practice medication management services 


• Medication reconciliation at every visit 
• Medication safety and cost effectiveness 
• Coordinate medications across transitions of care settings and providers 
• Develop medication action plan 
• Medication monitoring 


 
Measure key processes and outcome 


• Number of high-risk patients who received pharmacy provided medication 
management and action plan 


 
4 Core Elements of Comprehensive Medication Management  


1. Build list of current prescribed and self-care medication 
2. Access each medication for efficacy, safety and adherence to achieve therapy 


goals 
3. Develop personal medication action plans that include updated reconciled 


medication list and medication education related to self-management goals. 
4. Document actionable medication management recommendations to patients 


and providers 
 


 Start date  
 Proactive scheduling of appointments starts  
 Medication management calendar started  
 Send out letters  








CPC Vital Signs 
Knowing the Pulse of Your Practice 


Practice Showcase of Data-Driven CPC 
Improvement Strategies 







Moderator 
Rose Langdon 


TMF Health Quality Institute 







Introductory Comments 


Bruce Finke, MD 
CMS Innovation Center  


Learning and Diffusion Group  







CPC VITAL SIGNS 
KNOWING THE PULSE OF YOUR PRACTICE 


2 


Jay Fetter 
Regional Learning Faculty - Oklahoma 







 
Click the arrow above, then 
point to your location… 


Source: Centers for Medicare & Medicaid Services 







What is your Role in the Practice? 







Our shared purpose today 
• Identify practical data management concepts from 


effective and varied types of CPC practices. 
• Apply concepts of run chart analysis to understand 


and improve everyday work processes, leading to 
improvement. 


• Identify ways to leverage data reports to address a 
current problem or situation that is a priority for the 
care team. 
 







How 







Participation Pointers 


Active Learning Tips 
 


• Set Chat to All Participants 
• Use Q&A to interact with 


panelists 
• Raise your hand to 


contribute your thinking 







Chat, Chat, Chat… 







Chat Hosts and Rapid Fire Panelists 







Lets chat… 


    “Good data collection requires planning, which is 
equally as important as the data themselves.  The 
first question must be, ‘what is the objective?’”  


   Source: Data Sanity by Davis Balestracci, Jr., 2009 Medical Group Management Association 


How is your team organized to have 
sustained focus on the practice’s 


operational and clinical improvement 
objectives?  







Or this 


 “The important problems are the opportunities 
that no one is aware of.”  


 Source: Data Sanity by Davis Balestracci, Jr., 2009 Medical Group Management Association 


    Chat your thoughts about the features of a 
practice level report that you feel can be acted 
upon by your quality improvement and care team 
members? 







On a scale of 0-10, 0 being beginner with no experience at all, and 10 expert level 
competence, what number would you pick to describe your practice’s 
competency/experience choosing a problem based on data, understanding the 
process, generating potential causes, implementing solution,  and evaluate solution? 







Rapid Fire Format 
• Presenter will present a fast paced story of an 


important problem that was addressed using 
statistical process improvement.  They will highlight:   
– Context for the work 
– Problem addressed 
– What they did 
– What and how they measured 
– Adoption considerations for others. 







OU Physicians 







Context of Our Work 


OU Physicians- Tulsa Family Medicine Clinic 


• Faculty and resident clinic for the OU School of Community 
Medicine 


• Near downtown Tulsa 
• 12 family physicians (Faculty) and 26 Resident physicians 
• 10,222 patients in practice 
• High Medicaid population 
• 2 care managers (RN & LPN)  
• GE Centricity EMR 







Problem/Issue 
• Low utilization of the AIM High and other obesity 


tools implemented in the EMR in 2013 as part of 
our shared decision making milestone and for self 
management support for obesity in 2014. 







What we did 
• Utilized the Dartmouth Coaching for clinical 


microsystems improvement model 
– Formed a multidisciplinary team 
– Coached by a peer 


• Defined the problem 
• Reviewed data warehouse reports on usage of 


the AIM HI form 







What and How we Measured 







What we did 2 
• Set global and specific aims 
• Fishbone diagram (why don’t people use the 


form) 
• Invited the top users to meeting to tell us what 


works and what doesn’t 







Fishbone Diagram 







Adoption Considerations for Others 
• Challenges 


– TIME 
– Physician engagement 
– Tendency to jump to solutions 


• Next Steps 
– Changes to EMR to capture all options within the form 


for better reporting 
– Future state process map 
– Conduct short pilot in 2 highest use teams 







Context of Our Work 2 
Grants Pass Clinic 


• Grants Pass, Oregon  
• 19 physicians, 2 PAs, 1 NP 
• Approx 18,000 patients with 


17,200 attributed to primary 
care 


• 1 Care Manager; 1:1 care 
teams 


• Allscripts Touchworks EHR 
• Provider-owned, 


multispecialty group 







Problem/Issue 2 
• Using the feedback reports, and in conjunction with overall transformation 


efforts to decrease utilization as a whole, we determined our readmission 
and ED utilization rates needed improvement 


 
 







What we did 3 


• Implemented follow up protocol ensuring patients who were 
discharged from the local hospital or ED unit received a follow 
up phone call or visit with their provider in 72 hours 


• This protocol was created in conjunction with the option to 
bill for Transitional Care Management visits 







What and How we Measured 2 
• Monthly tracking of hospital and ER discharges using HIE with local hospital (denominator) 
• Of the discharges, which patients received a follow – up phone call or visit with their provider 


(numerator) 
• Tracked using analytics program initially, then required manual chart reviews  







Adoption Considerations for Others 2 
• Problems we faced and how we addressed them 


– Confusion with billing requirements surrounding Transitional Care Management – staff 
required education that regardless of billing requirements, or if the provider doesn’t 
want to see the patient in the office, the outreach still needs to happen 


– Staff requires continuing education regarding use of note types, and how clinic tracks 
the data 


• Sharing the data (physical graphs per provider/department) with all staff 
makes a huge difference in engagement levels 


• Ensure you have the most accurate data – disputable data makes the 
projects irrelevant  


• We are still working on how best to utilize a care manager in our practice, 
and how to involve her in the TCM workflow 
– We will be tracking utilization before and after implementation of a 


care manager, and hope to see our rates improve 







Chat Harvest plus Q&A 







Context of Our Work 3 


Family Physicians of Greeley, LLP 


• 3 locations in Greeley, CO 
• 22 physicians, 2 PAs 
• 30,000 empanelled patients 
• 9 members of CM staff 
• NextGen EHR 
• Independent family practice 


 







Problem/Issue 3 
• How to get physicians to take quality reports 


seriously 







What we did 4 
• Gave them accurate data 


– Our EHR-generated reports are chronically wrong and 
can’t be altered 


– Used a report-writer (Crystal Reports) and did it 
ourselves 


– Let them see all the patients that make up the 
numerator and denominator so they could verify 
accuracy (or find errors) 







What we did 5 
• Gave them timely data 


– Our EHR-generated data is produced weekly and is not 
easy to access or use 


– Let them run up-to-date reports (Crystal Reports) 
whenever they want 







What we did 6 
• Gave them their own data and everyone else’s 


– Creates urgency, competition, peer pressure and 
sharing of best practices 







What we did 7 
• Created incentives to meet benchmarks and 


penalties for poor performance 
– Let the physicians design the incentive system 
– Must be perceived as fair to physicians of varying 


practice sizes and mixes 
– Must not damage collegial environment 
– Must put enough at stake (but maybe not as much as 


you think) 







What and How we Measured 3 







Adoption Considerations for Others 3 
• The result of this is each individual physician 


experiments with process improvements for their 
own practice.  


• Make sure to find a way to find and spread best 
practices. 







Context of Our Work 4 


Eugene Heslin, MD Bridge Street Family Medicine 


• Saugerties, NY 
• 5 Provider Group 
• ½ time Care Manager 
• We Use eCW for our EHR 
• We are an unaffiliated 


Group practice 







Problem/Issue 4 


• When we get data, we evaluate all the data and 
the trends.  


• As a practice we did not like the trend in our ER 
utilization and hospital cost data. This was 
identified on our Quarter 2 CMS Practice 
feedback report, which was worse than our Q1 
report. 
 







Problem/Issue 5 







Hospital Admits Expenditure 
Comparisons for High Risk 







What we did 8 
• Never waste an opportunity for change. 
• We looked at all the data (both our own and 


peers), to explain our worsening performance. 
• Our data showed that we take care of an older 


population than most of our peers (10 Percent 
more over 75 Y.O.). 


• We had weekly meetings. 
• We changed our behavior….. 







What we did 9 
• We changed everything…. 


– Reception….TALKED SLOWER 
– Dedicated Triage RN 
– Care manager contacted every Hospital discharge 
– LPN speaks to every ED and urgent care discharge (that we 


get information upon) 
– The Doctors went to the ED (in the off hours 5pm till 


morning) for patients that were of questionable admission 
criteria….often sent home with next day follow up 







What we did 10 
– We met with the ED director to explain what we were 


trying to accomplish to enlist their support. 
– For patients that stayed, we more often have them under 


observation status (converting to admission status as 
needed). 


We 
Communicated 







What and How we Measured 4 
• We used the Feedback report to follow our 


progress 
– As seen in the earlier slide we have had progressive 


quarterly improvement. 
We have anecdotally surveyed our patients with this 
more aggressive style of practice…..They really do like to 
sleep in their own beds. 







Adoption Considerations for Others 4 
• Major challenges included: 


– getting the staff clinicians and support to buy in to the 
need for change. (We are great and the data must be 
wrong.) 


– Getting the hospital, particularly the ED to want to 
change it’s behavior.  


– Getting patients to believe this style of care was in 
their best interest. 


– Several discussions with CEO 







Adoption Considerations for Others 5 
• All of our communities have their own 


idiosyncrasies, yet…simple team based steps can 
lead to significant improvement. 
–  learn your population’s demographics 
– Get the right people to work for your practice, (smart 


with a good heart wins over a paper degree every 
time) 


– Communicate all the time. 







Adoption Considerations for Others 6 
• Address what we still need to learn/don’t know 


– Patients will continue to get older and sicker (they will 
have more multi-dimensional problems)..... They will 
end up in the hospital unless: 


• We develop better medical neighborhoods 
• We need more robust home services, particularly in the 


more rural area’s 
• appropriate hospice and palliative care discussions 







Adoption Considerations for Others 7 
• Address what we still don’t know: 


– After this part of the project is complete and we have 
appropriately compressed all of the borderline ED and 
hospital admits down, what is the next Triple Aim 
Project… 


• Specialty management/co-management, 
• Imaging utilization 
• Medication management 
• Streamlining the administration of  insurance 







Adoption Considerations for Others 8 
Caring for our patients is more than the 
pills, potions, and mechanical things that 
we can do; 
We as primary care must stand in front of 
them, behind them and beside them; 
     EPH 2014 
 







Chat Harvest plus Q&A, 
continued 







Actionable Insights 
• To be added by host and faculty real time. 







After today’s presentation, don’t 
forget to submit your feedback. 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Purpose of this Guide 
This guide reflects on how CPC practices across the country have approached 
the care management component of Milestone 2. These practice strategies 
represent samples of the work and are not representative of every strategy for 
implementing robust care management in a practice.  


CPC practices are heterogeneous in size, geography, ownership and 
organization; they are encouraged to innovate and test strategies derived from 
evidence-based and/or best practices, and customize the work according to 
their particular needs, local dynamics and other practice aspects that may shape 
how they deliver care management services.  


This Guide captures the energy, innovative ideas and rigorous and determined 
execution of the CPC practices as they test and implement care management in 
their practice. Through this Guide we hope you find in your colleagues’ work the 
support for implementing Comprehensive Primary Care. 


June 11, 2014 
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Overview of the Care Management Component in Milestone 2 
Milestone 2: Population Health and Care Management for High-
Risk Patients addresses population health, with a priority of focus 
on those at highest risk for poor outcomes and preventable harm. 
In Program Year (PY) 2013, practices engaged in routinely 
assigning risk status to all empanelled patients through a risk 
stratification methodology and built care management capacity 
into their care teams to address outreach and intense 
intervention needs of those patients identified at highest risk. 
Effective Care Management results from a complex exercise of 
clinical judgment. It happens as relationship-based engagement with a care team that is proactive, 
longitudinal and focused on meeting the patient’s clinical and health care needs is built. The ultimate goal 
is to work with the patient to meet his or her health care goals. 


Essentials of Care Management of High-Risk Patients 


1. Plan of Care  
A mutually agreed upon and documented plan of care based on the patient’s goals  


2. Evidenced-Based Pathways of Care 
Planned and documented pathways of care based on best available evidence and guidelines for care in the 
unique context of the individual patient  


3. Proactive Delivery 
Do not wait for visits or acute decompensation – this is not primarily visit-based. Patient visits are 
opportunities to define goals, plan care, engage in Shared Decision Making and build a trusting relationship, 
but most care management activities take place by phone, email or home visits (as well as visits to SNFs or 
hospitals to support transitional care). These activities are appropriately targeted based on patient needs.  


4. Team-Based Approach 
Care management includes dedicated clinically trained staff working closely with the physician in a team-
based approach to care for individuals with complex health needs. Staff is typically in the nursing or social 
work disciplines but occasionally from other disciplines such as pharmacy and dietetics.  


5. Care Management Documentation 
Documented activities are included the medical record with input to capture critical information. These 
include the nature and substance of the contact, assessment of current status, changes to the care 
pathway or overall care plan, unresolved questions and next scheduled follow-up contact.  


Care Management versus Care Coordination 
Care Management is distinct from Care Coordination, which in CPC refers to the organization of care both 
within the practice and between the practice and community settings, labs, specialists and hospitals. Care 
Coordination activities include closing care gaps, coordinating care between transitions and reducing 
fragmentation.  


Steps before Care Management: 
1. Empanel patients using 


EHR 
2. Develop risk stratification 


methodology 
3. Develop care management 


strategy 
4. Build care management 


capacity into care teams 
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Care Management activities are person-focused, ensuring individuals at high risk get the care they need 
and desire, and Care Coordination activities are system-focused, ensuring that care is seamless across 
providers and transitions. 


 


Reporting for PY 2014 
Practice-based empanelment, risk stratification and care management will remain an essential part of CPC 
throughout the program. While practices will work toward achieving risk stratification of 75 percent of 
empanelled patients, the care management target is to provide care management to at least 80 percent 
of patients identified as those at highest risk: those that are clinically unstable, in transition and/or 
otherwise need active, ongoing, intensive care management. Quarterly reporting will include updating 
information about the practice’s care management staffing and activities. (Complete reporting 
requirements for this work are described on page 13 of the 2014 Implementation Guide.) 


Achieving a successful balance for effective care management may require adjustments over time. If the 
number of patients in the highest risk cohort is disproportionately large, the risk stratification process may 
not be discriminating enough, calling for a more narrow definition to meet the patients’ care management 
needs adequately. Similarly, if the risk stratification method is too narrowly defined, opportunities to 
identify and care-manage some patients may be missed. Using the PDSA cycle, a practice can further refine 
the risk stratification process to help ensure the highest risk cohort has a proportional distribution of 
empanelled patients. Furthermore, the patient caseload must align with the care management resources to 
ensure timely and appropriate services. Finally, tracking the care management interventions is essential for 
identifying gains in key data points such as fewer hospitalizations, reduced ER visits and better health. This 
facilitates movement of patients from a high-risk stratum to a lower risk stratum. Each of these key 
components work in tandem with each other, and practices will need to carefully plan their approaches 
and tests for effectiveness to make the most timely gains. 


CPC Practice Approaches 
The CPC initiative encourages practices to develop creative, innovative solutions to achieve the three aims 
of better health, better care and lower cost. As a result, CPC practices have undertaken diverse approaches 
to care management implementation. Several practices have chosen to hire a designated care manager 
whose primary responsibility is to address care management specifically, while others have taken a team 
approach by dividing portions of the care management responsibilities among existing team members. In 
both models, there is a net increase in time spent managing the care of complex patients. 



https://collaboration.cms.gov/sites/cmmi/files/CPC%20PY%202014%20Implementation%20%20and%20Milestone%20%20Reporting%20Summary%20Guide_2014-01-28_508.pdf
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Care managers across CPC represent a 
spectrum of backgrounds from registered 
nurses (RN), social workers (SW), licensed 
practical nurses (LPN), medical assistants (MA) 
and medical office assistants (MOA). In the 
case of some smaller practices, the providers 
(physicians, nurse practitioners [NP] or 
physician assistants [PA]) have also assumed 
the bulk of care management responsibilities.  


In general, smaller practices tended to hire 
MAs or LPNs for this role, while larger multiple-
provider practices usually hired RNs as care 
managers. Some of the larger system-based 
practices have centralized care management by 
housing and training care managers in one 
location for all the practices in the system. In 
some instances, the care managers are located onsite within the practices after completing the initial 
training. Is it important to note that some CPC practices use the terms care management, case 
management, health coach and care coordinator interchangeably. The semantics are not as important as 
identifying the care management responsibilities each role performs.  


To best illustrate the diversity of CPC practices’ approaches to care management, this Guide provides a 
sampling from CPC practices across the regions. These case studies demonstrate how innovation can vary 
within CPC. As you examine these practice stories, keep in mind that each practice should determine the 
best approach for its practice, culture and patient population.  
 


                      Case Studies 
In the following case studies, CPC practices explain how they provided care management 
services to best meet the needs of their patient population. 


 


Designated Care Manager 
Many CPC practices across the United States have hired a care manager to implement care management 
successfully. Designated care managers are motivated and focused on resources devoted to helping 
patients achieve their health goals. This approach is more common in larger practices that can devote a FTE 
to care management duties. Smaller practices can also work together to share a designated care manager. 
The following case studies highlight how CPC practices recruit, hire, train and on-board designated care 
managers as well as work with care coordinators. 
 


Figure 1: Care Management Approaches 
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Finding the Right Designated Care Manager 
Summit Medical Clinic, Colorado Springs, Colorado 
Independent; one physician, one PA, two ANPs; 3,000 patients 


While some practices began the care management journey with a designated care 
manager, other practices arrived at that solution after several iterations of PDSA 
cycles, like Summit Medical Clinic of Colorado Springs, Colorado. Following the best 
tenets of practice transformation, Summit used PDSA cycles to test care 
management activities in its practice, eventually finding a dedicated care manager 
was the best fit for the practice. Summit’s care management strategy stems from 
ongoing empanelment and risk stratification of patients. 


PDSA 1: Early in the work, the practice hired a medical assistant to serve as the care 
manager and care coordinator. However, Summit found that a high-level MA lacked 
the training and skills to be an effective care manager. The practice revised the 
focus of the MA’s work to population management, including generating reports for 
the practice, with some follow-up calls to high-risk patients between visits.  


PDSA 2: The higher level care management responsibilities shifted to the providers 
with the goal of seeing all high-risk patients. Providers each carved out three hours 
per week for chart review on high-risk patients and conferenced with their MA and 
the care coordinator as needed. Again, while this brought the needs of the patients 
to light, this effort did not meet their expectations because patients were generally 
unavailable for appointments during the three-hour blocks.  


PDSA 3: The practice then set up weekly visits focused on care management during 
a three-hour block of time. For these patients, the provider created a patient-
focused care plan that included short- and long-term goals. This model proved to be 
an ineffective use of provider time as each appointment tended to last at least 45 
minutes. The pace made little progress toward achieving the practices’ goal of 
seeing all high-risk patients.  


PDSA 4: The final PDSA led the practice to hire a full-time 
RN care manager and assign a care coordinator (complete 
job descriptions for these two roles can be found in the 
Appendix). Since hiring the care manager, the clinical 
workflow (see the Appendix for details) appears to work 
well for the practice. The care manager has an identified 
panel of 155 patients who are at high risk and a goal to 
engage each of these patients in active care management.  


Summit Medical Clinic is now testing a collaborative care plan process. This team approach introduces the 
patient to the care management program through the provider’s warm handoff to the care manager. 
Currently, the RN care manager meets with patients, between or in conjunction with primary care visits, in 
the office, at their home and over the phone. As part of this program’s continued growth, the practice 


Figure 2: PDSA Cycle  
Refer to Improvement 
Basics webinar (Oct. 
23, 2013) for additional 
information about how 
to design and apply 
PDSA cycles to your 
work. 


Designated Care Manager: 
Selected Best Practices  
1. Develop robust job 


description 
2. Build consensus on particular 


issues 
3. Get buy-in from staff 
4. Re-arrange workflow 



https://collaboration.cms.gov/?q=content/10-23-13-improvement-basics-series-pdsa-cycle
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intends to add email communication as a component of care management in 2014. The care manager is 
also responsible for calling all care-managed patients after hospital discharges or ED visits for follow-up 
care and appointments, as needed. The care coordinator is primarily responsible for overall population 
management, coordinating follow-up care for patients in the lower risk categories after hospital discharges 
or ED visits, and management of reports such as clinical quality measures (CQM) and utilization measures 
(UM). Each provider’s MA is responsible for pre-visit chart review/update and tracking referrals, labs and 
tests. 


Implementing Designated Care Managers 
Baptist Health Family Clinic, Bryant, Arkansas  
System based; three physicians, one ANP; 6,000 patients  


Baptist Health Family Clinic in Bryant, Arkansas, found the implementation of dedicated care management 
to be an exciting and rewarding aspect of CPC. The addition of the care managers and the staff’s increased 
awareness and knowledge of care management have allowed the practice to provide more intensive care 
management by helping patients identify their self-care goals, developing care plans for those patients and 
effectively following up on their progress. This practice’s leadership feels that patient experience of care 
improves when patients are able to sit down with someone during their visit to develop a personalized self-
management plan.  


This practice realized that by employing a range of staffing levels for care management roles, the likelihood 
of improved communication with patients increased. Some patients who are reluctant to ask questions of 
primary care providers may be more open and receptive to communicating freely with the care 
management staff, including discussing their barriers to care or concerns about treatment.  


Baptist Health’s care management workflow begins when a patient checks in. The nurse or MA updates 
completion of any routine screenings or tests, reconciles the medication list with the patient and updates 
social, surgical and past medical history. This practice emphasizes accurate medication reconciliation as a 
critical step. The providers and care facilitators update risk status and, if a patient is due for preference-
sensitive preventive screenings, they provide decision making aids to the patient. If the nurses and 
providers recognize a need for more intensive care management, they refer the patient to a care manager 
for a same-day or scheduled appointment. 


Care managers provide support to patients living with many chronic health conditions such as diabetes, 
hypertension, hyperlipidemia, COPD and asthma management. If a patient may benefit from home health, 
the care manager initiates this level of care. They assist patients with access to medications, meals, medical 
equipment and some specialists. The care managers also work with patients to develop patient-focused 
care plans for their chronic conditions.  
 
Baptist Health has found that its efforts in care management are improving outcomes. The practice’s focus 
for PY 2013 was to improve hemoglobin A1c results among patients with diabetes. In the summer of 2013, 
a provider diagnosed diabetes in a patient who was in her late sixties. The patient met with a care manager 
on the day of the diagnosis and set a personal goal to lose 30 pounds by using the Plate Method, a basic 
method to eat healthfully with diabetes, along with starting to exercise regularly and adhering to a regimen 
of oral diabetes medication. She attended evening education classes about diabetes at the practice and 



http://www.diabetescare.net/PDF/PlateMethod.pdf
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learned how to check her blood sugar daily. Six months later, the patient had lost 28 pounds and dropped 
her A1c from 8.5 to 6.6. She told staff she felt empowered because she received support for learning how 


to take care of herself and manage her diabetes. The care management 
program further bolstered her confidence in disease management 
because she learned when she should call the clinic to address concerns 
or questions. If she called, she knew someone would take the time to 
talk with her and resolve her concerns. 


Since beginning intensive care management in 2013, Baptist Health Family Clinic’s data shows improvement 
in A1c levels among the entire empanelled patient population who have diabetes.  


Training Care Managers 
St. John Clinics, Sapulpa, Oklahoma  
System; three physicians, one ANP; 5,378 patients 


St. John Clinic of Sapulpa is a part of the St. John Clinics in Tulsa, Oklahoma. The care management 
program is centralized within the St. John Clinics system. They hired primarily RN care managers, following 
the suggested staffing plan found in several care management resources.  


The St. John Clinics began their journey toward care management with only medical assistants and used the 
CPC Regional Care Management Webinar to learn about hiring guidelines and duty assignments as well as 
how to establish a process for identifying high-risk patients. The number of care managers needed was 
determined by evaluating a physician’s panel and estimated 10 percent of the patients to a care manager, 
based upon findings in the literature. However, this strategy proved ineffective for St. John. Using the AAFP 
risk stratification model, the practices focus the care managers’ efforts on patients in category 5 and 6. This 
calculation netted each care manager an average of 750 patients. They attribute this disproportionate 
number to low socioeconomic status, and low education level among their population. St. John Sapulpa has 
one care manager, with 943 patients that are risk 5 and 116 patients that are a risk 6, which makes a total 
of 1,059 patients identified as needing intensive care management. 


St. John Clinics hired a central care manager to help identify the target patient population, a decision the 
practice insists was their best during the implementation of care management. The central care manager 
was housed in a vacant suite at one of the practices. As other care managers were hired, they would work 
at that office for training. The central care manager trained new care managers on the risk stratification 
tool and validated that they could use it properly. While it was tedious work to sit in a room and risk stratify 
patients, an unexpected benefit emerged. The care managers developed relationships that they have 
maintained after they were “deployed” to their individual clinics. They also see the central care manager as 
the leader, although they technically report to their clinic’s practice manager.  


Currently the central care manager represents the St. John Clinics at readmissions meetings with their 
system hospitals as well as at the CPC group meetings outside their health system. Each month the central 
care manager meets the practice managers and other site-based care managers for a check-in, to keep 
communication flowing and to discuss points of interest or concern (e.g., care plans, CPC-related activities, 
etc.). St. John envisions the role of care managers will continue to change and grow as the system’s 


“She feels empowered 
because she learned how to 
take care of herself with 
diabetes.” 



http://www.aafp.org/practice-management/pcmh/initiatives/cpci/rscm.html

http://www.aafp.org/practice-management/pcmh/initiatives/cpci/rscm.html
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workflows evolve. It is expected that more care managers will be added as the new workflows are 
established. 


Using a Team Approach 
Rather than hiring one or two staff that solely focus on care management, some practices have chosen to 
implement a team approach where each team member takes responsibility for some aspect of the overall 
care management program. The team approach incorporates the multidisciplinary specialties of individuals 
working in the practice to help provide care management for the patients. Many smaller practices have 
chosen the team approach. The examples described here show effective care management is possible in 
the small practice. The following practices’ stories illustrate use of multidisciplinary care management 
strategies. 


Assigning Duties in a Care Management Team 
Village Primary Care, Hoosick Falls, New York  
Independent; two physicians, one ANP; 4,689 patients 


Village Primary Care, a small, rural practice in Hoosick Falls, New York, has adopted a team approach to 
care management. CPC funding was used for a part-time RN nurse case manager, a part-time diabetes 
educator, a transitional care nurse and an MA. The practice combined roles to provide comprehensive yet 
efficient use of the disciplines. The MA manages the patient panel, working from reports and directly with 
patients to arrange needed health care services. The RN is a contracted care manager who works with high-
risk patients to develop and implement care plans in conjunction with the primary care provider. The 
diabetes educator is contracted two and half days per month to work with at-risk patients with diabetes in 
both one-on-one and group settings.  


Due to the practice’s rural location, most patients use one hospital, Southwest Vermont Medical Center, 
and a transitional care nurse is contracted 16 hours per week to work with high-risk patients upon 
discharge from that facility. The transitional care nurse works at the hospital and coordinates patient care 
upon discharge with a warm hand-off to the RN care manager in the practice (see an example of the 
workflow in the Appendix). The role of the transitional care nurse focuses more on care coordination across 
the medical neighborhood instead of traditional care management, similar to the traditional case manager 
role in the hospital setting. Practices seeking to follow this strategy may want to attempt to recruit ideal 
candidates from current hospital case managers. 


Hudson Valley Primary Care, Wappingers Falls, New York  
Independent; two physicians, two ANP; 8,290 patients 


Hudson Valley Primary Care in Wappingers Falls, New York, also uses a team approach to care 
management and coordination with duties designated to the appropriate discipline. The care team 
“huddles” regularly and uses a physician, a NP, a RN, a LPN and administrative support for a combined set 
of activities focused on ensuring a coordinated system of care for all patients. The full-time RN is certified in 
care management and has nine years of clinical nursing and three years of experience working in a primary 
care medical home. She supports the patients in the highest risk strata, and her typical case load consists of 
approximately 1 to 2 percent of the practice’s patient population. Essential activities of the nurse care 
manger include managing transitions of care, completing medication reconciliation, providing self-
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management support and developing individualized care 
plans with patients. In addition to clinic huddles, the team 
has regular medical home meetings where the nurse care 
manager can alert and provide details to the full team 
about patients of concern. The monthly medical home 
meetings cover the CQMs and review patient experience 
results. The team also reviews all the patients who have 
been in the hospital and the ER to see if an admission 
could have been prevented. Patient-centered care plans 
are part of the EHR and are printed and provided to all 
high-risk patients at the end of each visit.  


Upper Valley Family Care, Troy, Ohio  
Independent; six physicians, two ANP; 12,485 patients 


One individual performing all the tasks required of the care 
manager may not be sufficient for a practice based on size 
or that has high levels of risk in the patient population. 
Upper Valley Family Care in Troy, Ohio, divided the care 
manager role between these two FTEs and titled them 
health coach and transitional care coordinator. This practice 
began by developing a job description for a health coach 
and transitional care coordinator and made the decision to 
contract these new positions. 


In this practice, the role of the health coach performs care management for the low-risk population while 
the care coordinator performs the role of external care coordination across the medical neighborhood, as 
well as care management of the high-risk population. They share duties fluidly, with the health coach 
focusing on helping patients attain the knowledge, skills, tools and confidence to become effective 
participants in their care so they can reach their self-identified health goals. They work with patients at all 
risk levels, encouraging them to obtain regular preventive health care and assisting patients in setting 
simple goals toward achieving better health. 


The care coordinator in this practice provides care coordination for 
Upper Valley patients identified as being at higher risk according to 
the AAFP stratification scoring tool. The care coordinator develops 
and monitors care coordination processes by first identifying the 
high acuity patient population or receiving a referral from the care 
team. The care coordinator implements specific care planning 
activities, assisting patients with goal setting and self-management activities during scheduled care 
coordinator appointments and regular follow-up phone calls. Patients are referred to community resources 
as needed. The care coordinator also contacts and assists patients in the transition from the hospital or 
skilled nursing facility to the home. Home visits are also made when indicated. 


Care Management Tip: 
Develop patient care plans as a 
part of the EMR so it can be 
printed and provided to the 
patient upon completion of the 
visit. 


Huddles: 
The huddle is an informal meeting that occurs at 
the end and beginning of the day where the 
provider, nurse and secretary review the 
patients as a team. The nurse looks at the chart 
to see why the patient is coming in, inserts the 
correct templates and uses order sets to enter 
the correct labs. Then, the nurse confirms the 
patient is up to date with all preventive 
screening and vaccinations and flags the chart to 
indicate if they need anything. The nurse also 
reviews same day appointments to make sure 
that these patients are up to date with their 
chronic disease management. If the patient is a 
case-managed patient, the nurse will then 
communicate with the RN CCM to allow time for 
the RN CCM to meet with the patient. The 
provider and the nurse will complete the huddle 
in the morning before starting appointments but 
also may huddle throughout the day to ensure 
that all the patients’ needs are being 
addressed. The nurse also reviews referrals that 
have been outsourced to specialists and makes 
sure that the consult is in the chart for the 
providers. 
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Upper Valley Family Care has established workflows to define both roles. Both roles spend most of 
their time interacting with patients so a major focus has been defining a staged approach to 
conversations to prevent overwhelming the patients with information. This practice emphasizes 
accurate, discrete EHR entries to eliminate time-wasting patient 
changes. Correctly entered information helps the care 
coordinator or health coach to access information quickly to 
identify relevant patient needs.  


Upper Valley Family Care believes the care management process 
slows the patient visit process and increases staffing patterns. 
However, the provider now focuses solely on why the patient is 
presenting, knowing the health coach has already dealt with any outstanding health maintenance 
needs. Providers commented on this improvement immediately after the health coach joined the staff. 
Dealing with the preventive care for patients at all risk levels helps to lower the risk status of the 
individual so that the care coordinator need only deal with the process of care management of the 
high-risk individuals. 


Upper Valley Family Care has a sister office in Piqua, Ohio, that is 
served by the same provider group. The team approach to care 
management was initiated at the Troy office, where the health 
coach role was initially added. CQM scores clearly demonstrate 
which of the two Upper Valley offices had a health coach as a part of 
care management initially: preventive care measures were 8 to 12 
percent better for the office with the health coach. As for the care coordinator services, 100 percent of the 
patients seeing the care coordinator agree or moderately agree that it was a positive experience and that they 
received helpful information and services. They have since added a health coach to both sites, and have 
determined the best staffing for total care management is one health coach per two providers. For high-risk 
patients, there is a care coordinator at each site as well. 


As Upper Valley created its care management program, the most significant barrier it encountered was 
identifying and dealing with varying socioeconomic and education levels in their patient population. In 
the process of implementing care management, it became apparent that patients weren’t completely 
forthcoming in the office. Home visits by care coordinators revealed patients who could not read and 
others who were improperly taking their medications. The practice realized that determining the full 
perspective of the patient and then matching the patient to needed services was critical to effective 
care management. 


Care Management Tip: 
One efficient method of avoiding 
patient chases is recording 
information in designated fields 
within the EHR so it can be 
accessed quickly by the care 
manager. 


 


Survey data shows 100% of patients 
seeing the care coordination agree or 
moderately agree that it was a 
positive experience and that they 
received helpful information. 


 


Health Coach versus Care Coordinator 


 


 


 


Health Coach 
• Patient-focused 
• Works 1:1 with patients 
• Patient education and support 
• Preventive screening for all risk levels 


Care Coordinator 
• Patient-focused goal setting for high risk 
• Care planning, follow-up 
• Care transitions  
• Works directly with external facilities 
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Care Management Teams Working with Care Coordinators 
Dennis Novak, MD, PA, Forked River, New Jersey  
Independent; one physician, one PA, one ANP; 3,694 patients 


The distinction between care management and care coordination is important. A care management team-
based approach can be tailored to best suit the practice and its empanelled patient population. The duties 
of care management and care coordination can be combined into one FTE or divided among several 
members of the team. The care management responsibilities can be divided among the entire spectrum of 


providers, or in the following example, between one RN 
and the practice’s PA and APN. 


Dennis Novak, MD, in Forked River, New Jersey, is a one-
physician practice supported by a PA and an APN. With 
the goal of providing the best care to its patients in a 
timely manner, this practice decided that the care 
manager role (also known as nurse care coordinator in 
this practice) should be filled by someone who knows 
their patients, practice and providers and has a good 
understanding of the practice mission. This practice 
attempted to achieve care management initially with a 
part-time nurse care coordinator but found that patients 
often returned calls when the coordinator was off. 
Making the nurse care coordinator a full-time position 
facilitated her role as a key component in the clinic’s 
communication process. An RN who was already on staff 


eagerly accepted the challenge of the new role.  


Practice culture and dynamics helped accelerate transformation in this office. The PA and ANP who had 
strong rapport with the patient panel also had personal knowledge of patient goals and needs. 
Understanding how care management tied into improved outcomes motivated the staff to willingly accept 
additional responsibilities and improve coordination with each other.  


Providers notify the nurse care coordinator of all patients sent to or 
referred to other facilities. Support staff alerts the care coordinator of 
patient admissions. The care coordinator initiates the preliminary 
tracking of care transitions with the assistance of support staff. The PA 
and ANP then assume the care management responsibilities of the high-
risk patients so that each person functions to the highest degree of their 
capabilities.  


Dr. Novak feels the RN care coordinator is the linchpin for successful care 
management. This role must have the authority and skill to make 


decisions and the confidence that the practitioners trust her expertise and support her role. While this is 
not an easy job, the care coordinator has found patient response gratifying.  


Tips for Successful Care 
Management: 
1. Ensure constant 


communication between 
all staff. 


2. Educate staff on the goals 
and their roles in the 
process. 


3. Solicit staff input in 
process. 
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Like other practices, Dr. Novak has found that thorough care management may extend the overall patient 
visit time. Prior to the visit, the RN coordinator addresses gaps in care or preventive needs. During the 
provider encounter, the physician is able to solely focus on the patient’s acute concerns. 


The practice experienced how the nurse coordinator contributes to improved overall care during the care 
of a patient with a possible critical medical need. A specialist had ordered an imaging study that showed a 
critical condition. The specialist’s office filed the report with the primary care office in preparation for a 
scheduled follow-up appointment. However, the specialist’s office canceled the appointment due to 
inclement weather and failed to reschedule the patient. When the follow-up paperwork came to the nurse 
coordinator’s attention in the primary care office, she recognized the urgency of the situation and alerted 
the primary care physician, who contacted the specialist. The appointment was quickly re-established, 
resulting in a timely and safer outcome for the patient. 


Embedding Care Management into Workflow 
TriHealth Physician Partners, Springdale, Ohio  
System; five physicians, one ANP; 12-13,000 patients 


TriHealth is a Cincinnati-based, not-for-profit health system. Nineteen of the 34 TriHealth practices are CPC 
practices that serve 149,420 empanelled patients. The Springdale practice providers have an average of 
2,800 patients per provider. As the multi-practice system tackled the administrative and clinic logistics of 
integrating care management into workflow, staffing and other processes, TriHealth’s care management 
staff pulled tenets from best practices to get started.  


All practice sites follow the same care management processes, but 
daily work varies among the care managers in accordance with the 
patient’s level of need. In each risk level, TriHealth has identified 
“universal” services that apply to all patients in that level. Those 
services are augmented by care coordination services that often 


extend outside the practice walls, across other clinical services (dietitian, for example), and into the 
patient’s home and community. This wrap-around approach helps eliminate the gaps that often lead to 
ineffective self-management and other barriers to successful disease management and wellness.  


As physicians meet with these patients, they introduce the care manager, explain the role in their care and 
describe how the care manager will regularly contact them. The physician introduction of the care manager 
role increases patient engagement especially for the high-risk patients who need more services. 


Washington Regional Clinic for Senior Health in Fayetteville, Arkansas, consists of four geriatricians, one 
internist, one neurologist, three APNs and two social workers. The social workers are available to patients 
and their care partners to assist with their social service needs, such as finding appropriate in-home care 
support, making the transition to a nursing home and applying for prescription assistance. Caregivers 
appreciate the psycho-educational support groups and one-to-one support to help them manage their 
loved ones’ needs. Washington Regional followed the workflow diagram below to help them visualize the 
care manager’s role in the practice.  


As physicians meet with patients, they 
introduce the care manager, explain 
their role and describe how the care 
manager will regularly contact them. 


 



https://collaboration.cms.gov/sites/cmmi/files/2014-01-24%20SPTLT_TriHealth_508.pdf

https://collaboration.cms.gov/sites/cmmi/files/SHC%20workflow.pdf
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Erickson Health Medical Group created a workflow diagram to describe its care management practice. The 
workflow begins with a quarterly risk report on all patients. This report is generated from the Centricity and 
ranks all patients by risk score according to their diagnosis. 


The horizontal swim lanes delineate each participant in the care management work process and that 
person’s role in the process. The workflow also connects and sequences the activities each participant 
performs. 


Figure 4: Washington Regional Clinic for Senior Health Workflow 



https://collaboration.cms.gov/?q=content/milestone-2
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Conclusion 
Care management is crucial for practices to achieve the aims of CPC by creating a relationship-based 
engagement between the patient and care team that is proactive, longitudinal and focused on improving 
the patient’s health and meeting their health care goals. These case studies exemplify strategic options in 
support of CPC practices building their care management capabilities. The capabilities’ larger context of 
care management derives from and in turn supports the key change concepts supporting the five 
comprehensive primary care functions: 


• Access and continuity 
• Planned care for chronic conditions and preventive care 
• Risk-stratified care management 
• Patient and care giver engagement 
• Coordination of care 


 
Since the inception of the CPC program the hire and use of care managers has increased from 980 FTEs to 
2,500 care manager FTEs. Care management has many benefits for patients. As the CPC work continues, 
practices will develop more innovative approaches to ensure patients receive these valuable services. 


  


ERICKSON HEALTH MEDICAL GROUP
CPCi Care Management Workflow – Seabrook Village
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Centricity(EMR) and 


aggregated with Medical 
Manager Report. Patients are 
ranked by Risk Score. This is 


done quarterly.


Risk Report is 
reviewed by PCP. 
Final decision is 


made on High Risk 
Panel.


Initial High Risk 
Visits are 


scheduled over a 
period of time.  


Provider 
Meeting to 


discuss High 
Risk Patients. 


Pre-Visit Form 
and Patient 


Orientation are 
completed. 


Initial High Risk Visit takes 
place. This includes 


medication reconciliation, 
assessment screening and 
documented plan of care.


Community Referrals 
are given, 


Appointments are 
made and Testing is 


done.
Education 
Materials 
are given 
to Patient 


and 
explained. 
(MA & NP). 


Tracking 
Process 


Reconciliation.


Transitions Meeting. An Interdisciplinary Meeting to discuss 
High Risk Patients. This meeting includes: EA CC, ACC, 


CC Administrator, Social Worker, CHH, HS, Rehab, 
Pastoral Ministries, NP, PM, Lead MA and MH NP.


Information from Transition Meeting is 
scribed into the Unified Medical Record. 


This record will be available in Centricity for 
Initial & Follow-up High Risk Visits.


Daily Tasks


 - Scheduling…………………………...MOA
 - Triage Phone………………….MOA & MA
   to Providers
 - Schedule Testing…………………….MOA
 - Visit Reminders………………………MOA
 - Track Transitions………...PM & Lead MA
 - Demographic Changes……………...MOA
 - Self Management……………….…….TBD 
   Data Collection     
 - Patient Engagement…………….Lead MA 
   & Education      
 - Null Set Management………...PM & MOA


Key:


 - EA…………………....Erickson Advantage
 - CC………………….........Care Coordinator
 - ACC…………… ..Acute Care Coordinator
 - CHH………………...Certified Home health
 - HS…………………………..Home Support
-  NP……………………....Nurse Practitioner
- PM………………………..Practice Manager
 - MA………………...........Medical Assistant  
 - MH……………….................Mental Health
 - PCP………………...Primary Care Provider
 - 


 


Figure 5: Erickson Health Medical Group Care Management Workflow 
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Resources 


Care Management 


Care Management Tools 
Care Management in CPC (1-page PDF) 
Definition, essential features and distinction between care management and care coordination. This is a 
critical document for educating team members and framing how to do the work of care management.  


Compilation: Care Coordinator Job Descriptions 
Examples of care coordinator job descriptions. 


IHI: Chronic Care Management 
This web page lists several tools, articles, models and assessments available at the Institute for Healthcare 
Improvement Knowledge Center. The resources available include identification of six fundamental areas 
forming a system that encourages high-quality chronic disease management, and a survey to assess your 
organization's current levels of care with respect to the six components of the Chronic Care Model.  


Infographic of the Transitional Care Management (TCM) Process (1-page PDF) 
This workflow map summarizes a practice’s transitional care management process, outlining the process 
following a patient’s hospital discharge. Includes the documentation process and lists responsibilities by 
role. 


Spotlight: TriHealth, Feb. 21, 2014 (3-page PDF) 
This perspective on care management comes from TriHealth, a Cincinnati-based, not-for-profit health 
system. Four LLCs operate a total of 34 primary care offices affiliated with TriHealth; 19 of those are CPC 
practices that serve nearly 150,000 empanelled patients. As the multi-practice system tackled the 
administrative and clinic logistics of integrating care management into workflow, staffing and other 
processes, TriHealth’s care management staff pulled tenets from best practices to get started. 
Communication, flexibility and peer-to-peer sharing have carried them through. 


Transitional Care Management (3-page PDF) 
Policy, procedures, billing requirements and resources for Transitional Care Management. 


Care Management Webinars 
Care Management, Oregon Learning Session, Dec. 20, 2012 (40-page PDF) 
An overview of care management strategies, starting with who will provide the service and working 
through issues practices need to address as they operationalize. 


Complex Care Management, Colorado Learning Session, March 8, 2013 
This webinar describes high-risk care management, how it works and how practices can get started. 


Coordinated Systems of Care, New York Learning Session, Jan. 24, 2013 (50-page PDF) 
This webinar summarizes the common perspectives of coordinated care, strategies for formation of a 
comprehensive care team, strategy for delivery of case/care management.  



https://collaboration.cms.gov/sites/cmmi/files/Care%20Management%20in%20CPC.pdf

https://collaboration.cms.gov/?q=content/compilation-care-coordinator-job-descriptions

http://www.ihi.org/explore/ChronicCare/Pages/default.aspx

https://collaboration.cms.gov/?q=content/transitional-care-management-tcm-process-infographic

https://collaboration.cms.gov/?q=content/practice-spotlight-article-edition-6-trihealth

https://collaboration.cms.gov/sites/cmmi/files/Transitional%20Care%20Management_508.pdf

https://collaboration.cms.gov/?q=content/12202012-or-webinar-care-management

https://collaboration.cms.gov/?q=content/201338-colorado-complex-care-management-webinar

https://collaboration.cms.gov/?q=content/2013124-ny-webinar-coordinated-systems-care
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An Overview of Risk Stratification and Care Management, CPC National Learning Community, Feb. 27, 2013 
(59-page PDF) 
Outlines the basics of risk stratification and how it underpins successful care management. 


Empanelment 


Empanelment Implementation Guide (5-page PDF)  
This Implementation Guide explains empanelment within the context of CPC Program Year 2013 
Milestones. It serves as a road map for empaneling patients in your practice.  


  



https://collaboration.cms.gov/sites/cmmi/files/CPC_Practice_Webinar_Slides_022713_0.pdf

https://collaboration.cms.gov/sites/cmmi/files/CPC_Empanelment_Guide.pdf
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Appendix 


Job Descriptions 


Care Manager, RN     Summit Medical Center, Colorado Springs, Colorado 
 
The incumbent reports directly to the Office Manager at Summit Medical Clinic (SMC). The incumbent 
works collaboratively with clinic staff and management within SMC to achieve objectives of the patient-
centered medical home, promote patient engagement and satisfaction, improve quality outcomes and 
maximize the use of available resources. The incumbent has contact with patients, physicians, allied health 
professionals, community groups, third party payers, agencies, vendors and other health care 
organizations.  
 
PRINCIPLE ACCOUNTABILITIES: 
The principal purpose of this position is to coordinate the activities within an interdisciplinary care team 
that takes collective responsibility for proactively supporting patients’ unity of body, mind and spirit. 
 
Develops, assesses and implements a comprehensive individualized care plan to patients. 


• Completes comprehensive, age appropriate assessments based on patient’s individual strengths, 
goals and needs. Includes assessment of both acute and chronic health conditions, social 
environments and psychosocial determinants of health 


• In consultation with the patient, physicians and other care team members, coordinator develops 
proactive care plan to provide unity of body, mind and spirit 


• Proactive outreach to patients between primary care visits 
• Conducts ongoing assessments to determine response to care plan or services. Reprioritizes care 


plan based on new information and updates patient care plan accordingly. Assures patient, family 
and care team members who participate are informed of updated plan on regular basis 


• Serves as primary advocate and liaison between patient, family, provider and other care team 
members 


• Manages care coordinators. Responsibilities include but are not limited to: delegation of 
administrative work, assigning duties, serving as primary point of contact and ensuring high quality 
care coordination 


 
QUALIFICATIONS: 
Education/Experience 


• Medical Assistant or Registered Nurse Degree required 
• Experience in working in public health, social work and community nursing would be a plus 
• 2 years’ experience working in clinical and/or community health nursing position is preferred 


 
Knowledge/Skills/Abilities 
Knowledge of community health concepts, principals of community health and ambulatory clinical nursing 
care, case management, care coordination and epidemiology. Skills in health assessments, interviewing 
techniques, teaching, communication and nursing practice. Ability to function independently, prioritize and 
organize work, solve problems, adapt to change, function as a team member and relate to the public.  
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Care Coordinator      Summit Medical Center, Colorado Springs, Colorado 
 
PRINCIPLE RESPONSIBILITIES: 


• Assists care manager in running reports that support care management services 
• Responsible for tracking referrals and tests for completion, attaching documentation to chart and 


tasking provider for review 
• Call non-high-risk patients following ED discharge, and schedule for follow-up visit as needed within 


7 days 
• Call non-high-risk patients following hospital discharge and schedule follow-up appointment within 


7-14 days based on acuity 
• Proactive population management, running reports for gaps in care (preventative screenings, 


overdue labs and tests) 
• Performs and directs patient care services including, but not limited to, admission interview, 


assessment, accurate documentation and timely patient flow 
• Ensures patient is appropriately prepared for provider encounter. Prepares and obtains patient 


medical records and other information/documentation pertinent to patient encounter 
• Screens patients to ensure priority is provided to patients in an emergency/acute situation 
• Fills in for absent MAs as needed (see MA job description) 


 
QUALIFICATIONS: 
Experience: 
Preferred: Two or more years ancillary health care experience in an ambulatory health care setting.  
Education and/or Licensure/Certification: Must meet one of the following criteria: 


• CMA: requires active certification as a Certified Medical Assistant by AAMA or a National Certified 
Medical Assistant (NCMA) through the National Center for Competency Testing 


• RMA: requires active registration as a Registered Medical Assistant by AMT 
• MA: requires completion of an accredited Medical Assistant program CMA Certification required 


within 24 months of hire date 
 
BLS or BLS instructor certification is required upon hire. Acceptable credentialing bodies and certifications 
include the following: American Red Cross: CPR/AED for the Professional Rescuer; American Safety and 
Health Institute: CPR, PRO, must say “Professional Level with AED;” and American Heart Association: Basic 
Life Support for Healthcare Providers.  
 
Knowledge/Skill/Abilities: 


• personal management skills and tools 
• organizational policies, regulations and procedures 
• medical equipment and instruments 
• risk management, quality improvement and infection control 
• ICD-9 and CPT coding skills 
• insurance protocols 


 
Skills as demonstrated through: 


• applying and modifying the principles, methods and techniques related to ancillary health care services 
• continuous accurate verbal and written communication 
• establishing and maintaining cooperative and collaborative working relationships with patients, 


medical staff and the public 
• continuous time, resource and task management  
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Health Coach        Upper Valley Family Care, Troy, Ohio 
 
General Summary of Duties: Works as a team member with physicians/NPPs, care managers and floor 
nurses to provide quality health care. Assists physicians by helping patients gain knowledge, skills, tools and 
confidence to become active participants in their own care so they can reach their self-identified health 
goals. Identify overdue health maintenance items based on national guidelines by reviewing patient charts, 
reports and other tools available. Discusses national guidelines and UVFC protocols with patients.  
 
This position is considered a Team Leader position. Nurse filling this position must also be able to work the 
floor as a team nurse and remain current on UVFC policies and procedures. This position is included in the 
Saturday nursing rotation.  
 
Reports To: Nursing Supervisor 
 
5 Principle Roles of a Health Coach: 


1. Provide Self-management Support. Train patients in seven domains of self-management support; 
providing information, teaching disease-specific skills, promoting healthy behaviors, imparting 
problem-solving skills, assisting with the emotional impact of chronic illness, providing regular 
follow-up and encouraging patients to be active in their care. 


2. Bridge The Gap between Provider and Patient. Throughout the care process, there are plenty of 
opportunities for disconnects between the provider and the patient. Health Coach bridges these 
gaps by following up with patients, asking about needs and obstacles and addressing cultural issues 
and social class barriers. Health Coach serves as the patient’s liaison and ensures the patient 
understands and agrees with the plan of care. 


3. Help Patients Navigate the Health Care System. Connect the patient with resources. Navigate 
patients, particularly the elderly or disabled to locate and engage in services.  


4. Offer Emotional Support. Coping with illness is emotionally challenging. Health Coach offers 
emotional support to help patients cope with their illness. Health Coach must exhibit compassion, 
patience and be able to teach coping skills. 


5. Serve as a Continuity Manager. Health Coach connects with patients not only at office visits but 
also between visits, creating familiarity and continuity. Health Coach is available and establishes a 
trust with their patients. Health Coach is particularly helpful where providers work part-time or see 
one another’s patients. Health Coach is the “linking of care” provided by different providers.  


 
Examples of Duties: This list is intended to describe the general nature and level of work performed. They 
include the responsibilities listed in the job description of a Medical Assistant, in addition to the 
responsibilities listed below. It is not intended to serve as an exhaustive list of all duties, skills and 
responsibilities required of personnel. 
 
Health Maintenance Responsibilities 
Using available reporting from CINA, i21, the EMR and other possible sources, review patient charts based 
on established standards of care for health maintenance needs. 


• Disease management – regular checks, lab levels, other testing 
• Medication management – regular checks, lab levels, other testing 
• Preventive care needs – pelvic exams, mammograms, PSA, etc. 


 
1. Discus needs with the patient. 
2. Educate patients about their care and the importance of meeting their goals and assists with goal 


setting and plans for behavior change. 
3. Make referrals as ordered by providers or by protocol. 
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4. Proactively contact patients to arrange follow-up on outcome goals that CINA Report shows are not 
being met. 


5. Assist with obtaining test results from hospitals, specialists or out of area facilities if not readily 
available in patient’s EMR. 


6. Participate effectively as a team member in the clinic being accountable and helpful to co-workers, 
providers and patients. 


7. Update patient history and health maintenance. 
8. Re-index scanned documents when needed. 
9. Review and clean up diagnosis lists. 
10. May assist with EMR development/customization. 
11. Attend scheduled and periodic meetings, trainings and other job-specific events as required. 
12. Act as a “Champion” and serve as a role model to staff nurses. 
13. Participate in staff/physician “huddles” and maintain “huddles.” 
14. Perform additional duties as assigned. 


 
SERVE AS PUBLIC RELATION PERSON AT ALL TIMES 
 
Performance Requirements 
 
Knowledge, Skills & Abilities: 
Knowledge of grammar, spelling and punctuation. Current knowledge of medical terminology. Current 
knowledge of medical practice and care to assist in giving patient care over the telephone. Skill in 
maintaining records, including charting and recording medications. Skill in establishing and maintaining 
effective working relationships with patients, medical staff and the public. Ability to react calmly and 
effectively in emergency situations. Ability to communicate clearly. Ability to read, understand and follow 
oral and written instructions. Ability to make mathematical computations. Ability to see and act on 
priorities. Strong interpersonal skills and ability to work collaboratively with patients, non-clinical staff and 
clinical staff. Skill in motivational interviewing.  
 
Education: High school diploma or GED. Graduation from an accredited school for nursing, RN or LPN or 
RMA/CMA.  
 
Experience: Over one year medical office experience required. 
 
Certificate/License: Current nursing license (RN, LPN, RMA, CMA) from the state of Ohio. 
 
Physical Requirements: Work requires standing and walking and carrying tablet computer for long periods 
of time. May require stooping, bending and stretching for supplies. Occasionally lifting supplies weighing up 
to 30 pounds. Requires manual and finger dexterity sufficient to operate a keyboard, telephone, copier and 
such other office equipment as necessary. Sight and dexterity to operate a PC, copy machine, fax machine, 
telephone and medical equipment. Hearing must be in the normal range for patient and telephone 
contacts.  
 
Health and Social Requirements: 
Self-Confidence – Can diplomatically express views that may be unpopular 
Self-Control – Composed, positive and focused under pressure 
Conscientious – Organized and always meets deadlines/commitments 
Innovation – Open to new ideas, approaches and information 
Achievement Drive – Consistently strives to improve standards of excellence 
Commitment – Makes sacrifices to meet goals and believes in core values 
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Initiative – Pursues goals beyond what is expected of them 
Understanding – Senses others’ feelings/perspectives and takes interest in them 
Influence – Can effectively persuade others 
Communication – Deals with issues, listens and seeks mutual understanding 
Conflict-Management – Diplomatic, tactful and able to calm tense situations 
Collaboration and Cooperation – Shares plans, information and resources 
Optimism – Persistent despite obstacles and expects success, not failure 
 
Working Requirements: Work is performed in the office environment. Involves contact with the staff and 
patients. Work may be repetitious at times. Interactions with others can be interruptive. Requires exposure 
to communicable diseases or body fluids, with frequent exposure to toxic substances, medicinal 
preparations and other conditions common to a medical environment. Work can be stressful and fast-
paced. Interaction with others is constant and interruptive 
 


Nurse Care Coordinator       Upper Valley Family Care, Troy, Ohio 
 
General Summary of Duties: Provides care coordination for Upper Valley Family Care patients and support 
our Patient-Centered Medical Home. This includes developing and monitoring care coordination processes 
and supporting primary clinical teams with these efforts. It also includes identifying the high-acuity patient 
population and working to ensure care coordination for this patient population. The Nurse Care 
Coordinator is responsible for implementing specific care planning activities as well as referring to available 
community resources. Care Coordinator also assists patients in the transition from the hospital or SNF to 
home. Also includes evaluating the patient in the home when appropriate. The position may involve some 
patient triage. 
 
The Nurse Care Coordinator will lead a Care Coordination Team which consists of the Care Coordination 
Manager, Providers, Clinical and Business staff and Practice Manager to best serve the needs of the patient.  
 
The Nurse Care Coordinator will be responsible for appropriate documentation, report running, analysis 
and report development. 
 
Reports To: Physicians and management team of Upper Valley Family Care and Care Coordination Manager 
of HPC 
 
Direct Supervision of: None 
 
Team Supervision of: None 
 
Typical Physical Demands: Requires full range of body motion including stooping, bending, stretching and 
lifting, manual and finger dexterity and hand-eye coordination. Requires standing and walking for extended 
periods of time. Requires carrying and operating a notebook and or tablet computer. Occasionally lifts or 
carries items weighing up to 50 lbs. Requires corrected vision and hearing to normal range to record, 
prepare and communicate with patients and complete appropriate reports. Requires sight and dexterity to 
operate office equipment. Requires dexterity and typing skills to operate and document in an electronic 
environment. May require working under stressful conditions or working late or irregular hours. Requires 
travel to patient homes. 
 
Typical Working Demands: Requires high level of tolerance in telephone situations. Remains calm during 
stressful periods and act appropriately. Establishes and maintains a tactful and strong level of interpersonal 
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skills and the ability to work collaboratively with patients, non-clinical staff, clinical staff workers and the 
public. Must be able to quickly learn new skills and concepts and adapt to change. Must have strong skills in 
independent problem solving and process management. Must be a self-starter, self-directed and must be 
able to implement new programs. Must be highly organized and detail oriented. Accepts responsibility and 
follows through on projects and activities. Must have the ability to analyze and present data accurately and 
effectively. Attends and participates in mandatory facility wide and department training/meetings as 
required.  
 
Typical Working Hours: Work hours are varied Monday through Friday. Must be able to work early and/or 
evening hours. Must be able to travel between offices and to patient homes as necessary. 
 
Example of Duties: This list is not intended to serve as an exhaustive list of all duties, skills and 
responsibilities required. 
 
Works with all teams as a resource on care management of Upper Valley Family Care patients. This 
includes: 


1. Planning pre-visit workflow to ensure care completion prior to visit whenever possible. 
2. Coordinating care with hospitals, ER, SNF, consulting physicians and community resources. 
3. Developing a workflow to ensure smooth transition of care for patients treated in a facility 


(inpatient or emergency department), by a specialty physician or by another health care provider. 
4. Providing after-visit summary review with patients whenever appropriate. 
5. Involving the patients in activities to improve their health (patient engagement) 
6. Educating the patient about self-management tasks they can undertake to gain greater control of 


their health status 
 


Actively manage assigned panel of chronic care patients (high acuity, risks levels 4, 5, 6). This includes: 
1. Perform initial patient assessment and develop individual patient care plan. 
2. Ensure the care plan is followed. 
3. Develop relationships with the patients as an integral team member. 
4. Provide follow-up contact with patients as indicated to ensure compliance with 


recommendations, medications, lab/x-ray, specialist visits, PCP visits, dieticians etc. 
5. Manage many aspects of patient care as needed. This includes referrals to specialists, 


hospitalizations, ER visit, ancillary testing and other enabling services. 
6. Provide telephone advice, handling urgent calls and emergent calls. 
7. Anticipate the needs for this patient population, see that the necessary documentation and pre-


visit planning is completed or requested before the patient visit. Work patients and their care 
teams to coordinate change, readiness, needs, assessment and develop an individualized 
treatment care plan. 


8. Assist patients in setting SMART goals for self-management, teaching them how to do self-
management tasks and reporting abnormal findings to their physician. 


9. Collaborate with patients, physicians and other care team members in assessing patient progress 
toward individual health care goals. 


10. Assess barriers when patients are not meeting treatment goals, not following treatment care plan 
or have not kept important appointments. 


11. Collaborate with payer case managers for additional services when appropriate. 
12. Help develop and maintain a list of medical supply and community resources available to patients. 
13. Assist in developing protocols for PCMH delivery model and reporting outcomes. 
14. Appropriately utilize EMR to ensure consistent documentation of services and use of searchable 


and reportable fields for activity tracking and measurement of change/outcomes. 
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Performance Requirements: 
 
Knowledge, Skills and Abilities: 
Knowledge of grammar, spelling and punctuation. Current knowledge of medical terminology. Current 
knowledge of medical practice and care to assist in giving patient care over the telephone. Skill in 
maintaining electronic medical record including charting and recording medications. Skill in establishing 
and maintaining effective working relationships with patients, medical staff and the public. Ability to react 
calmly and effectively in emergency situations. Ability to communicate clearly. Ability to read, understand 
and follow oral and written instructions. Ability to make mathematical computations. Ability to see 
priorities. Ability to analyze and present data accurately and effectively. Strong skills in independent 
problem solving and process management. Strong interpersonal skills and ability to work collaboratively 
with patients, non-clinical staff, clinical staff and project teams. Effective oral and written skills to 
document and communicate information correctly. Ability to communicate with tact and diplomacy.  
 
Education: RN (BSN preferred) from accredited school of nursing required. 
 
Experience: At least 3 years clinical experience in acute and outpatient settings, homecare and/or physician 
offices. Previous experience with clinical pathways, data analysis and health care operations preferred. 
 
Computer Experience: Previous experience with electronic medical records preferred. Proficiency in use of 
Windows, Word, Excel, database entry and the internet preferred. 
 
Licenses: Current Ohio RN License and CPR certification. Current unrestricted Ohio driver’s license. 
 
SERVES AS A PUBLIC RELATIONS PERSON AT ALL TIMES 
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Clinical Workflows 


Summit Medical Clinical Care Coordination Job Flow 
 
Goal: To capture high-risk patients during each visit within the clinic 


Purpose: To allow the clinic to recognize who the high-risk patients are, so that the care of the patient is 
approached in a meaningful and purposeful manner. 


Recognizing and caring for the high-risk patient: 
1. Develop office protocols that will be congruent between all providers and staff members for 


determining the proper approach to the care of the high-risk patient population such as patient 
empanelment, risk stratification and the care management templates. 


2. Care coordinator will print and review the daily schedule for all providers and identify the high-risk 
patients. 


3. Each provider and their medical assistant will be notified of their high-risk patients for the day. 
4. Care coordination will review each chart before the patients are seen by the physician to determine 


that their routine maintenance is up to date. 
5. If the patient is missing any routine procedures or necessary referral to community specialists, per 


disease protocol, the care coordinator will order, notify the patient and follow-up to ensure they 
are completed. 


6. To ensure that the patient is aware that the care coordinator is an additional point-of-contact for 
them, during the office visit the care coordinator will be introduced to the patient. 


Village Primary Care, Hoosick, NY 
Transitional Care Nurse Job Flow 


Description: Workflow for integration with Transitional Care Nurse (TCN) for patients who are discharged 
from Southwest Vermont Medical Center (SVMC) 


1. Identify inpatient for TCN (PCP listed as Carroll, Romac or Rowe). 
2. TCN reviews hospital chart and Village Primary Care chart and meets with inpatient (if inpatient 


meets TCN criteria proceed to step 3). 
3. A. Inpatient interested in TCN services (proceed to step 4) or B. Inpatient not interested in TCN 


services (stop and note in chart). 
4. Secure inpatient consent (if consent is obtained proceed to step 5). 
5. TCN follows and meets with inpatient and family, completes needs assessment, screening and 


discharge plan. 
6. Patient discharged to home or other facility. 
7. TCN does home visit or other facility visit within three days. 
8. TCN assists in scheduling patient follow-up visit with PCP and attends visit with patient. 
9. TCN continues to follow patient post discharge working with PCP to ensure discharge plan is 


followed and updated as necessary. 
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Risk Stratification Tools 


Grand Lake Primary Care Risk Stratification Tool 
This three-strata risk stratification tool may work well for smaller practices or those that do not have the 
ability to integrate a risk stratification tool within the EHR. 
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Village Primary Care Risk Stratification Tool 
This five-strata risk stratification tool will help show a greater distribution within the practice’s patient 
population. 
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Utilization       Points Yes/No 
  One hospitalization in the last 12 months   2   
  Two hospitalizations or ED visits in the last 12 months 5   
  Three or more hospitalizations in the last 12 months 10   
  Age         Points Yes/No 
 


Low Risk  0-6 
60-69 years of age       1   


 
Mod Risk  7-12 


70-79 years of age       2   
 


Mod-High Risk  13-15 
80 and older       3   


 
High Risk  >16 


Health Conditions       Points Yes/No 
  AIDS (not just HIV positive)     6   
  Asthma         1   
 


Score: 
Atrial Fibrillation       1   


  CAD         1   
  Cancer, Active (Current therapy-Place as High Risk)  13   
  Cancer, Remission (Mod. risk if in remission but 


continues to have related problems or still under 
Onc./Rad.Onc care) 7   


 
 


Cancer, Hx of (Low Risk if in remission and no problems) 1   
 


 
CHF         1   


 
 


Chronic Pain       2   
 


 
CKD, Stage 3 or 4 or on Dialysis (moderate to severe) 5   


 
 


COPD         2   
 


 
CVA         1   


 
 


Dementia/Alzheimer’s Disease/Parkinson’s Disease 2   
  DM, Controlled       3   
  DM, Complicated/Uncontrolled      6   
  Hemiplegia       1   
  HTN         1   
  Hyperlipidemia/Hypercholesterolemia   1   
  Hypothyroidism       1   
  Liver Disease       2   
  MI         2   
  Obesity         2   
  Paraplegia       2   
  Polypharmacy (6 or more routine medications) 4   
  Peripheral Vascular Disease     1   
  Mental Health       Points Yes/No 
  Anxiety         2   
  Depression       2   
  Mental Retardation       1   
  Behavioral       Points Yes/No 
  Current Smoker       2   
  Non-compliance (Ex. 2 or more "No Show" appts./year  


or Ex. DM/CHF/HTN pts that have not been seen in past  
6 mos) 4   


  Substance Abuse       3   
   


St. Bernards Clopton Clinic Risk Stratification Tool 
This four-strata risk stratification tool adds points to account for mental health conditions. 
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Mercy Adult Risk Stratification Tool 
 


 


Mercy Adult Risk Stratification Tool   19 YEARS AND OLDER 
Risk Level: Evaluated by: Evaluation Date: Last Evaluation Date: 
Patient Name: Provider: Last Risk Level: 
Age: DOB: 
Risk Stratification Level: 
Score Risk 1: 0-1 Risk 2: 2-3 Risk 3: 4-6 Risk 4: 7-9 


Risk 5:  
10-13 


Risk 6:  
14-18 


 


CARE PLANNING 
LOW MODERATE HIGH 


EXTREMELY 
HIGH SCORE 


SCORE 0 1 2  
1 AGE  


19 years - 64 years 
 


65 years to 79 years 
 


80 years or older  


2 HOSPITALIZATIONS  
(last 12 months) 


 


0 TO 1 
 


2 
 


3 OR MORE  


3 ER VISITS 
(last 12 months) 


0 TO 1 2 3 OR MORE  


4 ALL OFFICE VISITS 
(last 12 months) 
exclude OB visits 


 
1 to 2 


 
3 to 6 


 
7 OR MORE 


 


5 CURRENT 
PRESCRIPTION 
MEDICATIONS 


(including oxygen) 


 
0-2 medications 


 
3-5 medications 


6 or MORE  


6 LANGUAGE/HEALTH 
LITERACY 


▪ Primary language: English 
▪ Carries out plan of care well 
▪ Demonstrates understating of health 
care needs 
▪ Independently seeks  health 
information 


▪ Limited English: verbal skills 
▪ Hearing impaired 
▪ Carries out some of the plan of care 
▪ Requires some reinforcement 


▪ Requires interpreter for all practice 
interactions 
▪ Not able to carry out plan of care 
without continued 
reinforcement 
▪ Requires routine reinforcement 
and education 


 


7 CHRONIC DISEASE 
(does not include 
mental health dx) 


▪ No chronic disease 
▪ AT RISK: pre-diabetes, borderline 
hypertension 
•Non Smoker 
•BMI   18.5 - 25 


•   1-3 chronic diseases diagnoses 
•   1 - 15 years tobacco use history 
•    BMI  < 18.5  - > 25 


▪ 4 or more chronic disease 
diagnoses 
•15 years plus tobacco use history 
• BMI > 35 


 


8 CHRONIC DISEASE 
QUALIFIER 


▪ N/A ▪ 1 or more chronic disease diagnoses uncontrolled ▪ 1 or more chronic disease 
diagnoses, severely uncontrolled  


9 MENTAL & 
BEHAVIORAL 


HEALTH 
(includes but not 


limited to 
dementias, 


substance abuse, 
autistic disorders, 
eating disorders, 
developmental 


delays) 


▪ No Mental Health diagnoses 
▪ Long-term stability demonstrated 
with medication 


▪ 1-2 Mental health diagnoses 
▪ Routine follow up with provider and or mental 
health provider 
▪ 1-2 Significant life stressors (Divorce, Death, Job 
Loss, Moving, etc.) 


▪ 3 or more mental health diagnoses 
▪ 3 or more significant life stressors 
(Divorce, Death, Job Loss, 
Moving, etc.) 


 


10 MENTAL & 
BEHAVIORAL 


HEALTH QUALIFIER 


▪ N/A ▪ 1 or more Mental Health diagnoses uncontrolled ▪ 1 or more Mental Health diagnoses 
severely uncontrolled  


11 SOCIAL 
DETERMINIATION  


& SELF-
MANAGEMENT 


▪ Steady income 
▪ Independent 
▪ Stable residency 
▪ Family or other support 
▪ Adequate medical insurance 


▪  Receives some support to meet social needs 
▪ Some medical insurance 
▪ Lives alone needs some assistance with ADLs 


▪ Lives in a Nursing Home  
or Assisted Living 
▪ Hospice 
▪ Homebound 
▪ Homeless 
▪ Unsafe home environment 
▪ Unemployed 
▪ Lack of financial or family support 
that impacts care 
▪ Transportation barrier 
▪ No medical insurance 


 


Comments:   
Complex Care Coordinator Referral (Please circle) YES NO   
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Mercy Pediatric Risk Stratification Tool 
 


 


 
  


Mercy Pediatric Risk Stratification Tool   BIRTH TO 18 YEARS 
Risk Level: Evaluated by: Evaluation Date: Last Evaluation Date: 
Patient Name: Provider: Last Risk Level: 
Age: DOB: 
Risk Stratification Level: Score 


Risk 1: 0-1 Risk 2: 2-3 Risk 3: 4-6 Risk 4: 7-9 
Risk 5:  
10-13 


Risk 6:  
14-18 


SCORE CARE PLANNING LOW MODERATE HIGH 
EXTREMELY 


HIGH 
SCORE 0 1 2  


1 
AGE 


 


3 years to 18 years 
 


Birth to 35 months 
 


Premature  
(<36wks) - 12 months 


 


2 HOSPITALIZATIONS   
(last 12 months) 


 


0 TO 1 
 


2 
 


3 OR MORE  


3 ER VISITS 
(last 12 months) 


0 TO 1 2 3 OR MORE  


4 
ALL OFFICE VISITS  
(last 12 months) 


Birth to 23 months: 4-5 visits 
2 years to 18 years: 1-2 visits 


Birth to 23 months:  2-3 or 6-7 visits   
2 years to 18 years:  3-4 visits 


Birth to 23 months:  
1 visit or >8 visits 


2 years to 18 years:  
>5 visits 


 


5 CURRENT PRESCRIPTION 
MEDICATIONS  


 
No Medications 


 
1-2 medications 3 or MORE Oxygen Use  


6 
Family/Caregiver 


LANGUAGE/HEALTH 
LITERACY 


▪ Primary language: English 
▪ Carry's out plan of care well 
▪ Demonstrates understating of 
health care needs 
▪ Independently seeks  health 
information 


▪  Limited English: verbal skills 
▪ Hearing impaired 
▪ Carries out some of the plan of care 
▪ Requires some reinforcement 


▪  Requires interpreter for all 
practice interactions 
▪ Not able to carry out plan of 
care without continued 
reinforcement 
▪ Requires routine reinforcement 
and education 


 


7 CHRONIC DISEASE 
(does not include mental 


health dx) 


▪   No chronic disease 
•  Non Smoker/no secondhand 
smoke 
•  Growth chart:  Between the 25th 
and 75th percentile 


•   1 chronic diseases diagnosis 
•   Exposure to secondhand smoke 
•   Growth Chart: <25th percentile or 
>75th percentile 


▪ 2 or more chronic disease 
diagnoses 
•  Tobacco use 
•  Growth chart: <10th 
percentile or >95th percentile 


 


8 CHRONIC DISEASE 
QUALIFIER 


▪ N/A ▪ 1 or more chronic disease diagnoses uncontrolled ▪ 1 or more chronic disease 
diagnoses, severely uncontrolled  


9 Family/Caregiver/Patient 
MENTAL & BEHAVIORAL 


HEALTH 
(includes but not limited 
to dementias, substance 
abuse, autistic disorders, 


eating disorders, 
developmental delays, 


depression, ADD, ADHD, 
etc.) 


▪ No Mental Health diagnoses ▪ 1 Mental health diagnoses 
▪ Routine follow up with provider and or mental 
health provider 
▪ 1-2 Significant life stressors (divorced parents, 
young parents <20, single parent, unemployment) 


▪ 2 or more mental health 
diagnoses 
▪ 3 or more significant life 
stressors (divorced parents, 
young 
parents <20, single parent, 
unemployment) 


 


10 MENTAL & BEHAVIORAL 
HEALTH QUALIFIER 


▪ N/A  
▪ 1 or more Mental Health diagnoses uncontrolled ▪ 1 or more Mental Health 


diagnoses severely uncontrolled  


11 
Family/Caregiver/Patient 


SOCIAL 
DETERMINIATION  


& SELF-MANAGEMENT 


▪ Steady income 
▪ Stable residence 
▪ Adequate medical insurance   
Meets basic ADL's 


▪ Receives some support to meet social needs 
▪ Some medical insurance 
▪ Meets some of basic ADLs 


▪ Homeless 
▪ Unsafe home environment 
▪ Unemployed 
▪ Lack of financial or family 
support that impacts care 
▪ Transportation barrier 
▪ No medical insurance  
▪ Foster care 


 


Comments:   
Complex Care Coordinator Referral (Please circle) YES NO   
 







Care Management: A Review of CPC Practice Approaches 32 


References 
Randall S. Brown, Deborah Peikes, Greg Peterson, Jennifer Schore and Carol M. Razafindrakoto. Six 
Features Of Medicare Coordinated Care Demonstration Programs That Cut Hospital Admissions Of High-
Risk Patients. Health Affairs, 31, no.6 (2012):1156-1166 


Haas, Lindsey R. Assessment of Risk Stratification Methods: Identifying Patients for Care Coordination 
within a Medical Home. Presented at Academy Health Conference June 26, 2012 


AAFP Risk-Stratified Care Management 
This web page explains what risk-stratified care management is, in that it begins with a periodic and 
systematic assessment of each patient’s health risk status, using criteria from multiple sources to develop a 
personalized care plan.  


AAFP Risk-Stratified Care Management and Coordination Table (1-page PDF) 
This table shows examples of potentially significant risk factors, as well as risk categories and levels. It 
provides guidance to identifying disease burden and determining health risk status.  


Advancing Integrated Mental Health Solutions (AIMS) 
The AIMS Center, housed within the University of Washington’s Division of Integrated Care & Public Health, 
Department of Psychiatry and Behavioral Sciences, seeks to improve the health and mental health of 
populations through patient-centered, integrated mental health services for individuals across the age 
span. The site provides information on integrated mental health care including principles and tasks for 
integrating care. 


Assessment of Risk Stratification Methods Identifying Patients for Care Coordination within a Medical 
Home (27-page PDF) 
This Mayo Clinic presentation at the Academy Health Conference in June 2012 focuses on identifying 
patients with care coordination needs are part of a Medical Home.  
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This strategy addresses 
CPC Milestones 2 and 6. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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CPCPracticeSpotlight20 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


 
Focused Care Management and Coordination Reduced 
Emergency Room Visits for Patient 
Group Health Associates – Springdale, Cincinnati, Ohio  
System (TriHealth), 14,000 patients 
Situation: Weekly visits to the local emergency department (ED) were routine for “Martha,”* 
an elderly patient who suffers from multiple co-morbidities.  Martha depends on portable 
oxygen, takes more than two dozen medications and lacks significant family support and 
resources. She also struggles with managing her chronic pain. 


Strategy:  ED utilization reports brought Martha to the 
attention of the care management team at Group Health 
Associates’ Springdale practice. Within 72 hours of 
Martha’s ED visit, a care management team member 
contacted her to discuss her reasons for seeking care at 
the ED and to identify her follow-up needs. This phone 
call sparked collaboration between her physician and the 
care management team to initiate intensive care 
management in response to Martha’s complex medical 
needs and barriers stemming from her social support 
needs.  


In addition to scheduling Martha’s follow-up 
appointments and coordinating any needed referrals, the 
RN care managers’ outreach also revealed Martha would 
benefit from home health nursing. Although the care 
managers would call frequently – sometimes daily – to 
check on Martha’s condition, the home health nurse also 
maintained constant communication with Group Health 
Associates’ care managers.  


The team’s assessment of her need for social support led to contacting local community-
based agencies that offered services Martha could use, such as making her home safer and a 
healthier environment and helping her with other resources. 


Springdale care managers tracked Martha’s progress through their care management 
dashboard. Along with ensuring office visits are completed, the dashboard showed how 
frequently outreach occurred and when the next communication was scheduled. Any notes 
from the home care nurse were documented here as well.  


Martha began to recognize that consistent monitoring was stabilizing her conditions, and the 
frequent check-ins helped her build new-found trust in her care team. She became engaged in 
contributing to her treatment plan and was willing to learn about better managing her 
symptoms. As Martha gained confidence that help would be available when she needed it, 
her trips to the ED decreased significantly and eventually stopped. Martha made no visits to 
the ED for more than a year.   


*Name changed to protect patient privacy.  


Collaboration site resources: Care Management at TriHealth, Spotlight 6 


Tenets from Springdale’s 
“It takes a village” strategy:  
• Collaboration among 


multiple disciplines is 
essential.  


• Clear and frequent 
communication among 
all team members keeps 
everyone on task. 


• Care coordination is 
fundamental to the 
patient’s success. 


• Patients return to the 
center of the care 
continuum when their 
barriers to treatment 
are addressed. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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National Health Disparities Series: Disparities and Care Management 


Presenter: Rachel Voss-DeMeester and Mona El-Shamaa, Finding Answers 


Moderator: Krystal Gomez, TMF Health Quality Institute 


Feb. 26, 2014 


Hello, everyone. I'm Krystal Gomez from TMF Health Quality Institute. Welcome to another installment 
in our CPC Health Disparities Series entitled, "Equity and Care Management", provided by Finding 
Answers. Finding Answers is a national program of the Robert Wood Johnson Foundation with direction 
and technical assistance provided by the University of Chicago. First, a few announcements. Today's 
program is being recorded and will be posted on the collaboration website. The slides for today's 
presentation are available for download on the collaboration website, or by going to the file on the top 
toolbar, going down to "save as" and saving it as a document. We appreciate the presenter's time and 
effort in preparing for and sharing their valuable knowledge. Any statements regarding their technology, 
products, or vendors are expressions and opinions of the person speaking, and not an opinion of, nor an 
endorsement by, the Centers for Medicare and Medicaid Innovation, nor TMF Health Quality Institute, 
nor the host of the program. To enrich your listening and participation experience, here are a few tips. 
All lines will remain muted throughout the session. To submit questions, click on the Q and A tab on the 
right-hand side of your screen.  


Now, I'd like to introduce Dr. Laura Sessums. Dr. Laura Sessums is a general internist who joined the 
CMMI/CPC team in December, as the Division Director of Advanced Primary Care. And, here's Dr. 
Sessums.  


Thank you, Krystal. I'm so glad you all are able to join us this week for the fourth and last in our series of 
webinars on reducing health disparities in the CPC initiatives. I've heard from a number of you in CPC 
practices about how care managers are a critical piece to solving the puzzle of the care of complex, high-
risk patients, and this is certainly consistent with my own experience. In today's webinar, we'll hear 
more about the interaction of care managers and health care equity. Certainly in my own practice, I've 
worked with care managers from various backgrounds including local African-Americans, and people 
from the Caribbean, as well as the Philippines. And, those care managers' backgrounds reflected large — 
reflected that of large groups of our patients. As a result, they understood the traditional foods. Patients 
from those backgrounds aid and other traditions that impacted patient's health. They were certainly 
able to bond with patients over these shared backgrounds and provided insights to me and others about 
the patients and the patients' behaviors. This certainly gave all of us on the care team very actionable 
information. In addition, we had other care managers without those shared backgrounds, but who were 
very caring and empathetic people. And, those folks were also able to bond with patients, develop a 
dialog, and help the team really make great strides in improving our care of our patient population. So 
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now, I'd like to turn over the presentation to my colleagues at Finding Answers to teach us more about 
the issues of equity and care management. 


Thanks, Dr. Sessums. My name is Rachel Voss-DeMeester, and I'm here with my colleague Mona El-
Shamaa today, and to represent the Finding Answers team. We also have in the room with us several 
others who are from our team, Robert Nocon, Kevin McCullough, and Scott Cook, who will jump in at 
the end of the webinar as we do question and answers. Before we get into the actual content, I just 
want to remind you that you can submit questions throughout the webinar in the chat function, and 
that way we'll be able to get to all of them at the end.  


So, for those of you who have been on the other webinars, you've seen us before. But, I want to give 
you one last time, these anchor-points on sort of the key messages that build the foundation for our 
discussion for care management and equity today. So, these are the three, sort of, core concepts from 
our introduction webinar on why and how to address disparities in your CPC work. First, we talked about 
how health equity is an integral part of quality, and that they best quality care meets the needs of all of 
your patients. Second, we've talked about how tailoring quality improvement interventions to the 
unique needs of your minority patients that can help reduce disparities and improve overall quality. 
And, we talked about the idea that generic quality improvement can improve care overall, but that it can 
also fail to address, and may even worsen, disparities between patient groups, if you're not specifically 
paying attention to equity. And finally, we'll talk — we have talked about how focusing on equity can 
maximize the impact of your CPC work, both by increasing the effectiveness of it and by increasing the 
reach of your activities. And so today, we'll talk specifically about how equity can maximize the impact 
of your care management programs. 


So, just before I start going through, I just want to lay out the agenda for today. We'll talk about that link 
between care management and equity, and then we'll go into some of the main functions of care 
management. And then, we'll talk about identifying a care manager. And, in that section, we'll also talk 
about, sort of, creates that members of the care management team need, as well. And then, we'll be 
privileged to hear from the care management team at Duke University Medical Center, who will share 
some of the tips that they've learned from integrating equity into their care management.  


So, just to orient ourselves, we know that your CPC Milestones encompasses several components of 
care management. And, while equity can play a role in each of these areas, we're going to focus on the 
patient coaching and the proactive care part of it. These are, sort of, the way that the care management 
team functions more day-to-day, and that's informed by your efforts in these other more population 
management oriented components.  


So, how are care management and equity linked? One of the pillars of care management is identifying 
and addressing patient care needs that aren't being addressed in other ways in the clinic. And, I'm not 
talking about negligence; I'm talking about, obviously, the patients in your clinic where you're giving 
good care, but who, for some reason, need some additional help. Care management provides the 
unique opportunity to understand diverse needs and preferences in a different way, and some of that is 
because of the way care management programs are structured. First of all, care managers, the end 
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people who provide care management, might have a little bit of additional time and access to patients. 
And, this allows them to pick up on additional culturally based barriers and preferences that you might 
not otherwise hear about. And second, those who are providing care management are able to act as a 
bridge between the patient's experience in the clinic and outside of the clinic.  


We can also talk about the link between care management and equity from the perspective of targeting 
your resources. So, another pillar of care management is providing additional navigation and support to 
patients who need it. Often, minority patients are overrepresented in those high-risk groups and so 
providing equity-focused care management allows you to reach those patients in the best way. And, 
now that we've talked about this link, I just want to sort of insert a caveat that when we talk about 
equity, we're going to mention race and ethnicity quite a bit, but that can also correspond with gender, 
or sexual orientation, or religion, and there are essentially many other factors that contribute to 
diversity. So, if you feel that you maybe don't have a lot of diversity, per se, in your clinic, we think that 
some of these principles are still important for you. 


So, let's go now into the functions of care management. And, we'll start with patient coaching.  


So, a main rule within patient coaching is advocating for patients. That is, care management teams help 
teach patients to ask for and pursue the care that they need. One of the ways that care management 
teams can do this is by identifying goals that are maybe less clinically urgent, but that are important to 
the patient's self-management. So, for example, let's say that a patient needs to reduce their A1C, but 
the patient is experiencing a lot of life stress and it's interfering with their ability to self-manage.  


10:01 
As the care management team understands that and advocates for addressing that stress and bringing 
that issue to the front, that helps to remove that barrier so that the patient can become better engaged 
in their self-management. Care management teams can also advocate for patients by helping them 
navigate interpersonal dynamics, especially any power imbalances that might exist. So, this can exist 
between patients and providers. Patients from some minority groups have been shown in the literature 
to sometimes defer to a provider's clinical expertise and prefer that they make decisions for them. But, 
the literature also shows that persistent encouragement can help patients become more engaged in 
decision-making processes and their care in general.  


And then, care management teams can also work with any family and gender dynamics that are 
occurring. We've talked in some of our other webinars about how family involvement might be stronger 
or weaker for certain cultures and how you do care management can help sort of connect the dots of 
what patients need in this realm.  
So, care management, like good clinical care, works best when done in a culturally tailored way. And, we 
don't mean to imply that you don't do this already in your care, but just to underscore culturally 
tailoring care management means identifying culturally-based barriers, motivations, desires, you know, 
things that might exist for patients that you're not aware of. Second, understanding, again, different 
values and health-related beliefs. And, finally, providing education to match those. So, for example, 
some minority groups may be likely to seek health information outside of your clinic. They may look to 
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faith-based groups, or community organizations. And, it's easier to provide education in care 
management that complements those resources when you are familiar with them. 


So, the patient coaching function focused mostly on connecting with patients once they are in the clinic. 
The second function of practice care delivery focuses on connecting with patients between care 
episodes to avoid falling through the cracks. And so, I'll pass this over to my colleague, Mona, to go from 
there.  


Okay. Thanks, Rachel. So, one way that the care management team can provide proactive 
communication is to act as a bridge between patients and the health care team. So, minority patients 
are at greater risk of falling through the cracks. This happens between appointments, it also happens 
when transitioning between clinic staff.  
They may face additional barriers that were result in limited contact with the health care system. For 
example, minority patients tend to have higher rates of residential mobility and tend to change phone 
numbers and addresses more often. So, to avoid losing contact with the patient altogether, which is 
common, the care management team can ask for several contact numbers when obtaining patient 
contact information. Another way to provide proactive communication is to reach out to patients before 
issues occur. Minority patients proportionally have limited access to the health care system, so it's 
common for patients to only be treated once a health condition has escalated. So, in this case, the care 
management team can remind patients to take their medication, or help the patient schedule an annual 
preventative care visit, for example.  


14:27 
So, because patients only spend a small finite time at a clinic, it's important that the care management 
team connects the patient with community resources. It is especially important to find community 
resources that are culturally competent and trusted by the patient's community or social circles. So, 
these external resources may have a powerful impact on addressing barriers to equitable care. So, let's 
look at an example of a patient who feels unsafe exercising alone after work. The care management 
team can connect him or her to a walking group, for example, in his or her neighborhood. Or, if a 
Spanish speaking patient has been advised by a physician to quit smoking, the care management team 
can link the patient with a smoking cessation program conducted in Spanish within his or her 
neighborhood, as well. Community resources have the added benefit of reaching patients who may have 
limited access to the health care system.  


Okay, now that we've talked about what the functions of the care management program and what care 
managers do, we'll talk about how to identify somebody or multiple people to provide care 
management. 


So, those providing care management have the central role in understanding the patient's needs and 
goals and then using this as background to coordinate the team. There are specific goals that we've 
identified that allow them to work effectively with minority patients and serve this coordinating and 
bridging function.  







National Webinar, Health Disparities and Care Management, Feb. 26, 2014  5 


The first trait we identified is cultural awareness and humility. Research shows that care models that 
incorporate cultural competency effectively increase the practitioner's awareness of how to deal with 
culturally diverse patients. Another trait is passion for working with a priority population. Minority 
patients may often feel disenfranchised, and therefore, require more time or commitment from their 
care manager, as Rachel described earlier. Having an enthusiasm and passion for the community allows 
care managers to remain engaged in order to provide the best care, and also helps them not feel as 
burnt out. So, another trait that we identified is flexibility and tailoring. Because each population has 
different cultural preferences and norms, it's important to be flexible and avoid this one-size-fits-all 
approach. For example, a good care management team can tailor communication, counseling, and 
solutions to the minority population. And, the last trait is, that we identified, is being positive and 
motivating. Navigating the health care system is challenging for everybody, but especially for patients 
who mistrust the health care system or have multiple culturally-based barriers to care, such as language 
or transportation. Care managers, or those providing care management, who remain positive and 
motivating can help patients avoid getting overwhelmed and help them stay engaged with their care.  


Peer matching is another useful tool that has been shown to improve communication, especially with 
minority populations. To practice peer matching, try to match on — based on one aspect of the patient's 
identity, which is most important to the patient group. Some examples may include parental status, 
religion, spiritual beliefs, caring for extended family, or sexual orientation. Peer matching is not 
necessarily always based on race and ethnicity. While cultural and racial congruence may be helpful, it 
does not guarantee cultural competence or humility. So, it's important that these traits should be 
assessed and never assumed. Care managers who identify personally with the patient have an intimate 
understanding of the social norms and beliefs that influence the patient's health and health care. So, 
also another way that peer matching would be helpful is there may be greater trust between providers 
and patients from similar backgrounds, which ultimately improves communication.  


And lastly, people have unique ways of interacting with the health care system. So, some cultural groups 
have experienced historical oppression or discrimination and may mistrust the health care system, so it's 
important to match based on a care manager's familiarity with these historical and cultural factors. But, 
like Dr. Sessums mentioned, a care manager doesn't have to be peer matched to do a great job. We 
understand that peer matching is not always possible. In some cases, other traits may even be more 
important. But, once again, we wanted to address this tool.  


With these traits in mind, it is important to balance the need for these key traits with your organization's 
capacity to hire and train new staff.  


20:06 
Ideally, you would hire a new person. This would help you prioritize these traits and ensure that the 
new-hire won't be overwhelmed with existing or competing demands. Of course, practices may need to 
use existing staff to get a care management program off the ground. Once that's accomplished, then 
they can reconsider the idea of hiring new staff. In way of prioritizing traits, it's important to consider a 
care management team who has inherent parts of their personality that make them a good fit. For 
example, at first one can identify somebody who's passionate about working with the priority 
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population or someone who's flexible. These are traits that are usually pretty inherent to a person's 
personality. Then later, you can provide trainings to develop additional skills such as motivational 
interviewing or tailoring. 


21:08 
So, before I close out, I just wanted to add that we're going to have a cue — we're going to — address 
your questions — we're going to address those questions and — or answers at the end of this, but we 
just wanted to have you know that you can keep asking questions and we'll get to them at the end. But, 
for now we are happy to have care managers, Pam Gentry, Cindy Rose, and Professor Hayden Bosworth 
from Duke University to share their experiences integrating an equity focus into their care management 
program.  


So, Pam and Cindy serve as care managers and will give examples of their experiences. Then, Hayden 
Bosworth, who has served as a principle investigator will discuss how the team was able to integrate 
equity on a more organizational level. 


Okay, so... 


Hi. This is Cindy, and our patient contacts consisted of monthly telephone calls. And, it usually it takes 
me several months before I get to know a patient. And, I hadn't been aware of this situation before, so it 
took me by surprise to have had patients tell me that they've had to wait until their monthly checks 
before they could pay for their prescriptions, or that their diet choices change, compared to from the 
beginning of the month to the end of the month. For one patient, a particular call that I had with her 
was towards the end of the month. And, the woman that I was talking to had recently retired as a school 
lunch lady, at 82 years old, and she lived in a multigenerational household. She had just been to her 
primary care provider and was prescribed a new blood pressure medicine. But, I asked her when she 
would start the medicine and then she told me she was just going to have to wait until her check came 
in at the beginning of the month, and that there just wasn't money for this right now. And, I asked her if 
the provider knew that this was going to be another couple of weeks before she could make this change, 
and was told she didn't know.  


Another time, I had a patient who was cooking dinner for her parents. We had just been talking about 
making diet changes using less salt and less processed foods. And, I could hear her busy preparing the 
dinner; I could hear the pan sizzling. And then, she told me that the food that she was getting was from 
the food bank. She didn't get to pick and choose what she got. And, it wasn't that the diet information 
that I was going over wasn't important to her, it just wasn't possible at this time of the month. So, you 
know, I've learned from these patients' calls that at the end of the month, running out of money is not 
unusual.  


Hi. This is Pam. I know one of my first phone calls with a 40-year-old man, we had gone through and 
gone over his medication, hypertension knowledge and all the things I needed to, and at the end, I asked 
him if he had any questions. And, his question to me was, would I be able to help with his blurred 
vision? He wasn't able to read the newspaper like he wanted to. And, so in talking to him a little bit 
further, I asked him what his blood sugars were doing and he said they were running mid-300s to low 
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400s. I kind of went and reviewed his diet and that looked okay, nothing glaring. And then, he said he 
was drinking about two gallons of sweet tea a day, and a two-liter bottle of Mountain Dew. So, we kind 
of brainstormed as far as how he could change that, and he decided that he could take the sweet tea 
and would drink Krystal Light. He did not like their artificial sweeteners, you know, adding to 
unsweetened tea. And so, when I called him a month later, he said that his blood sugars were 
consistently running about 140s to 150s. He had stopped drinking Mountain Dew; he had gone to diet 
Mountain Dew. He was drinking only Krystal Light tea, thought his surgical site was healing better. He 
had more energy than he did. He was able to read his newspaper. And, because of those changes he 
actually was now motivated. He'd been eating fried chicken five to six times a week; was now going to 
cut that into half, to about two to three a week. And, he was also motivated to work on other aspects of 
his behaviors, such as he was going to cut out rice, and he was going to change the way he eats and 
cooks. So, we talked about, you know, continuing to monitor his blood sugars. And, he was very positive 
and was happy things were going much better and could read his newspaper. 


25:49 
Thanks, very much, Pam and Cindy. This is Hayden Bosworth. I'm trying to... Okay. So, what I would like 
to do at this point is try to summarize some of what we've discussed and draw through some — move 
how we went from a research protocol that was funded through Robert Wood Johnson to a CMS quality 
improvement program, at the moment. And, the early project involved — it was called CHANGE, 
Cholesterol, Hypertension and Glucose Education Study. This is one of about 12 randomized clinical 
control trials that we have conducted. This study, in particular, had approx. — most — 359 African-
Americans with type 2 diabetes. And, one of the things I just want to point out is, when we're talking 
about disparities, it's not just simply race. It's also literacy and income. And so, we had 49% were 
functionally illiterate, which meant that they had a hard time understanding the back of the New York 
Times bottle, and — a Tylenol bottle, or the back of New York Times article. And so, we have to be very 
mindful about how we convey that information and how we communicate to the individuals, but how to 
do that in a respectful way. The other part is that, already as Cindy alluded to that often times for the 
populations we're working with, we have low incomes. So, trying to make sure that it's culturally 
appropriate, yet that we can consider it — take into account individuals making less than $10,000 a year, 
and acknowledging that for many of us on the phone, for case managers, or a professor, like myself, 
we're all privileged and how do we understand and be able to communicate people using humility, but 
also not making somebody feel uncomfortable, but understanding where they are and their life 
experiences. So, with that we transitioned from what was a randomized clinical control trial to a CMS 
funded project. Now, we're not the PI on this, this is something that's being conducted locally. But, 
there's some lessons that can be learned from this experience. So, this is an ongoing program in four 
different counties; in Durham, Cabarrus County, which is more towards Charlotte, Quitman County, 
Mississippi, and Mingo County. And so, one of the lessons, in terms of case management and equity that 
we have to mindful as is that urban, rural, and literacy, and race; there's so many different components 
of that. And, just being mindful of the demographically diverse, underserved counties that we may be 
working with, and being also aware that to address issues of equity and cultural sensitivity, we — our 
programs are never rolled out as if it was assumed that that local community can utilize that program. 
And, that there's often times a need to have the case managers, particularly from the local sites, provide 
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some input, and making sure that it's appropriate for that community. So, as another example, we're 
doing some work in South Carolina. Piggly Wiggly is a big supermarket chain down there. And so, making 
sure that the resources, and utilizing those local resources that, in South Carolina, are different than — 
because we don't have Piggly Wiggly's here, up in North Carolina. So, what some of the additional 
comments I've wanted to just bring up is that so again, we provided an overview of how we transitioned 
from a research to actually quality improvement. And, I would say that a lot of the reasons why we've 
been able to make that transition have to do with the role of case managers, and the ability of them to 
engage individuals and appreciate, and the diversity of the population that they're working with. And, 
some of the lessons I'd like to just share with you, if I could, that both the case managers are the 
stakeholders, as well as the patients. And, in getting their insight and thoughts about how we can adapt 
a program and continue to develop these efforts. And so, I think it's really important to understand and 
respond to the specific needs and the preferences of the minority populations that we may be working 
with, and just also appreciating the local variations in the local communities and across groups. And, I 
think the point, too, is that early on, involving these individuals as stakeholders.  


30:02 
For us, for the Robert Wood Johnson funded project, our stakeholders were involved in the very 
beginning. So, by the time the project was ended both the case managers were advocating, as well as 
the patients, and it helped continue finding alternative ways to continue the program and transitioned 
more into a quality improvement program.  


I also think it's really important, and I think, as it was mentioned before, to realize that minority patients 
are often overrepresented in the high-risk groups, they have a lot of challenge and comorbidities that 
we need to be acknowledging, and that they often need additional support. And, I think the role of care 
managers are key for this because, A; there's not enough time in a primary care or specialist's time, so 
the care manager can spend a little more time, delve a little bit further, and understand. So, that 
additional time is really important. But, they also really play a very important role in bridging between 
health care and patients, and I think that's really something important to be mindful of. As far as the 
good case managers, it's having cultural awareness, humility; it's a passion for working with these 
populations, and also really some familiarity to the community. It does not work well when you pick 
somebody up who hasn't had some time in the community. Not to say that you cannot hire somebody 
like that, but it really is an important component to go and visit the communities and understanding 
what's local, and just some of the history and variation.  


I just want to briefly also mention a couple of other elements that I think are really important for these 
types of programs. One is language, and making sure that we — that's translation and attention to 
literacy level. And so, even though we may all speak English, again, there's local dialects, local terms, 
understanding those metaphors. So, when we're talking about diabetes, often times, we may use the 
term "bad blood". And so, I think just understanding how people refer to the things is really important. 
So, also ensuring you understand, as a case manager, the common language of the patients you're 
working with. I think cultural sensitivity's an ongoing process; it's not a simple event. It's an always 
ongoing, and improving, and developing. And, I think that also understanding the content, congregants 
with values, customs, and traditions. So, for us, we're in the South, so religion is really important. And, 
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you know, really being aware that individuals may say, you know, "It's all in God's hands," and so how do 
you, as a case manager, handle that and whether, whatever your own religious beliefs are, how do you 
adapt to those, where the individual is. And, that takes some effort. It's not an easy process. I think goals 
of understanding what's positive, and adapt to cultural values, and being mindful that it, often times, is 
shared decision-making. That you, me, as a care manager, hope to get a patient to some place, but they 
may not be ready to do that, and appreciating that, and understanding that you may be planting a seed 
that may eventually grow. But, that the reward may not be immediate for you. And then, the 
understanding, again, back to the issue of context, inclusion of relevant context, discrimination, we've 
done work in the Latino community, and access to care. And, there's a real problem, in terms of a fear of 
interacting with the health care system. And so, be mindful of those situations. So again, as back to what 
Cindy mentioned, responsive to resources and barriers, to providing those resources. So, if an 
individual's at the end of the month and may not be able to cover their medication and there are 
alternative methods to help support those people, dietary issues and things. And, I think that often 
times there just does need to be some flexibility. But, one of the things too, is to have some fidelity, in 
the sense that a program, hopefully, is structured so that most case managers are doing 80 to 90% of 
the same thing, but ability to have that flexibility that when a patient brings up something that may or 
may not be what your agenda is, how do you handle that but yet not shut it down? Because, that's the 
fastest way of disengaging an individual. But yet, doing this in an efficient, way so you can have a quick 
conversation.  


Those are just some tidbits to think about, and we're available to answer more questions, but the only 
— the last point I would just emphasize is you, as a care manager, have a really unique and important 
role and that your, in many ways, having that opportunity to develop long-term relationships. And, I 
think it could be extremely powerful. And, it's almost like you're a detective. That you'll often times find 
things that you just want to know, but it just takes some time to figure those out. And, I think those are 
really powerful opportunities for you, as a case manager. So, I'm happy to answer any questions, and 
thanks for your time. 


Thank you, so much, Hayden, Pam, and Cindy. The work that you're doing out at Duke is extremely 
impressive and the growth of your program from that first pilot to this sort of much larger, multicounty 
study really speaks to how well you've built this sort of attention to tailoring your care and care 
management to your specific population, how well you've built that into your program. So, this has been 
wonderful. Thank you. 


We will go to question and answers now, so just a reminder to all the folks on the line to feel free to 
submit Q and A if you have that panel in the bottom right corner of your screen. And, Hayden, you 
mentioned the importance of language in sort of the latter part of your comments. And, we have a 
question about one of the clinics who mentions that they have a high volume of Spanish speaking 
patients and employees that speak Spanish, and a huge list of community resources, but not so much 
ones that supply bilingual communication. And, she's wondering how to — how you might suggest going 
about finding more that speak Spanish. And we know that finding folks to help with bilingual 
communication is pretty difficulty, generally. Do you folks have experience from your project in dealing 
with that? And, any tips you might be able to provide? 
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Sure. I mean, I think that this is a really, it's a great question and really an important one. And, I just 
want to clarify too, that I think if the person asking the question was alluding to. Simply because you 
speak Spanish doesn't mean that everybody can understand you. And, my wife is from south Florida, 
Miami, and so she learned how to speak Spanish because there were in a large Cuban population, which 
may be very different and it's much — spoken different than actual areas of Mexico. And, quite frankly, 
being here in North Carolina for 20 years, there are people from North Carolina I still don't understand. 
So, it is that ongoing issue. I think, you know, ideally just, you know, finding individuals within the 
community that can speak Spanish and understand the community is ideal, but that's not where reality 
is. I think that, you know, there's kind of this sliding scale, if you will, where you're dependent — and the 
parameters are limited by your resources. So, you know, you can't be in New York and have 40 different 
people speaking 40 different languages, because that's what typically at NYU you do. But, the hope is at 
least at a minimum, you're utilizing the cultural sensitivity, appreciating some of the challenges the 
individuals may have, some of the reticence to communicate and interact with you. My wife, as a child 
therapist, works out in Burlington, which is west of here. She works predominantly with African-
American population, and it took her a long time to realize that among certain African-American 
population here, they wouldn't make eye contact with her; she would happen to be white. And, it was 
these lessons that she eventually had to learn, that, you know, she wasn't African-American, but she had 
to eventually understand and appreciate the cultural issues. So, I think the end result is, is that ongoing 
training, utilizing the resources. But, unfortunately, I suspect in this situation you may have somebody 
who happens to be a college student who learned how to speak Spanish, but it's not necessarily the 
dialect of where you are. And, I think there's something lost when we're referring them outside the 
system and the more you can engage inside, as a case manager, I think the more powerful that 
relationship is. But, being mindful of the local resources. So, you know, so that would be my initial 
response. I don't think it's a clear answer, but acknowledging the challenges that I think we're going to 
have to deal with, particularly as communities that we're working with become more diverse.  


Thanks. And, yes, definitely, definitely a significant challenge, and one that is likely going to increase, 
even for practices who aren't seeing that challenge now. Scott Cook from our team at Finding Answers 
wanted to add a couple of thoughts to this, as well.  


Yeah, everybody. Hello. This is Scott, and I don't have a whole lot to add to Hayden's excellent, excellent 
answer to that question. And, he's right. It's a tough situation and there's no easy answers. Just some 
very, sort of, focused, pragmatic ideas, and it depends on the community, of course. In terms of looking 
at other organizations that might provide some support to patients to come to get some help for some 
of those barriers that were mentioned earlier in the session. It sounds like the person who submitted 
the question that has some organizations they already work with that provide bilingual communication.  


40:04 
And, if they haven't already done so, I would approach the contacts at those organizations and see if 
they know of others in the community, or in the area, that perhaps the health care organization doesn't 
know about. So, there may be some undiscovered resources out there and I would just be sure that 
you're utilizing your current contacts fully to see if there's some other resources in the community. And, 
Hayden mentioned, or at the very end, that you know, yeah. I would not just immediately start referring 
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people. Of course there needs to be an assessment of any new organization that you're working with to 
be sure that they are culturally competent, and are providing services that are in line with the goals that 
you have as a health care organization and as a care manager. And then, you know, this is probably a 
long-shot, but if you're patient is computer literate and if they have access to the internet, that may be a 
last resort for finding some bilingual support, whether it's a particular health condition, in existing 
support groups, or educational materials that might be available to help them out. 


The last thing I just said is, you know, again, and from our experiences, unfortunately, individuals that 
are disenfranchised, particularly from the language area, know, have some sense of some health care 
clinics that may have more bilingual or more support. And then, we also have community programs here 
that can provide outreach. But again, it's the care manager referring them outside the system to a 
different organization. And, sometimes that's necessary, but that the more steps removed, it becomes 
more challenging.  


Great. This is Rachel, too, I just last thing on the — I know that we've given a lot of good answers to this 
question. In the rest of your CPC and some of your other Milestones, you're working on building patient 
and family advisory councils, particularly in your patient experience as you work to understand your 
patient views, and that can be a good place to bring these questions to, to ask your patient advisory 
council where are you going for resources? What are the organizations in the community that we should 
be talking to? And, they may be able to point you towards some of those bilingual resources that you 
are having a bit of trouble finding.  


Thanks, Rachel. Yeah, that's a great point. I mean, as the folks in the practices are probably hearing from 
a lot of different places, all of these different aspects of delivering comprehensive primary care and 
becoming more like a medical home. Those are all things that need to tie together and support one 
another. 


Looking back to the question list, we have a question about, where would you go to get cultural 
educational resources to help care coordinators work with certain individuals if they may not know that 
much about that person's culture? I'd first — Hayden, Pam, and Cindy, any thoughts on that from your 
experience, having sort of grown the program into different areas, and maybe having to expand into 
areas where you may not, as you mentioned, sort of, be a local to that area? 


Yeah. So, we're doing some work in Mexico, and South Carolina, and in the United Kingdom. And, in 
each of those situations, before we roll the program out, we really do go out and do a, kind of, an 
evaluation of the community and understand what's there, the challenges. As far as the case managers, 
typically, we partner with those systems in that environment, or those areas, and so they're staffing it. 
We help train them, but they're locally hiring people. And then, we kind of, we ensure the cultural 
competency and abilities, and periodically evaluate that over time. So, you know, we do really rely on 
our partners in the local communities, wherever those may be. Even with the CMS project we 
mentioned, Cabarrus is two and a half hours away. There are — we're working — we work directly with 
the case managers that were already identified in the local community and worked with them. So, that's 
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been our model and it's been more — pretty — seems to work reasonably well, but that may not always 
work for everybody.  


Thanks, Hayden. And, I think Rachel also had a point to add to that. 


Yeah. Just to — I think, Hayden, what you said about working with other people, other health care 
providers, and other care managers who are doing that work, is really important. I know — in that — 
when I've worked with physician offices in electronic health records, for example, it's very common for 
practices to go take a field trip and see what other people are doing, and talk to other doctors to figure 
that out. And, I think that applies equally here. That you can go to other practices in your community 
that might have more experience with some of these cultures, and see how they're doing it, and see 
how they're doing care management and get their feedback. So, I thought that was an important point 
to underscore.  


Great. And, Mona, it sounds like we might have some experience related to some of our Finding 
Answers grantees? 


Yes, our equity partners. So, in addition to just kind of peer learning that you can get from local climate 
care managers or local practices, we have just a recent example of one of our partners that we provide 
technical assistance to in western New York. They work with a Somali population on a diabetes program 
and while their population, there's a Somali population that's large and growing, they — we've been 
able to connect them to an organization in Minnesota, which in Minnesota, actually has the largest 
Somali population outside of Somalia. And, they've been able to connect them, provide tools, resources, 
really, really good advice about how to build a diabetes program. And, that's also another way to — that 
practices can learn from each other.  


Thanks, Mona. There's a question similarly about resources. One of the participants mentioned that 
they're a small practice with a wide variety of patients. And, they recall that their recently closed 
hospital had a large poster that detailed many aspects of health care across 15 major cultures, and are 
looking for a similar type of resource.  


This is Rachel. I'll just jump in. And, I wish I could tell you that we had one for you, but what I can tell you 
is that sometimes public health departments will have similar sorts of things. And, I'm not sure which 
region of the country this question is coming from, but some health departments do an annular report 
on minority health care. And, that can be a great sort of at-a-glance fact sheet on where disparities lie 
and what sorts of opinions some of those groups may have that you might want to ask your patients 
about, so that's one place to look. 


Great. Thanks, Rachel... 


There's also the NIH Office of Minority Research, which has a terrific resource of information about 
different cultures and communities, and they may also be a nice place to look, as well. 


Wonderful. We can follow up with the group with the links to both of those resources.  
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48:11 
Another general question for Hayden, Pam and Cindy. We've covered a lot across this webinar, in terms 
of various, sort of, techniques and things to consider with the respect to incorporating equity into care 
management. And, one thing that might help the group is to just to — if there are any highest priority 
take-homes, you know, of the biggest impact things that the people should focus on. Or, you know, if 
they were to walk away and want to — and you would have the opportunity to sort of provide a really 
solid reminder of, what's the one — what are just the one or couple things that they should focus on as 
sort of highest priority messages? Any high priority or high impact things that you'd want the group to 
focus on? 


This is Hayden, so I'll maybe send it back to Cindy and Pam, since they've done this for over a thousand 
individuals. But, you know, our goal eventually is patient engagement. And, you don't think that in one 
phone call, or in one interaction, we're going to solve a person's problem. The goal is just though that 
you get to the next step. And, the next step may be the next phone call, and then the next phone call. 
And so, all that deals with is patient engagement, trust, appreciating what's being offered, appreciating 
what the patient's struggling with, the humility, we mentioned, a little bit of therapy, just a little bit of 
empathy, I think. Just being able to empathize. And, I'm not — it's not sympathy, its empathy, and 
appreciating what each individual's challenges are. We've even, you know — chaos. So, we did this 
paper looking at chaos predicting non-adherence and, you know, it was this major factor, but think 
about how many of you could get out the door and not forget your keys, or forget your children, or 
forget where you're going, or lost something.  


50:10 
And so, I think, you know, the populations we're generally dealing with are — deal with very chaotic 
households and, you know, no fault of their own, but that's just what it is. And I think, understanding 
and appreciating that and trying to create small success. We're only looking at small behaviors over time 
that we can build upon. We don't want somebody to lose 50 — we want somebody to lose 50 pounds, 
that's not where were going to go. We're going to get them to lose one or two pounds over a couple of 
weeks, build upon that success. So, there are a couple things in part of that, but I underlined the goal is 
engagement, how do we encourage engagement? That's trust, that's humility, empathy, and just trying 
to reach the person where they are. I don't know if Cindy or Pam, any other further comments? 


This is Cindy. I just wanted to add, one of my big concerns is patient safety, and also safety for their 
families. I can remember one call with a young woman in her 30s, who had several children there 
around the swimming pool, and she's trying to complete the phone call with me and I could hear the 
children in the back. And, I just needed — I did not feel comfortable with it. I said, "You know, let's 
reschedule this. You really need to pay attention, you know, to the kids." And so, we did schedule back 
at another time.  


This is Pam. You just have to listen to them and find out, what is their priority? What is their most 
pressing piece of information? And, if for this man it was, you know, simply telling me that he couldn't 
read the newspaper. You know, for me, I would have pounced on his blood sugars at 300 to 400. But, for 
him it was because he could read, then that directly impacted his life and now he was ready to make 
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changes. Not that he could be on dialysis, he could, you know, all these other things. So, it's meeting 
them where they're at and going from there. 


I think that's great to way to end — or to summarize. And, we do one example where we do patient 
communication, patient-provider communication. We role-play with them over the phone. And, one of 
the lessons we learn is, and we teach them, is to say, "Okay, you may have 20 different issues you 
wanted to address, the provider has 20 different issues. Could you potentially — you as the individual, 
you — as a care manager, here's the one thing I would like to work on or think about. And you, as the 
patient, what would you like to work on?" And see, you're kind of negotiating the shared decision 
making. If this was any other relationship, it's just really balancing where you're coming from and what 
they're trying to do, so. 


Thank you, so much, Hayden, Pam, and Cindy. I think where we've ended up here, is sort of is a good 
place to, sort of, think about the sessions overall, because, as with a lot of these sessions with patient 
experience, with this one care management shared decision making, as Hayden mentioned. Doing things 
well with respect to incorporating equity, is really just doing things well a respect to quality, that we're 
really paying a special attention to those things that are specific to our local patient populations and our 
local communities. And, this sort of really, really hammers that home and also the need to sort of build 
it into what you're doing and think about it on a day-to-day basis. So, again, thank you to CPC on behalf 
of all of the Finding Answers team and all of our guest speakers and stories from the field who were able 
to sort of bring this content to life. Thank you for the opportunity to really share some of what we think 
about equity and quality and how it might affect your work in the CPC over the course of these four 
webinars.  


So, as you'll recall, we started out talking about — really, just hammering home the message that equity 
is a critical part of quality. That you can't think about — or think that you're providing across the board, 
highest quality care without also making sure that that care is equitable, and that it's tailored to the 
communities and the individuals and the patients that you see. So, tailoring is a key part of that. We've 
talked about tailoring with respect to race and ethnicity as our particular lens, But, we want to 
emphasize that even for practices that don't have a lot of racial and ethnic diversity in their practices, 
just because you don't — and I'm lifting a line from our — one of our patient experience speakers, 
Brenda Battle, just because you don't have minorities in your practice doesn't mean you don't have 
diversity in your practice. And, that the lessons that we apply to looking at individuals and culture and 
how that affects their, you know, ability to pursue good health, that applies to all types of diversity. We 
talked about language, socioeconomic status, local culture, a number of things. So, just a reminder of 
that. And finally, while this series and this month has been sort of called, you know, equity, and the CPC 
equity and different parts of your CPC Milestones, you know, we think that just as much, this stuff about 
equity is about helping you do a better job, and a good job, with your existing work. And hopefully, the 
discussions that we've had around how to incorporate equity into shared decision making, patient 
experience and care management has shown that; that they should just be part and parcel of the daily 
work that you're doing for the program. And, we have mentioned in the past, we targeted a couple of 
specific areas in these webinars from, in terms of communicating messages from, or finding answers 
sort of resources to the group. But, we just wanted to also remind the group of our website, 
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www.solvingdisparities.org, which has sort of a range of resources, a road map that has some more 
comprehensive information about, you know, what can you do and where can you start, with a respect 
to building a culture of equity and a focus on equity into your organization and your work? And then, we 
also have sort of tools and databases and examples of grantees that we've funded to help you navigate 
the scientific and research literature that's out there, to come up with good ideas, see what other 
people have been doing. For example, the two grantees that you've heard Hayden, Pam and Cindy, and 
Ian and Cathy from the intro webinar from Lancaster General, were all grantees of Finding Answers and 
have resources there on that website that can help you understand more about their work. And so, 
again, thank you, all. We just — we hope that we've provided some valuable information to incorporate 
into your CPC work. And, please feel free to reach out to us for more information or with any questions. 
And, with that, I'll hand it back to Krystal. 


Thank you. All right. So, what's next as for national webinars? We have our next national webinar on 
March 4th, and the topic will be Milestone 3, specifically, a synchronous access. We also have some 
education on CAHPS, and then we'll be exploring some of those options within Milestone 2. We'll be 
doing a Deep Dive in Behavioral Health and also a Deep Dive into Self-Management Support. So, we look 
forward to you joining us for those. And, thank you all for attending. We hope you found this entire 
series to be very informative and helpful for you and your practice. You can exit this session by clicking 
on the file menu option at the top left of your screen and select the option to leave the session. You'll be 
taken to a post-webinar survey that needs to be completed in order to receive credit for attending this 
presentation. Again, thank you for attending. 
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Primary-Care-Initiative/.  
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CPCPracticeSpotlight21 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Data-Driven Improvement Using Medication Management and 
Shared Decision Making with High-Risk Patients with Diabetes 
Cherokee Nation Health Services Wilma P. Mankiller Health Center, Stilwell, Oklahoma 
System; 3 physicians, 3 NPs; 2,500 patients  


Situation: Data from March 2014 showed more than 30% of Mankiller Health Center’s patients with 
diabetes demonstrated poor glucose control with an HgbA1c >9. Cherokee Nation Health Services 
(CNHS) set a population management goal of 18% or less for HgbA1c >9.  Among all CNHS clinics, 
Mankiller clinic was furthest out of range for meeting this goal.  


Strategy: The target population for 
intervention was divided into for two 
groups of patients: first, those whose 
HgbA1c values were close to goal range 
and likely to improve with a lighter 
intervention, and second, those patients 
whose HgbA1c values were far out of goal 
range and would need intensive 
interventions to help them reach goal 
range. Starting in April 2014, Care Manager 
Jill Eubanks, BSN, RN, reached out to the 
first group of patients to assess their needs 
and schedule clinic visits for clinical 
management.  


Concurrently, the care teams began working with CNHS CPC Nurse Consultant LCDR Tara Ritter, 
DNP, MSN, RN, CDE, to launch the system’s intensive diabetes management education program at 
Mankiller for those patients at highest risk for adverse events related to very poor glucose control. 
They opted to deepen the existing curriculum by adding a full-time pharmacist for medication 
management and 1:1 patient education. By providing high-risk patients with individualized 
medication counseling, they believed this would encourage patient engagement with treatment 
and result in improved HgbA1c values. 


During the ramp-up period Travis Fleming, PharmD, shadowed clinic operations and trained on 
the diabetes education curriculum. While clinic data pinpointed a pilot group of patients for this 
intervention, physicians also weighed in with their clinical knowledge of the patients’ particular 
situation and condition that may affect their success with the intervention. 


By late May, Fleming and Eubanks began scheduling 1:1 meetings with 10 patients. During these 
initial one-hour appointments, the pharmacist reviewed the patient’s current medications and 
offered a paper-based shared decision aid on diabetes medication choices. The goal was to help 
the patient make an informed selection of a regimen that best suited the patient’s tolerance for 
side effects, fit well with the patient’s lifestyle and in general would make it easiest for the patient 
to follow the suggested protocols. CNHS developed the decision aid, which aligns with the 
system’s formulary, to ensure patients have timely access to affordable medications through the 
system’s pharmacy. Fleming continued to meet 1:1 with patients as medications were adjusted 
and to support continued self-management with the medication regimen.  


The pilot group expanded to about 20 patients once the care team had a better grasp of the 
process and workflows to make the medication management element work efficiently. 


Within weeks of operationalizing both interventions, the data began to show improvement. The 
July 2014 data shows a decrease from 30% to 25% of patients with HgbA1c >9. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://www.cherokee.org/Services/Health.aspx

https://collaboration.cms.gov/?q=content/spotlight-21-data-driven-improvement-using-medication-management-and-shared-decision-making
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Click the arrow, then point to your location… 
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Action Group Pointers 
• This is YOUR Action Group   
• Will be interactive, using chat, polls and the forum 
• More activity means more learning! 
• Chat now:   What question would you like 


answered about Care Compacts in this Action 
Group? 







Facilitator 
Marilee Aust, MHA 
HealthTeamWorks 







Use of Care Compacts to 
Coordinate Across the Medical 


Neighborhood Action Group 
Molly Pickett, AGPCNP-BC 


Mayfair Internal Medicine, Colorado 


Kimberly Blackburn, LPN 
Springfield Healthcare Center, Ohio 







Have you selected Care Compacts as one of 
your Milestone 6 selections? 







Chat:  With which specialists or groups have you  implemented 
a Care Compact? 







What can you expect? 


• Interactivity 
• Learn from the practice presenters about how 


they have implemented care compacts in their 
practice including how: 
– They have defined care compacts 
– How a care compact impacts care coordination across 


the medical neighborhood 
– How care compacts have impacted their patients and 


practice 


• Share your comments, questions and examples 







Chat:  What expectations do you have of this 
webinar? 
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Mayfair Internal Medicine 
Denver, CO 


Independent, 3 physicians, 1 ANP, 2,500 patients 


Molly Pickett, RN, AGPCNP-BC 







Care Compact overview  
A care compact is a framework for  


standardized communication between  
primary care and specialty care providers  


to improve care transitions for patients with  
a focus on patient safety and satisfaction.  


It is a process by which practices identify the  
highest volume specialists, go through the process of  


building relationships and  garnering patient feedback  
about the providers and process as it is about a  


specific compact or agreement template. 







Link to the Three-Part AIM 
• Patient Satisfaction:  Fragmented care causes delays, 


miscommunication, gaps in care and thus is a major 
irritant to patients 


• Cost:  Fragmented care leads to unnecessary service 
especially related to ED & hospital visits 


• Quality:  Lack of a care compact can lead to lack of 
coordination across providers on plans of care that 
can often contradict and/or not align patient goals  
 







The “Why” 
• How much non-reimbursed time does your staff 


spend trying to get information back after a referral 
or transition? 


• How integrated is information from other agencies 
back into the care at your practice? 


• How do you know who will be the primary provider 
of care in your patient’s care and what information 
do you exchange with other providers? 







The “Why” Continued 
• Do you know if the specialists to whom you make 


referrals get helpful information from your practice? 
• Do you know if your patients are satisfied with your 


primary referral sources? 
• How are patients educated about their referrals, 


transitions? 
 







Care Compact Example (on Collaboration site) 







Implementation Strategy 
• Make the case for better care coordination with your 


practice – the “why” 
• Define a champion who creates an improvement 


team and strategy with a focus on internal 
transition/referral tracking system  


• Collect data on key specialist groups, hospitals and 
community agencies  


• Identify a person or persons to outreach to current 
and potential referrals and collect feedback from 
patients about your medical neighbors 
 
 







Implementation Strategy - Continued 
• Develop and maintain relationships with key 


agencies and develop agreements 
• Ensure the meaningful exchange of information 


across and between medical neighbors and patients 
• Track process through PDSA cycle or other QI 


strategy 







Practice Story 
• How did you decide where to start? 


– What clinics does our practice refer to the most? 
– What could be improved with the current referral 


process with these practices? 


• Denver Digestive Health Specialists 
• Maria Droste Counseling Center (MDCC) 


– “Killing two birds with one stone” 


 







Practice Story, continued 
• What have we done so far? 


 
 
 
 
 
 
 







Practice Story – Next Steps 
• Implementation 
• Referral tracking 


–  Are these care compacts working? 


• Quarterly follow up with both practices 
• Continued improvement and adjustments as 


needed 
 







Practice Story – Lessons Learned 
• Building your medical neighborhood   
• Fixing long-standing communication issues 
• How to work with a mental health provider 
• Mental health insurance changes 
• Practices are more receptive than you might think 


 







Questions? 
 


Please enter your questions into the Q&A 
section, or raise your hand to ask verbally. 
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Slide 26 Using the POLL feature on the right side of the screen:  
How many FORMAL care compact(s) does your practice 


have in place? 
• 0 
• 1 
• 2 
• 3+  







Springfield Health Care Center 
3 physicians and 3600 patients 
Kim Blackburn, LPN, Care Manager 







Springfield Health Care Center 
• Noticed a wide range in care delivery, timeliness, 


and bi-directional communication 
• Implemented verbal agreements prior to the 


milestone expectation 
• Wanted to verbalize our expectations of care for 


the benefit of our patients 
• Care Coordinator made phone calls, scheduled 


meetings, and made site visits with leadership 
throughout the community 


  







Springfield Health Care Center, continued 


• Who did we reach out to first? 
– Patients with the greatest care gaps 


• How did we identify these patients? 
– Those facilities where increased communication 


was imperative for patients during critical 
transitional care points 
• Home Health Care, ECFs 


 







Sample Communication Tools for ECFs 


 We identified a barrier and created a solution! 







Care Compact with Community Mercy Home Health Care and Villa of Springfield Nursing Facility 







Springfield Health Care Center – Story  
September 9th, 2014 
Collaborative meeting between: 
• Springfield Regional Case Mgmt.  
• Villa of Springfield Nursing Facility 
• Community Mercy Home Health  
• Facilities & hospitals are now reaching 


out to us to learn about what we are 
doing differently. Wanting to be a part! 


• Building relationships is an ongoing 
process, our care compacts were birthed 
from lots of communication and sharing 
needs with one another.  


• Identification of care gaps and filling 
those gaps! 
 


• Required a lot of education and 
communication with providers. 


• Requires patience and 
dedication to the desired 
outcome.  


• This was a two-way street. 
Needed to make it easy for 
them. What did they need 
from us? 


• Some lacked the same vested 
interest in the success and 
purpose. Lots of episodic 
care…working in silos! 
 







Areas that needed improvement 
 We needed to establish a great foundation for 


other providers to build upon 
 Plans for medication safety project 
 Reciprocate communication by creating an 


alert sheet 


  







Areas that needed improvement, continued 
 The focus wasn’t on improving numbers…but 


improving communication to fill critical gaps 
in care! 
 Fewer gaps in transitional care 
 Enhanced communication among providers 
 Reducing readmission risk 
 Timeliness of care 
 Early identification of urgent needs 







Questions? 2 
 


Please enter your questions into the Q&A 
section, or raise your hand to ask verbally. 







Chat:  What is a reasonable goal for increasing the 
number of Care Compacts in your practice by May 


2015? 







Let’s put the ACTION in Action Groups 
1. Post care compact (as applicable) to the Action 


Group Library 
2. Review multiple posted care compacts  


1. If you have questions or comments about compacts you 
have reviewed, please jot them down and bring them to 
the next action group session or post on the 
collaboration site 


3. Post at least one question or comment on the Care 
Compact Action Group Forum 







Summary 







Keep the Discussion Going! 
• To participate fully in the Action Group, you 


received directions to sign up for the forum and 
subscribe to receive notifications for this group.   


• Post documents in the Library folder 
corresponding with your action group. 


• You may sign up for as many forums 
    as you wish! 


 







Next Action Group Session 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Presenter: Nicole Deaner, HealthTeamWorks (CO faculty) 


Moderator: Krystal Gomez, TMF Health Quality Institute 


May 27, 2014 


 
Hello everyone. I am Krystal Gomez from TMF Health Quality Institute. Welcome to our national CPC 
Webinar entitled Milestone 6: Compact Collaborative Agreements. I'd like start things off today with a 
few announcements. The slides for today's presentation will be available for download on the 
Collaboration Site. You can also download the slides directly from the WebEx environment today by 
using the top toolbar and selecting File, which will open a dropdown menu. Then select Save As, and 
then Document. Today's program is being recorded and will be posted on the Collaboration Website 
once transcripts have been completed. We appreciate the presenters' time and effort in preparing for 
and sharing their valuable knowledge. Any statements regarding their technology, products or vendors 
are expressions and opinions of the person speaking and not an opinion or nor endorsement by the 
Centers for Medicare and Medicaid Innovations, nor TMF Health Quality Institute nor the host of the 
program. As a reminder, all the lines will remain muted throughout today's session. To submit questions 
click on the Q and A tab on the right hand side of your screen. I am delighted to introduce today's 
speakers. I would like to introduce our subject matter expert for today's presentation, Nicole Deaner. 
Nicole is a Regional Director at HealthTeamWorks and within this role provides oversight for all 
programs and service that fall within the Mountain Time Zone region. As a member of the extended 
leadership team, she also directs HR and operations within the system's transformation team and 
participates in product development and other organizational growth strategies. Now, I'd like to hand 
the presentation over to Dr. Laura Sessums, who is the Division Director of Advanced Primary Care at 
the Center for Medicare and Medicaid Innovations. Dr. Sessums. 


Thanks so much Krystal. Today's Webinar is all about the explicit mechanisms you can use to establish 
relationships with other medical practices so that all of you can work together more efficiently and 
effectively to provide care to the patient. All CPC practices have really worked very hard to transform 
how they deliver care internally. Some of you may even describe your practice now as a well-tuned team 
machine. But when you try to coordinate with other practices in the community, you might feel like your 
well-tuned machine, your Ferrari if you will, hits the really bumpy roads of your medical neighborhood. 
So developing relationships in your community can be really difficult. But you have already successfully 
worked to coordinate with at least one local hospital on patients being discharged after admissions and 
ER visits. As those of you who worked on this in the last year will know, a more difficult road to pave is 
the relationships you have with the specialists that see your patients. Back in the day, maybe 50 or so 
years ago, this wasn't really a problem. All physicians saw patients in the hospital and saw each other 
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there, too. They ate lunch together in the hospital dining room. Today, very few outpatient providers 
see patients or their colleagues in the hospital. Outpatient practices now have care teams. So there are 
far more people to know. And there are more patients with a number of chronic conditions today than 
there used to be. And those patients often require visits to multiple specialists. So the primary care 
teams don't often know the specialists or the people in those offices. Communication breaks down. 
That's why we are focusing today on how practices have worked to fill the roads of their medical 
neighborhood for patients. I think we all know the ruts in the current roads of the medical 
neighborhood. We don't get responses from specialists to whom we've referred patients or the 
questions we asked of them are not answered. Specialists, in turn, say that they often don't get the 
information they need when they see a patient. Everybody's frustrated. Even worse, duplicative testing 
is ordered, extra visits are required when necessary information isn't available the first time. Patients 
get conflicting advice. And everybody, the primary care team, the specialist offices and the patient is 
unsure who's supposed to take the next step. Who's supposed to tell the patient about the imaging 
result? Who's supposed to order the medication? Who is the patient supposed to call for advice about 
the symptoms after the referral has been written? This is where care compacts, and some people call 
them care coordination agreements come in. Most practices around the country have never heard of 
these. And certainly they have been implemented in only a few communities so far. But they're gaining 
traction through the work of a number of professional organizations and the practices who've 
implemented them. As with other aspects of CPC, your use of care compacts will make you one of the 
early adopters of this transformative idea. And, I hope, able to significantly improve your ability to 
coordinate the care of your patients and even improve your own satisfaction with the referral process. 
Now, let's hear from Nicole.  


Thank you so much, Dr. Sessums. That was a great introduction. And I want to welcome everybody to 
our webinar today on care compacts and collaborative agreements. I did want to mention that Dr. 
Sessums already mentioned this, but as I say care compacts through the presentation, as Dr. Sessums 
said, many practices might call them collaborative agreements or care coordination agreements. So, I 
don't want to be too stuck on the language. So when I say care compacts, I may be referring to what you 
would call a collaborative agreement. And this sort of highlights a lot of what Dr. Sessums said. But 
basically a care compact provides a framework for a standardized communication plan between primary 
care and specialty care providers. This could also be other providers. But today we're talking about 
specialty care providers. Essentially to improve care transitions for patients, but especially with the 
focus on patient safety and satisfaction. And it's a way for practices to sort of identify who are their 
highest volume specialists? How do I build good relationships with those specialists? And then how do I 
know from my patients and my providers if the compact is working and if the relationship with the 
specialist is working? I want to congratulate you, as Dr. Sessums also said, on this pioneering effort. 
There aren't many practices that are working on this yet. And so we have a practice to share today and a 
few other practices in CPC working on this. But I think this will be an exciting growth area for your 
practice in this coming year. So, I wanted to talk a little bit about why care compacts are important. I 
think in many -- in most all cases patients are assuming that there already exists a partnership between 
their primary care team or their primary care provider and the specialist they're seeing. So they kind of 
see their primary care team as already operating as an agent for care coordination and sort of 
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understanding what transitions are happening, which medications the patient is on. And so the patient 
is coming to your office already assuming this is happening. And so therefore, in a comprehensive 
primary care model, really, the primary care team has a very robust role in managing the pathway to the 
system for the patient. That could be to the ED or the hospital, to a specialist or to another community 
agency. But basically, as we look at primary care really expanding its role to its full potential, we see 
your critical and crucial role in getting the patient to and from other systems in your medical 
neighborhood back to your practice. Also, preparing patients for a transition or referral. Often patients 
are going to other providers not really understanding why they're going or whether they really agreed or 
what the expectations of them are going to be during that transition. And so a lot of times patients will 
show up at another provider and not really be able to give good information. And maybe they don't 
even make the appointment because they don't necessarily agree that they want to proceed with that. 
So I think there's a whole piece to understanding the primary care practices’ role in helping patients 
understand the expectations. And then, thinking about your practice and how much time people are 
spending being reactive and sort of running around the office looking for faxes, trying to find out if 
referral information came back before the patient comes in. And all that time sort of being reactive and 
chasing information takes away from the ability to be proactive in the patient's care. So when they show 
up you're prepared. You know what happened as you transition them to another care provider. And as 
they come back, you can sort of integrate that information meaningfully back into the care you provide 
the patient.  


09:39 
And definitely care compacts link to the Three-Part Aim. As I've already mentioned with patient 
experience, fragmented care can often cause delays, miscommunication, gaps in care and so can be sort 
of an ongoing irritant to patients and really affect how they feel about the care at your practice based on 
how they transition through the system. Related to cost, often fragmented care that isn't coordinated 
leads to unnecessary service, especially related to the work that you've been doing on ED and hospital 
visits. So, whether a patient actually follows through with their referrals and transitions, whether that 
information meaningfully gets back to your practice and integrated into your relationship with the 
patient, all of those things impact what services the patient uses and whether they're able to use the 
appropriate level of service that they need. And quality. Definitely the lack of a care compact between 
care providers can lead to that lack of coordination that can also lead to a contradiction or a 
misalignment of patient goals that can ultimately result in patient safety issues. So if I'm an elderly 
patient and I'm seeing my primary care provider and I'm seeing three specialists, and none of those care 
providers are talking, I may be communicating different things to each of those providers and also 
receiving plans of care that aren't communicated across those providers that could cause safety issues 
for me, especially related to when I'm thinking about elderly patients, medications or things like that. So 
there are some key components to a care compact that I wanted to highlight. One is sort of how the 
transition of care is managed. So when a patient goes in and out of their medical neighborhood, 
whether that be to a fellow care provider, whether that's in the ED or the hospital, whether that's to a 
community agency, how are those transitions handled? What does the information flow look like? What 
does the patient communication look like, which is the next key component? Who's communicating to 
the patient? And when and how? And access. What are the expectations of access for the patient? If I'm 
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referring to a specialist and they can't get in for four weeks, and I consider it an urgent need to be seen 
by that specialist, have I made an agreement with that provider about when a patient can get in, how 
they can access services? So I think having an explicit agreement across providers about how patients 
access services is critical. As well as Dr. Sessums mentioned, the collaborative care management. So, 
who does the patient see as their primary provider? Do they see that as their primary care provider? Or 
do they see that as their specialist? And knowing who's actually taking primary care of the patient sort 
of determines that information flow and the communication structure and who educates the patient 
about what. So being explicit about that is important as well. So here I just wanted to highlight just one 
example of a care compact that's been posted by HealthTeamWorks on the Collaboration site. And it's 
sort of takes you step by step through some of those key components. On the left hand side of the care 
compact is the responsibility of the primary care physician. And on the right is of the specialty office. 
And so I just wanted to give you an example. I know some of the practices that are already 
implementing care compacts are using this or have revised it and are using it. But it sort of could be a 
starting point to look at. HealthTeamWorks and TMF have also developed a tip sheet for care compacts 
and collaborative agreements. And that will be posted on the Collaboration site. So by no means is this 
care compact the only example out there. There's quite a bit of information that will be available to you 
on the Collaboration site. So here we see with the referral process, and what I've done in each of these 
slides is circle where the provider is communicating with the patient. Because we think that is so critical. 
So here you can see for a primary care provider considering a referral, the primary care provider 
discusses the reasons for the referral to the specialist with the patient and family. Also, if the visit is 
urgent, the agreement is that the primary care physician office will call the specialists' office to notify of 
the need for immediate appointment. And so it sort of takes it step by step through what would happen. 
So once the referral is made, you can see on the specialist side to the right, if the visit is urgent, the 
specialty office will schedule the patient within 24 hours depending on urgency. If not urgent, the 
specialty office will receive fax and contact the patient to schedule a visit. And so you can see how 
explicit it becomes between the primary care office and the specialist office. And I think what this does 
is a couple of things. It develops a mutually respectful and meaningful relationship between the two 
offices to make sure that the best care to the patients is being provided. And so I think sometimes we 
can sit back and say, well we've worked with this specialist for 10 years. And I think we have a good 
relationship. But like with many things in the Comprehensive Primary Care initiative, you're becoming 
much more intentional about documenting and being explicit about expectations in order to do the best 
thing for the patient. And I think it's easy to get caught up in what exactly needs to be in my care 
compact in each section. And how many do I need to have? But actually, it's really about the process of 
developing these relationships, sitting down and saying okay, my office needs this type of information 
when the patient is referred to have the best type of visit with the patient. And the primary care office 
would say well, this is the best type of information we can receive back so that we can integrate the care 
and notify the patient. And so it's really becoming much more intentional, not only about what each 
office will do, but also finding out from your providers and patients how is this working? Do you like this 
specialist? You can come to find out that after working for five years at referring a patient to a certain 
agency, organization or provider that ultimately when you start asking the patients how it's going, they 
may be struggling with that referral for various reasons. And so integrating that is so important.  
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So, to the next step is just another example of patient access. So, if the primary care office considers a 
visit urgent, again, they'll call the specialist. It says that for the primary care office, once the referral 
information comes back, the patient will be scheduled within two to three weeks of the call to the 
specialist's office unless the urgent visit is indicated. And so it really defines the relationship back and 
forth for each of these types of issues between practices. Again, transitions of care. Really emphasizing 
informing the patient of the need, purpose and expectations and goals of the specialty visit. And really 
trying to garner that agreement. Again, does this align with patient goals? Is it a priority for them? Are 
they activated to get this type of care? And it really sort of highlights that need for the partnership, that 
relationship with the patient. Do I know my patient? Have I talked to them about why this is important? 
Have they told me what they think? Can they afford it? Do they have transportation to get there? So 
really integrating that patient piece into the care compact is really critical. Again, patient co-
management. Who resumes care of the patient? Who assumes the responsibility and incorporates the 
care plan recommendations into the overall care of the patient? And I think that can be really a struggle 
when you have your own care plan and you're learning to develop care plans with patients and you've 
outlined the patient goals. But how do you integrate other information from community agencies and 
specialists into that care plan to make sure that it's a well-integrated plan for the patient?  


I wanted to talk a little bit about the implementation strategy that you could consider at your practice 
before we go to a great practice example. This is just something to start from if you haven't already. So 
obviously with all things in your practice, when you're considering implementing something new, you 
really want to try to make the case for why it's important to do better care coordination. So giving 
examples of patients who fell through the cracks. Or talking about great patient examples when their 
care was coordinated. What came out of it? So really building that why with the practice. As usual, 
defining a champion who creates an improvement team and a strategy is really critical to each thing you 
do with transformation. And specifically with this one, we think that the champion should really focus on 
the internal and transition referral tracking system first inside before going outside to the medical 
neighborhood. So how are we doing on our referrals? What does our tracking system look like now? 
What's working? What's not working? Because when you go to sit down with another provider, you 
really want to be explicit about what works for you as far as communication and what your expectations 
are. So you sort of need a baseline of where your practice starting. Also, collecting data on key specialist 
groups, hospitals and community agencies to which you refer frequently is important. And I think there 
are definite ways to do this. And I think it's one of the key baseline data needs before you start going out 
and trying to create your care compact. So, by key specialist groups, that could be the specialist groups 
you refer to most often. It could be the ones with whom you have the best relationship that you want to 
sort of develop it further with the care compact. It could be those that have the highest impact on your 
patient goals and patient safety. And so you really want to be thinking about, okay, when I start with my 
specialist groups, who were the most important ones to target? And getting care team input on that. 
Identifying a person to outreach to your current and potential referrals is also important. So having not 
only your goal your improvement plan, but who's actually going to have responsibility for this. And that 
person could also actively collect feedback from patients and providers about your medical neighbors 
that you're referring to frequently. We've seen providers who do this well-developed little report card 
so when the patient comes back from the specialist they can fill out this small report card about how it 
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went and how they feel about their care with that specialist. Likewise, you can get provider input 
intentionally, either through surveys or word-of-mouth or a report card system as well. But getting that 
feedback is so crucial. And then there's sort of this ongoing development and maintenance of 
relationships with your key agencies. And again, it's easy to get caught up with, you know, we need a 
hundred care compacts. And they need to be saved in this place. And they need to be updated this 
often. But really what it is about developing a meaningful process by which you develop these 
relationships. You know who your key referrals are. You have good relationships with them. So in this 
Milestone, it's really important to develop those care compacts and get really good at developing that 
relationship. And in an ongoing way, it's important not to get caught up in the actual agreements and 
what they exactly look like and how often you need to do them, but more about being a primary care 
office that sort of expects and demands a mutually respectful relationship with your medical neighbors. 
And again, you want to make sure that exchange of information is meaningful. It's not just that we send 
a fax two days before or that we call. But what information are we giving each other to protect our 
patients and their safety? And then finally, with any changes, it's always great to track your process 
through either a PDSA cycle or some other quality improvement strategy to make sure you know that 
the implementation is going well and that it's being effective.  


21:52 
And finally, I just wanted to highlight the exact expectations for Milestone 6. Option C, which is to 
identify at least two specialists with whom you'll arrange a care compact and complete two care 
compacts with specialists. Before I move on to our practice example, I just wanted to make sure we 
didn't have any questions at this point. We'll also leave time at the end.  


Thanks Nicole. This is Krystal. There is one question that's come in to the Q and A box. Where could they 
-- where could a practice get the step-by-step instructions that you were just showing on the screen? 


Okay, so the implementation strategy. So this -- the slides and the Webinar will be uploaded to the 
Website. So I -- you know, I just went over them. And I think you can print the slides. I believe someone 
gave you instructions at the beginning of how to directly be able to print the slides from here. So, is that 
right, Krystal? Or is there some other way that I'm not thinking of? 


Yes, they can load the slides directly from here. I think they might have also been referring to the 
graphic a few slides -- go a few more slides -- right there. 


Oh, okay. So the care compact. Okay. So the care -- the HealthTeamWorks care compact example is 
uploaded on the Collaboration site. And I believe it's linked to Milestone 6, which is where the tip sheet 
will be saved as well. I don't have the exact location right this second, but I know that several states 
have been using it. So I know it must be linked to Milestone 6, Option C because people are electing to 
use it and make changes to it.  


And this is Krystal. We can add the direct link or more direct link to the same area where we upload the 
slides onto the Collaboration site just for easier finding for practices. 


Thank you Krystal. Were there any other questions?  
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Okay, great. So at this time, again, we will leave questions at the end as well. I want to introduce Molly 
Pickett who is the Care Manager Nurse Practitioner from Mayfair Internal Medicine in Colorado. Molly 
has been really a spearhead of the CPC program at Mayfair Internal Medicine. She is the project 
manager for a lot of the new implementation strategies for the milestones. And so she's here to talk 
about the process she's been spearheading for implementing and integrating care compacts within her 
practice. And so she's been really working on relationships with two partners that she'll talk about. And 
she's been coordinating all the communication between her practice and the other practices. So with 
that, I'm going to transition the slides over to Molly. 


Okay great. Thank you Nicole. I appreciate it. I thank you all for joining this awesome presentation 
today. This is -- care compacts actually is something I'm pretty passionate about. I feel this is something 
we honestly all should have been doing from the get go to better serve our patients and their needs. 
Because this is just kind of a no brainer. We really should have some responsibility and some set ground 
rules on how we need to coordinate patients' care efficiently and appropriately. So this is actually 
something I've been super excited about and actually had wonderful experience with so far. So, in 
getting started with this and where we've decided to start was the fact that, you know, we had a couple 
clinics that we really refer a lot to. And we decided, you know, from there, where should we really take 
this and run with it? And we thought of a few different factors. So, you know, the Denver Digestive 
Health Specialists for GI is where we do the majority of our referrals at this point. And I'd say 
approximately 300 referrals a quarter, at least, go to this practice. And they also do the majority of our 
colonoscopy, just routine screenings and also diagnostic screenings. And so we felt kind of that bringing 
all of that together for also, you know, Meaningful Use tracking and also just kind of really hammering 
out some of the issues we were noticing with some information transitions is really kind of where we 
wanted to go with this. So that's why our clinic decided to pursue a care compact with the Denver 
Digestive Health Specialists. And again, you know, in your own areas, you really need to figure out 
where and how to best, you know, what would be the best place to start for you. And what clinic do you 
think, you know, you can really build upon a great relationship and try to improve the communication 
and the workflow and best ability to serve those patients. So what could be improved with the current 
referral process? You know, Denver Digestive, they're a wonderful clinic to work with. The doctors are 
all very receptive. And we have great communication already with them. However, we did find some 
gaps in our information process. And we were finding that the pathology reports in our colonoscopies 
were not coming over in a very timely fashion, in fact, if ever. And so when we did finally make a 
meeting and sit down with the office manager and we were discussing and reading through our care 
compact with her and we brought this to light. She was actually quite shocked because she had assumed 
that the workflow was already in process and that, you know, the information was being transferred to 
us in a timely fashion because it actually was through another vendor where the colonoscopies take 
place. And so, again, this is kind of bringing to light, wow look, you know? We have a lot of areas of 
improvement even on their side, not only our side, but their side as well, where they had assumed a 
workflow was already in process and was already appropriately channeling all of the direct information 
to the primary care doctors who were referring out for these colonoscopies. But when in actuality, we 
weren't getting the reports after all. So, you know, you really do end up along the way finding a lot of 
areas of improvement that people had just assumed were already in place. Workflow was working. But 
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it actually wasn't. So that was something really great that we were able to add to our care compact and 
really try to improve our doctor communication. And that way, again, we, you know, our garnering that 
really good relationship with not only Denver Digestive, but especially with the patient. And we're being 
able to present them with their test results and be able to really get all the knowledge that they need 
after they had a pretty intensive procedure. The other care compact that we chose to pursue was 
something very special to me, and especially with our patient population here is with the Maria Droste 
Counseling Center. Also, you know, we're really killing two birds with one stone at this point because not 
only are we satisfying, you know, the Milestone 6 for the care compact and collaboration agreement, 
but we're also now satisfying behavioral health integration with Milestone 2. So this is one that I felt was 
really exciting. And we were going to really get a lot of work done with. And we actually are having an 
amazing experience with Maria Droste and their counseling center. And they are just as excited about it 
and really working hard on their side as well to make this collaboration as smooth and as focused as 
possible.  


29:57 
So, so far we've actually done a ton. The care compacts I did choose to use here were what were -- they 
were provided from us from the HealthTeamWorks site that you all were asking about the step-by-step 
instructions. I've, of course, tweaked those and adjusted them according to the needs of both our 
practice and the practices that we are collaborating with. And I will continue to kind of adjust and revise 
those. And I've approached our coordinating facilities with the fact that, you know, these are working 
collaboration agreements. We need to figure out what's going to work for everybody. If we run into oh 
hey, that's not working for us, to be able to, you know, discuss -- you know, we can't refer this patient to 
that - you know what I mean. So, you know, if there's any issues concerns, problems, they're all working 
collaboration agreements. And I try to really just open it up for that when you are approaching your 
groups with these. So, you know, so far it's been wonderful. I really haven't had to do a lot of tweaking 
to our care compacts. And we're really doing that well. I've approached these practices both with 
meetings. And we continue to have update meetings, emails, and we're, you know, it's really been great 
having better and more open communication with these clinics. Because at first, it just felt like well how 
do we talk to these people? And, you know, who do we call? And you just kind of got a -- you really have 
to start somewhere. And just kind of getting out there and putting out feelers, especially to anybody 
that you're familiar with in those practices is really a good place to start. Let's see. So implementation. 
We are -- essentially we're really building our referral process in right now for both of those practices. 
And also any sort of bidirectional communication is our other huge piece that we're really trying to make 
sure that we're figuring out the best way to implement that. And then referral tracking is something 
we're really just kind of building from on from what we've already, the work process and workflows 
we've already put into place for the previous year for CPCi. And so, that's kind of another place we're 
starting to go is, well, from referral tracking, how are we going to go from here? And, you know, we'd 
never referred to a psychiatric clinic before. So this is a new referral process for our clinic here. And so 
as we go on with that, we'll just kind of -- we're going to learn and grow and build as we go. We were 
hoping to do quarterly follow up with both of the practices at minimum. I have a feeling we'll end up at 
first doing more frequent monthly follow up with both practices until we both get more stabilized and 
consistent with our workflows. And then I think we'll go to quarterly from there. And then continued 
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improvement and adjustments as needed. Again, you just really need to tweak it and you need to adjust 
it according to what's going to work for both practices. And you both need to take responsibility for 
where we both can improve. And I do believe that it is in our place to kind of essentially call out a doc or 
a specialist office that's really not kind of pulling their weight. And, you know, that's kind of part of this 
care compact. And we need to remember that it's all about the patient. And if it's affecting patient care, 
that's the bottom line. And we need to make sure that we are making people responsible for that fact. 
And again, you know, building the medical neighborhood is so very important. And that's part of why I 
really love doing these care compacts and collaboration agreements. Because this to me feels like 
something we really should have been doing from the get go to really benefit our patients and serve our 
patients as appropriately as possible. Fixing long-standing communication issues is, again, a huge piece. 
Another group that I had considered doing a care compact with, we do have some very serious 
bidirectional communication issues, especially in even getting the progress note after a referred visit. 
And just something as simple as that, and you know, making it known that, you know, we're really not 
getting good communication from your office, you know? Really would like to get our progress notes 
back from you in a timely fashion. So that way, when we do follow up with our patients, we're able to 
give them better information and it doesn't make everybody across the board look kind of silly. How to 
work with a mental health provider? You know, that goes a huge way for primary care. And I feel that 
there's such a barrier that has been built up between mental health providing and just primary care. And 
it's very odd stigma that's been developed that we're not supposed to talk to each other. But that's 
really not the case. So, speaking with the mental health provider has actually been an amazing 
experience thus far. And the workflows and reporting process that we put into place is something that 
one of my physicians here has actually said several times, in 30 years I've never gotten a progress note 
from a mental health provider. So he is just loving it. And the mental health insurance change is another 
thing that we're incorporating into our collaborative agreement because most commercial insurances 
now do offer mental health coverage. And that's something that we're all learning about and 
incorporating into our collaboration agreement. And we're really finding that, again, the practices are so 
much more receptive than you might think to also build these collaboration agreements and compacts. 
So, keep that in mind when you are building your and/or approaching any practice with these 
collaboration agreements, that it's really -- it's mutually beneficial. And both sides are going to be able 
to benefit from it greatly. So I think that's all I have.  


Thank you Molly. 


Yes, thank you Molly. I see one question in the Q and A box. It says do you have the referring provider 
sign an agreement yet? 


Yes. In fact, actually we definitely have Maria Droste on board, our mental health collaboration. They 
are -- we're in full swing with them in our collaboration. And we've actually lucked out on their side in 
that they have a PhD student that's working on his dissertation for his PhD. And we kind of became his -- 
we kind of became his pet project as well as he becoming ours. So they have been in absolutely the 
most helpful mode you could imagine for this counseling center. And we're doing monthly meetings 
with them. We're doing mental health collaboration. It's just been such a wonderful experience so far. 
And we're still working on our [inaudible] of health specialist. We're still kind of working with them and 
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figuring out for Meaningful Use Stage 2 some of the -- some of the electronic health record 
documentation and bidirectional communication issues. And then we will have that underway. And 
really, the referral process is not really going to change much at all. It's mainly just getting information 
back with them.  


38:12 
Okay, Molly. I have -- 


Thanks for that question. 


Yes, thank you. I have a couple of questions. I think this one you might have touched upon, but maybe 
you have a little more you could add to it.  


Mm-hmm. 


It says how do you report this for Meaningful Use? 


Specifically you don't really -- I mean, we're not tracking for Meaningful Use. However, with Denver 
Digestive, we also have found they're also in Meaningful Use Stage 2. And so we kind of approached 
them and we took that to our benefit because we're also in Meaningful Use Stage 2. So we have 
approached them with the fact that it's mutually beneficial for both practices to utilize certain functions 
in the EHR to be able to communicate to satisfy for some menu in core measures for Meaningful Use. 
Also, we wanted to kind of incorporate the fact that we need to track for -- I'm sorry, for colonoscopy 
tracking. And so we are also incorporating that into our care compact and the importance of that in the 
screenings. So there's several different ways you can actually report for Meaningful Use. It's just it's not 
specific and you have to figure out based on who you want to do a care compact with, how it's going to 
benefit you and how you can report for Meaningful Use. So that's a great question. 


Wonderful. We have another one. What is the official opinion of your malpractice carrier about these 
agreements?  


We've actually talked to COPIC, especially about our mental health referral and also about just the 
information that we may or may not share. And we have come up with an authorization form to kind of 
quell any issues that might arise from collaborative information sharing between us and a psychiatric 
facility. And it doesn't seem to really pose any threats or issues. And really, we're not changing anything, 
to be honest with you, other than better bidirectional communication between the two practices. So, 
really there shouldn't be a malpractice issue there.  


Thanks Molly. And we have another one. What difference have you seen specifically with the patients 
for the behavioral health compact? What would change for your high risk patients? 


One more time. I'm sorry. Could you repeat that question? 


Okay, sure. What difference have you seen specifically with high risk -- I mean, with your behavioral 
health compact? And what will change for your high risk patients? 
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Again, that's an awesome question. With all of our patients, we're really -- we found that we had not 
really had any sort of consistent ability to refer them to any sort of mental health provider prior to this. 
And so that's made even just that alone being able to give somebody a name, a number and then a 
group that actually contacts them has been a huge goal that we've met here for these patients. And 
we're already noticing less utilization between our patients and our office and also, you know, a better 
satisfaction for those patients in general. So it's really, you know, what you can't do -- if your mind's not 
well healed you can't really heal your body. You can't take care of your self-management. So that's why, 
again, it's so important for behavioral health integration. And so we have found a really good response 
from that so far.  


Awesome. Thanks Molly. Are you planning to get provider and patient feedback about your referral 
services? And if yes, how? 


That's a good question. We probably need to look into that. So far everything we've gotten has been 
verbal. And it's been very positive. And patients have been very satisfied with the communication and 
also the process of getting over to our referring mental health specialists, especially. So again, I think 
that's probably something we need to work on here. And we will figure out -- I'll probably have to come 
up with a workflow to figure out how to question those patients.  


Great. Thanks Molly. And I know you're in the beginning stages. And there's a lot of questions still to be 
answered as you work through this [inaudible]. 


Absolutely.  


We have another question. Did the referring group have a direct address yet? 


I guess I'm not quite sure what that question means. 


Okay. 


I -- they both have addresses. 


Yeah. It said D-I-R-E-C-T. 


I don't know what a direct address is, I guess. 


Okay. So if that was your question, if you have an additional follow-up, if you would post that in the 
question and answer tab so we can -- 


Direct Meaningful Use purposes for Stage 2. 


Um -- 


Molly, this is Jeff Nordyke.  


Yeah. 


National: Compact Collaborative Agreements, May 27, 2014 11 







I can probably answer that question. 


Go ahead. 


Direct is the term used for health information exchange. And essentially it's a secure email between 
providers. 


Okay. Well, you know, the way that we're actually communicating in a secure fashion with these -- with 
our Denver Digestive Health, they also are testing for Stage 2 this year. You know, we're doing that 
through our EHR. And since we do have different EHRs, our EHR, we are eClinicalWorks, does offer a 
provider to provider method of documentation and also coordination and direct emailing, messaging 
and we can send our progress notes securely over that interface. And so we are developing that with 
our patients -- or I'm sorry -- we're developing that with Denver Digestive. And also we've set that up 
with Maria Droste. And of course they're a counseling center, so they don't have an electronic health 
record. So, right now, that's the only way we're really communicating with them in a secure fashion. I 
hope that answers your question, Ellen. 


And I do not see -- yes. I do not see any of the [inaudible] questions in the question and answer tab. So if 
we have a few minutes. Molly, if you could [inaudible]. 


One more came here.  


Sure, if you could --  


Are you using actions to follow up on referrals or are you leaving the referrals open? Generally, our 
process is pretty much the same for any of our referrals. As soon as we get a progress note back from 
our referring provider, then we will close that referral. We're still kind of yet to figure out how to close 
our Maria Droste referrals because we do anticipate there will be some ongoing care throughout a 
period of undefined time. And so we do anticipate getting some updating progress notes monthly from 
them. And so that again will be kind of open. And so -- but for now we've decided to follow our actions. 
And the workflow is essentially the same for our referral process. It's going to be closed as soon as we 
get a primary progress note back from the specialist.  


Thanks, Molly.  


Sure, sorry. 


It looks like there's one question. And while you're answering it, if you could just pass me the presenter 
ball. 


Sure, I'm sorry.  


No problem. 


So it said could you provide your contact information in case any of the practices have questions? 
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Of course. For $5,000. [Laughs]. So we'd be happy to talk to anyone, any time, about questions they may 
or may not have. This is something I really enjoy talking about. And anything that you might -- any of you 
all might have to share as well would be greatly appreciated.  


And so, Molly, if you'd like to enter your email address or contact information in the chat window. 


Sure. 


Open to all participants. Then everyone would have access to that information. And then one additional 
question came in. Have you begun any work on ambulatory to acute care coordination agreements? 


Um, we -- I don't -- have we begun work on any ambulatory to acute care? 


Correct. 


Um -- no, not really, other than just a few occasional patients I might have. But that's kind of outside of 
our care compacts.  


Thanks, Molly. So I have now put on the screen our next learning opportunity is available June 10. And it 
will be offered at noon Eastern Time. And it is a deep dive into self-management support with virtual 
site visits. So we'll actually be hearing from some practices who have started on their journey for self-
management support. And we have a few minutes, so I'm going to -- there's one more question from 
Virginia King. 


Mm-hmm. 


Are you getting your reports faster without asking for them since you've signed the agreements? 


Yes. And it's been amazing.  


48:39 
Wonderful. Thanks, Molly. So, I would like to thank everyone for attending. We hope that you found this 
presentation informative. You can exit this session by clicking on the file menu option at the top left of 
your screen and select the option to leave the session. You will be taken to a post-webinar survey that 
needs to be completed in order to receive credit for attending this presentation. And I'm going to hand 
it over to Nicole for some -- Nicole Deaner for some conclusion comments. Go ahead, Nicole. 


Hi everyone. I just wanted to say thank you so much to Molly for sharing her practice story. And I think 
she highlighted a couple of great areas to be thinking about that Dr. Sessums and I talked about earlier. 
One is probably starting with those specialists that you have good relationships with first so that you can 
practice this out in a trusting relationship versus starting with the practices where you may be struggling 
to get information back, or you have struggled to develop a relationship. I think the other great thing 
that she highlighted is linking her work on this Milestone to other Milestones. So the great work they're 
doing on behavioral health and liking what they're doing with the Maria Droste Counseling Center with 
their compact work as well. And then finally, I just want to say that I think having someone spearhead 
this who has passion about it really helps. And it helps drive, I think, the change in the practice as well as 
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communicating the passion with the other practice about why this is important and really linking it to 
the patients and maybe thinking about giving some patient examples of where care coordination didn't 
go well. Or how, you know, it might look if patient coordination improved. And how that might look for 
patient safety. So I think a lot of great things were highlighted. And I think with everything with CPC and 
with improving primary care, it can seem intimidating. But I think there are great examples out there in 
the tip sheet as well as the HealthTeamWorks example and those will give you a really good place to 
start. They're not -- a care compact or a collaborative agreement is not something that you have to do 
an exact same way as everybody else. But as Molly said, it's really supposed to reflect the relationship 
between you and the other provider and what you both need to make that relationship work. So I really 
encourage you to try this out with the practice that you feel like you have a really good relationship with 
and really start small, as well as, as Molly said, really focusing internally on your implementation, your 
referral tracking, the things that you're doing to really make it a solid quality improvement process. So 
you can see and you can track how you're doing. So I really like the idea of keeping in contact with the 
practices to keep making those adjustments as well as keeping internally sort of a pulse on how things 
are going and if you're getting the information back and how those transitions are going and how 
patients are feeling about it. So, great job, Molly. And I wish you guys all the best in trying this out. And 
if you have any questions, Molly provided her information. And HealthTeamWorks is also happy to 
connect you with other practices that are doing this work as well. Thanks Krystal. 


Thanks everyone.  
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Engage Diverse Patients in SDM, cont’d 
• To increase uptake of SDM, introduce SDM in a 


culturally adapted way. 
 


• Reasons that some populations may be more 
skeptical of sharing decision-making:  
– Lack of trust 
– Resignation to lower-quality care 







Ensure Culturally Competent Communication 


• Ensure that SDM conversations are culturally 
competent. 
– Engage with the broader social network 


 
• SDM conversations should encourage two-way 


discussion. 
– Educate the patient 
– Elicit patient goals and preference 


www.minorityhealth.hhs.gov  


 







Account for Health Literacy and Numeracy 
• As a group, minority patients are at significant  risk for 


low health literacy. 
 


• Health literacy AND numeracy affect patient decisions 
– Shape understanding of options and outcomes  
– Can affect adherence and self-management 


 


• Patients may require assistance to navigate complex 
information (and decision aids) 
 







Focus on Patient Needs 
• Learn how values differ among population subgroups. 
• Be aware of multiple identities (gender, sexual 


orientation, religion, etc.). 
• Involve family where appropriate. 
• Communicate health consequences clearly and 


respectfully. 
• Be aware of external factors that affect patient risk 


assessment. 
 







Choose the Right Decision Aids 
• Mode of delivery may affect impact. 


 
• Decision aids should be engaged jointly, with 


patient and provider discussing the questions and 
information within the aid. 
 







Stories from the Field 


Shared Decision-Making:  
African-Americans with 


Diabetes 
Monica E. Peek, MD, MPH 


University of Chicago 
Section of General Internal Medicine 


Chicago Center for Diabetes Translation 
Research 


 







Improving diabetes website screen 
shot 







Other aspects affecting the chronic care model 







Patient Activation: SDM 
• Patient communication training 


– Culturally tailored diabetes education 
– Shared decision-making 
– Weekly staff-led classes 


 


• SDM 
– Interactive Education 
– Video, Game, Role-Play 


 


• Improvements 
– Confidence 
– Behaviors 
– Diabetes Control 


 


• www.southsidediabetes.org 



http://www.southsidediabetes.org/

http://www.southsidediabetes.org/

http://www.southsidediabetes.org/

http://www.southsidediabetes.org/





 SDM: Role of Narrative 
“It changed how I interact with the doctor… by me 


seeing the video, I did have the presence of mind to 
at least ask, ‘What is this [medication] for? How 
often should I take it?’” [Film] 


 
“They kind of built me up… we’d be like we’re at a 


doctor’s session … and then she would say things 
that she know is not right either, but then she wants 
to know are we going to catch on to it and just let it 
go or will we just speak up?  … sometimes you don’t 
be wanting to question your doctor and it be kind of 
hard, especially if you really like them and stuff.  So, 
she was just like building us up so that you’ve got to 
be able whether you like the doctor or not.” [Role 
play] 







Building an SDM Foundation 
• Empower patients (Pt/physician relationship) 


– Let them know you value their opinion (and why) 
– Tell them about the “3Ds” (Discuss, Debate, Decide) 
– Increase their expectations about involvement in care (partners)  
– Chronic SDM: multiple micro-decisions to revisit over time 


• Address uncomfortable barriers 
– Trust 
– Perceived discrimination 
– Cultural differences 


• Involve support staff (organizational culture) 
– Staff meetings 
– Resources in waiting room (SDM video, posters/flyers) 
– Pre-visit coaching by LPN, MA (goals for discussion, 2 key questions) 
– Diabetes/health educator; incorporate SDM messages/skills 







Funders 
• Merck Company Foundation 
• NIDDK R18 DK083946  
• NIDDK P30 DK092949 
• NIDDK K23 DK075006  
• NIDDK K24 DK071933  
• University of Chicago CTSA Pilot and Collaborative 


Translational and Clinical Studies Award  
 







Personalized Decision  
Support for Older Patients  
with Diabetes  


Elbert S. Huang, MD MPH FACP 
University of Chicago 







Diabetes Care Guidelines Now Emphasize 
Individualization  
• Older patients (>60) represent 50% of the 


diabetes population. 
• Care goals for general population (A1C<7.0%) 


may not always be appropriate. 
• New guidelines emphasize individualization. 


– Health status (e.g., comorbid illnesses, frailty) 
– Patient preferences 


• May be difficult to implement in practice. 







Personalized Diabetes Care  
Web-Based Tool 
• Provide personalized calculations* 


– Life expectancy 


– Risk of developing complications  


• Elicit treatment preferences 
– Desire to avoid complications 


– Desire to avoid medications 


• Screening results for geriatric conditions  
*Ann Intern Med. 2008; 149(1): 11-19. 







Personalized diabetes care; A1c 
results explanation for low literacy 







Personal diabetes care results 







Implementation Decisions 
• When should tool be used? 


– Clinic is busy! 


• How do we give access to a web tool? 
– 80% of older South Side Chicago patients do not have 


access to internet   


• What about literacy and language? 
• How to feed information to doctor? 







Implementation Decisions 2 
• When should tool be used? 


– Before a clinic visit 
• How do we give access to a web tool? 


– Computer in private room with assistant   
• What about literacy and language? 


– Low literacy language 
– Spanish language version to be developed 


• How to feed information to doctor? 
– Patient brings printout to visit 


 







Conclusions from Pilot Trial 
• Personalized decision support tool : 


– Encouraged active A1C goal selection discussion 
– Decreased patient decisional conflict 
– Had tendency to increase appropriate personalization 


of A1C goal based on life expectancy  


• Mirrors general findings from other decision aid 
trials 







Implementation Takeaways 
• Have to consider pace of clinic when deploying 


decision support tool 
• Create a special space – library 
• Access considerations 


– Patients may not have computer/internet 
– Literacy and numeracy 
– Will likely need assistant 


• Despite challenges, patients generally like and 
appreciate decision support 
 







Questions and Answers 







REMINDER: 
Equity and CPC follow-up sessions 
• Patient Experience  


– Tuesday, February 18 at 2 p.m. Eastern  


• Care Management 
– Wednesday, February 26 at 2 p.m. Eastern 







What Is Next? 


• March 4 (Noon ET): MS3: Asynchronous Access 
• March 11 (1 p.m. ET): Put a Feather in Your CAHPS: Reviewing 


CPC CAHPS Results 
• March 18 (1 p.m. ET): Deep Dive into Behavioral Health 


Integration 
• March 20 (11:30 a.m. – noon ET): CPC Attributions Refresher 
• March 20 (Noon  – 12:30 p.m. ET): National Open Mic 
• March 25 (2 p.m. ET): Deep Dive into Self-Management 


Support 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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Moderator: Rose Langdon, TMF Health Quality Institute 


Sept. 3, 2014 


 
Our national CPC webinar entitled CPC Vital Signs: Knowing the Pulse of Your Practice. I'd like to start 
things off today with a few announcements. We appreciate the presenters' time and efforts in preparing 
for and sharing their valuable knowledge. Any statements regarding their technology, products or 
vendors are expressions and opinions of the person speaking and not an opinion of, nor endorsement 
by, the Center for Medicare & Medicaid Innovation nor TMF Health Quality Institute nor the host of the 
program. Now I'd like to turn the introduction over to Dr. Bruce Finke a family physician and geriatrician 
who is our senior advisor for learning and diffusion on the CPC team. Dr. Finke. Dr. Finke are you on the 
line? 


Rose, it looks like we lost Dr. Finke.  


Well, and I wish he could give those introductory remarks. But we will move it along and what I'd like to 
do now is to introduce today's presenters. This session is hosted by the Oklahoma Regional Learning 
Faculty. Jay Fetter will be our host for this very interactive webinar. Jay will introduce the panelists prior 
to their presentation. I would now like to hand the presentation over to Jay.  


Good afternoon or morning depending on what time zone you're in today. Again, as Rose indicated I am 
a Regional Learning Faculty member for the Oklahoma market and I've had the pleasure of getting to 
know really five really interesting practices and panelists who are going to share a lot of wisdom with 
you today. As Rose indicated, this is a national webinar but our intention for national webinars is not for 
you to just sit on your hands and kind of watch this like a movie but also to interact with our speakers, 
presenters, as well as each other. So today we have really tried to take this WebEx technology and 
activate it a little bit by encouraging some of your peers to come and serve as chatters for our team. And 
as chatters their role within the context will be to kind of provoke some conversation. So we'll be kind of 
talking to you a little bit more about that process in a just a second. But know that we want to be as 
interactive as possible today. We'll start by kind of demonstrating our interactive, by getting a sense of 
where everybody's from today. You can use this arrow feature that's on your computer, right above this 
arrow on the slide, to point to the state or market in which you currently are residing and are 
participating in today's call. I'm based out of Kansas City so I get the pleasure of working across three 
markets but being in Kansas City I get to kind of spot people on each side. So we got a pretty equal 
distribution of folks from just about everywhere including Texas and Kansas City and even St. Louis, a 
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peer of mine and colleague of mine that works at TransforMED. So thank you all for utilizing this 
technology and participating. It looks like Cindy getting oriented to her arrow there too. Thanks Cindy. 
So we'll continue to use this technology to get a sense of who you are within the context of the practice. 
So go ahead and push the right button that matters to you. All right. So we've got some others. If you 
are an other we'd like to know who that other is, so we'd like for you to, on the, on the chat box to note 
the type of position that you have within the practice, your health system or as a stakeholder within the 
community that is CPC. So go ahead and just type that into the all participants section. I'll type in mine. 
So I am regional learning faculty and I'll do it real quick. And just do that. So we've got some care 
coordinators. We've got some additional, thanks Sarah for being on here, the call today. Great. All right, 
thank you. Okay, our purpose really today is to be really pragmatic about this notion of using data to 
guide improvement. We've, each of you at the market level have had great conversations about this. I 
know that your learning sessions have also focused on this topic and this will continue to be an 
important theme and I, I think Dr. Finke would've told you that this is probably the central element to 
being successful in CPC as we move forward. So our goal today is really to share some of the wisdom 
that is emerging out of each of the respective markets, to apply those concepts in real, everyday 
situations that you're working through and then also to identify some ways to leverage the community 
as well as the data reports to address a current problem that you have. So we want to hopefully enable 
you at the end of this call to be involved in the learning community to help solve problems whether that 
be at the local level with your coaches, like Kari and Sara that are out there on the call today, or to come 
on to the Collaboration site and to present a dilemma that you're experiencing and you can get some 
support from your peers that are practices and so on. Today we're going to use an appreciative inquiry 
approach. We're also gonna use something called rapid fire presentations. Our goal is to do really quick, 
meaningful presentations from our panelists today that help you get to sort of the seed that makes 
them successful. And then we're gonna kind of host some conversations again using the chat function. 
So those of you who have assigned to chatters you can begin chatting now, and that includes our 
panelists, but a couple of things here just to kind of make sure that it's clear. If you have a oral question 
we have the ability to field that question or you have an observation. Just raise your hand at any time 
during the course of this conversation and we will un-mute your phone because all of your phones are 
currently muted. If you'd like to share your wisdom or thoughts or even where you are in this 
perspective, again, mark all participants here and this is really important, this all participants if you just 
do it privately to an individual we won't all be able to see it. So in order to get that kind of tweet-like 
function working you need to mark it all participants but go ahead and frame things, so tell us what you 
think, where you're at, what pain points you have. We'd like to hear that and our panelists as well as our 
chatters will help facilitate some of that conversation. And then if you have a question for the panelists 
themselves, we'd really like you to use the Q and A feature that you have here at the bottom of your 
screen. That helps us distinguish between the two. Okay. There's an example of a question that might 
come up and make sure that you hit “All Participants.” So here are our chat hosts and rapid fire panelists 
today. I'll just let you take a look at it but you can see it's a distribution from across all the markets and 
these are folks that have either been voluntold, which is, or volunteered, so we thank them a whole lot 
for giving up their time. And also experimenting with us a little bit on this technology and being able to 
use the community a little differently. So first chat question for you, here is a quote from a really terrific 
book on using data to guide improvement. It's called Data Sanity and it says, "Good data collection 
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requires planning, which is equally as important as the data themselves. The first question must be what 
is the objective?" So my question to you, if you'd like to chat about this is how is your team organized to 
have sustained focus on the practice's operational and clinical improvement objectives? In other words, 
do you meet as a QI team? You know, what are the things that you have structurally in your practice 
that you think is helping you to support this notion here? So feel free to start chatting there and we will 
bring your ideas and thoughts to the table in a just a few minutes. Another question, if you're 
interested, a little bit, if you're not interested in that question is this quote, again from the same book, 
"The important problems are the opportunities that no one is aware of." I know that many of you have 
told us as faculty that being able to be involved in the CPC project has a shed a light on some dilemmas 
that you are trying to solve that you had a hunch for for a long time but now you have some of the data 
to be able to guide your improvement efforts. So really love for you to chat about your thoughts and 
features at a practice-level report that you think has been helpful to you to act upon those notions, 
whether that be at an internal practice report or it's a payer-based report or it's another report that 
comes out from, say, the Commonwealth Fund or another entity. So tell us a little bit about the features 
that you find most helpful. We're all very attentive to that and trying to make our data reports more 
useful to you so thank you for your thoughts and wisdom in advance. All right, another interactive piece 
here. 


10:03 
I'd like to kind of get a sense of sort of your experience or your competency, if you will, on using data so 
I'll read this real quickly. On a scale of zero to 10 with zero being a beginner and 10 being an expert, 
what number would you pick to describe your practice's competency and experience choosing a 
problem based on data understanding that process or coming to have an understanding of that process, 
generating potential causes, implementing a solution and then evaluating that solution, in other words 
that PDSA or that improvement cycle? So go ahead and start putting your arrow up there to see what 
best fits for you. Great. Looks like we have a lot of folks with an emerging competency and we also have 
quite a few folks with a high competency. We've got some folks that are at the early levels, beginners, 
and so what we want to attend to today in this call is those of you who spread across this, across this set 
of competencies from either high to beginner. The beginners will value those who are at the stage just 
above of them and those that are at the highest level of competency here, we're gonna value your 
perspectives and wisdom and so we want you to weigh in here for sure. Thanks. This is really cool to see 
where our community is. All right. So, whoops, I skipped, thank you, sorry about that Sandra. So today I 
just want to overview with you our rapid fire format. Our format really is going to be pretty fast paced. 
Each of our presenters have just 5 minutes to kind of share wisdom with you. They're going to share the 
context of the work in which they're doing it, so it's small practices, it's large practices cause I know 1 of 
the things as you look at an idea or someone's example and you go, well that wouldn't work in my 
practice because, fill in the x, it's too big, it's too small, we don't have that capacity. Well, we've tried to 
bring forward a range of different practices, sizes, shapes, and so you'll see some context for what 
they're doing their work. You'll hear how they have addressed that problem that they have identified 
and what they're doing about it. More importantly, you'll understand what are some of the adoption 
considerations that, that they might advise others who are in a very similar situation to kind of think 
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about and at the end of the call today we'll kind of try to put those packages together so everybody can 
see the wisdom.  


And Jay, if we could, before you get started Dr. Bruce Finke has joined us and would like to make a few 
comments before all of the physicians present. 


Oh, okay, great. Go ahead Bruce. 


Great, thanks. Sorry about that. I was on and then lost you for a few minutes. I just wanted to observe 
that primary care has always been an entirely data-driven endeavor, right? The first thing that happens 
when the patient walks in the door is we collect qualitative, we look at the qualitative or quantitative 
data. We understand their chief complaint and we look at their vitals. And then we use data from a 
variety of sources as we're seeing the patient from their, from the patient themselves, from quantitative 
data that they may collect, their weight, their blood sugar, from quantitative data that we may collect 
on their behalf in terms of lab data, to help them manage their, their health, to achieve their, to manage 
their care to achieve their health outcomes. What we're gonna hear about today and what I'm so 
excited and I won't delay you any longer, is from a variety of practices that are, it's, what we're gonna 
hear from them is the extension of that process, about how they're using data from a variety of sources, 
from patients, from their EHR, from the CMS feedback report and other payer data to help manage the 
practice in such a way as to achieve better care, better health outcomes and lower total cost of care for 
patients. So in that sense it's, it's a total extension of that data-driven practice that is what primary care 
is. And I'll shut up now and I want to hear what everyone has to say and thank you and it's great to be 
with you all. 


Thank you Bruce. I'm gonna get Renee all readied up here for just a second and she is from University of 
Oklahoma. Hold on Renee I'm passing the ball to you, if I can find your name. Ah, here we go. So Renee, 
if you would un-mute your phone now I'll go on mute. I'll have you introduce yourself and Rose will start 
the timer. You have 5 minutes. 


Thank you Jay. Can you hear me? All right. I'll go on. Good afternoon and thank you for the opportunity 
to share the work of the OU Physicians Family Medicine Clinic and what you see here is most of our 
team. Not everybody was able to be at the picture and the facility where we practice and you can see 
the, our facility there overlooks beautiful downtown Tulsa. This is a, as I said, family practice, faculty and 
resident clinic for the OU School of Community Medicine. We have 12 family physicians who are faculty 
and 26 resident physicians in the practice. They are caring for just over 10,000 patients in the practice 
and we do have a fairly high Medicaid population and dual eligible Medicare and Medicaid patients. 
Currently we have two care managers, a part, half-time RN and a full-time LPN. We are actively 
recruiting for a full-time RN and 2.5 more LPNs to add to our team. We use GE Centricity EMR. Our 
problem or issue that we're discussing today was we had worked on using AIM High and some other 
obesity self-management tools in 2013 and added the access and utilization within our EMR and then 
have added and built on that this year for our self-management support for obesity and to meet that 
Milestone. And what we recognized is we had, we had the forms, we had the tools available but we had 
low utilization. So what we did, we have adopted the Dartmouth Coaching for Clinical Microsystems 
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Improvement Model and in that format we formed a multi-disciplinary team coached by a peer and the 
peer in this situation is the lead LPN who attended earlier this year the Dartmouth Coaching program. 
The first, one of the first things that we needed to do was define the problem and to do that we 
reviewed the data warehouse reports that we have available on the usage of the AIM High form. We 
found that across the board we had low utilization, which we suspected and what we've got here is a 
count of the obese patients that had a visit during the measurement period and for whom self, a shared 
decision making tool or self-management tool was used. And we grouped each of the care teams 
together and then by the month between November and April. So what we found here is a mean of only 
2.65 patients who, in which this tool was utilized. We saw a lot of common cause variation here but 
overall just recognized that we wanted to increase the utilization and increase that mean. So what we 
did first was to set a global and specific aim and after looking at these data we decided on a specific aim 
that was to increase the percentage of obesity self-management support tools used by providers from 
the current mean of 2.65 by 5 percent in each module by November 1st, 2014. And we chose the 5 
percent increase because our teams ranged from a mean of 1.93 to 5.26 and we wanted to make it 
achievable by the team. The next thing we did was look at the, some of the reasons why people weren't 
using it and I'll skip forward here. We used a fishbone diagram and examined six areas that we believe 
may lead to low utilization of the self-management support resources that we have available and from 
this have identified the areas that we felt like we could make a change. Going back we just, we also 
invited the top users to our improvement team meeting to tell us about how they used it, what works, 
what doesn't work and we were able to make changes accordingly. So adoption considerations for 
others, our challenges of course are time to get everybody together, physician engagement, we have 
very good activation and involvement with our, our care team staff members, getting the physicians to 
the noon meeting is sometimes difficult. 


20:01 
And then overall the tendency to jump to solutions. So I think I'm out of time. 


Renee, that's awesome. So sit tight. We're gonna take some of the questions that are emerging out of 
the Q and A and the Q and A section. We're gonna come back to you in just a second. We're gonna go to 
our next speaker and we're gonna kind of wrap those up. So we're gonna bundle you two together. So 
sit tight there for just a second and thanks for handing me the ball. Next I'm gonna turn the rapid fire 
presentation over to Natosha at Grant's Pass Clinic. Hold on just a flash as I move that ball here. Oh, I 
missed it. There we go. All right. And Natosha this is coming your way. So — 


All right.   


Go ahead and un-mute and you're ready to go. 


I'm ready to go. Can you hear me okay? 


Yes. 


All right. So this is Natosha Wilsey at Grant's Pass Clinic. Our clinic serves about 17,000 primary care 
patients. We're a multi-specialty group here in Oregon. We currently recently hired a care manager and 
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we've operated with 1 to 1 teams so our physicians work directly with a, what we call a primary, which is 
an LPN or RN or MA. So, and we currently work on Allscripts Touchworks. And I think we have about 19 
physicians, two PAs, and one nurse practitioner. So we've quite a bit of staff and that's just sort of a 
general picture to kind of see what we look like and who helps, you know, keep this boat moving along. 
So our issue that we identified from the, from the utilization reports, from the feedback reports is that 
we weren't doing really great on our hospital re-admissions per 1000 discharges compared to similar 
practices that were in our region and in our risk level. So we, along with some of the requirements with 
CPCi we implemented a follow-up protocol to ensure that our patients were contacted within 72 hours 
after hospital or ER discharges. And it was also created in conjunction with the option to bill for 
transitional care management visits. So what we did was we created within our EMR a note, specific 
note to say that our primaries outreach to the patient and when they outreach they'd fill out that note 
and using our analytic system we were able to search and track and compare that to the number of 
patients that had a hospital discharge as well. So in February we decided to use our analytic system 
along with manually chart checking and we realized that our analytics program wasn't capturing 
everything 100 percent correctly so by using a combination of manual chart checks and the analytics 
program we were able to bump up our numbers quite a bit and you can see that the data's kind of 
trending up and it's required a lot of ongoing training. We've had some issues with if a patient isn't going 
to be seen by their provider, you know, if the provider didn't want to see them after the ER discharge or 
the hospital discharge then the outreach wasn't happening or if the provider wasn't going to bill for a 
transitional care management visit the outreach wasn't happening so we've had to continually go back 
and address these issues and make sure that our primaries are following up in a timely manner and set 
benchmarks and sharing the data with our providers and with the other staff has really made a huge 
difference in the engagement levels because we can see how well they're doing across the board. When 
you have one person in the red and everyone else is in the green it really draws their attention to, you 
know, what can I do differently? How can we bump up our numbers? And it's really helped to engage 
everyone to get on board with this and start to improve our numbers a little bit and not just this 
program but all of the other improvement projects that we have going. It has really helped to use data 
to drive these things forward. And ensuring that you have the most accurate data possible is really key. 
So we do quite a bit of, you know, double checking, chart checking just to make sure that our EMR is 
pulling adequate information or that the reports are showing accurate information because if it's 
disputable it's going to make the project irrelevant. And right now we're still working on how to best 
utilize a care manager in our practice and how to involve them in our transitional care management 
workflow. And we'll be tracking the utilization before and after we implement a care manager and are 
hoping to see our rates improve from that point forward. And that's it for us so I'm gonna move this 
back to Jay.  


All right. So, a couple questions have not yet emerged from the Q and A but it seems like it's kind of a 
conversation starter in the chat. So I'm gonna kind of bring them forward and, Laurie, ask that you un-
mute your phone now too if you see anything as well but, so I'll start it off with you guys have 
demonstrated that a really high level of competency and you have the vernacular down, common cause, 
variation, and talking about when to benchmark with peers versus benchmarking yourself. How do you 
support the, the people in your practice who may not be as comfortable or familiar with P values and 


National: CPC Vital Signs, Sept. 3, 2014  6 







things of that nature to get up to speed and not find that this stuff is just, as they like to say in Arkansas, 
word salad? And you can go first, I'm not sure who is best positioned, so I'll let you guys choose, Natosha 
or Renee. Okay, so I'll call on you. Renee, I'll have you go first. I'll put you on the spot. 


Okay. Well, for us, I mean we just, we keep talking about the need to get the data and how to 
understand it. As I said earlier too, we sent seven people to the Dartmouth Microsystems Coaching 
program and they get a lot of education, training in that about the use of control charts and how to use 
those and their improvement. So, again, what we end up with is peers within the clinic teaching their 
peers about how to use the information and the data they're getting.  


Natosha, same question for you please and you can un-mute. 


Yeah, it's a fairly new concept, you know, using this data in our clinic and it's been something that we 
have just kind of ran with and we just provide education at our monthly meetings and let people know 
what it means and that kind of thing. A few of us have gone to some conferences to learn more about 
the QI process, that kind of thing. But the staff as a whole, the majority of them have not been trained 
on these, on this type of improvement but they respond well, I think to, you know, the graphs and just 
making it easily readable, not loading it with too much information I think has helped them to kind of 
understand and always making ourselves available if anyone has any questions they know that they can 
always stop by my office and go over anything. So, and just constantly talking about it and having an 
open dialogue and putting all of it out there has really helped people to understand what's going on.  


Sure. Jan makes a really great point in the chat here about how the care is so important and that 
sometimes the putting together of the diagrams and having, as she said, beautiful graphics seems like it 
distracts from the care delivered, particularly when you're up against a pretty heavy workload in the 
day. And so, over time, what I'd like the panelists to kind of be thinking about is how do you deal with 
that same issue of pace and, and trying to, you know, make sure that you walk this fine line between 
doing the right data and, and putting the right measures together and maintaining the right dashboard, 
if you will, and also still being attentive to the care and the interaction, the personal interaction you 
have. So, I'm gonna save that for the next Q and A but I'd also love for other people to chat about that as 
you're experiencing this cause we do have, on the call today, we've got lots of expertise as we've 
identified. So if you're in a smaller practice environment and you are experiencing that, love for you to 
talk about your story, how you're doing that. Give Jan a little bit of insight cause I think she's making a 
really great point for us to pursue. I'm gonna move on here just real quick here. So next up is the folks at 
Greeley. I'm gonna introduce, or have Lane introduce himself in just a second. Here, Lane let me open 
up this session to you and if you'll un-mute your phone, which you've done, you're ready to go.  


Okay, hi everybody. I'm Lane Mattox. I'm from Family Physicians of Greeley. We're an independent 
physician-owned family practice. We have three locations all in the city of Greeley, Colorado with 24 
providers.  


30:07  
Our problem was how to get physicians to take our quality reports seriously. So Natosha from Grant's 
Pass Clinic had mentioned the importance of accurate data and our EHR reports that we use for CQMs, 
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they were chronically wrong and we didn't have access to change them so we didn't feel like we could 
just put those in front of our doctors. So one of the heroes of our story is Crystal Reports. We have a 
separate report writer. Now, Crystal Reports is one of many, many report writers out there so I don't 
know if it's any better or worse than the other options but we used Crystal Reports to make our own 
reports and ensure that they're accurate. We gave the doctors not just the numerator and denominator 
of each of their quality measures but the individual patient names that make up the numerator and 
denominator so that they could verify the accuracy of the reports themselves or they did find errors and 
so we were able to go back to our report and fix those. Timely data was also a problem. Our EHR reports 
only came out weekly and it wasn't easy to get to, for the doctors to get to or the medical systems to get 
to or to use them. So we used Crystal Reports again to build in some patient list, patient-by-patient 
reports for each of the quality measures that they could run whatever they wanted to. So let's say they 
had a free afternoon to work on their quality reports or their MA did, they could run it at that time and 
the data would be up to date. Another, another thing that Natosha mentioned was the importance of 
showing everyone their own data and everyone else's. We've done that for a while now. It creates a 
sense of urgency when they see that they're not performing as well as their peers. Competition is good, 
the peer pressure on those that aren't performing well because they could be dragging down the 
practice and also it helps us identify who's actually doing a good job and we can pick their brains and 
spread those best practices. The biggest thing we did to, to get the physicians to take our quality reports 
seriously was to create financial incentives to meet the benchmarks and financial penalties for poor 
performance; financial, financial, financial. The, we're a physician-owned partnership so it was, this was 
natural but it's important to let the physicians design or be part of the designing the incentive system 
because it's going to affect their, their paycheck and it has to be, it's often not simple to do this because 
the, it has to be perceived as fair to the variety of physicians or providers you have in your practice. 
They'll have different practice sizes. They'll have different pair mixes and acuity mixes or whatever 
formula you may cast to be seen as fair. We also didn't want this to damage our collegial environment. 
We wanted them all to still be friends and collaborate on these things and not just be in strict 
competition. And you also have to put enough money at stake to make them move but in our 
experience it's not as much as you might think. So we measured, so our quality scorecard has 10 
measures on it. So, and we assigned a benchmark for each of the 10 measures so if you take the 10 
measures times the total number of physicians in our practice that's the total number of potential 
benchmarks we could meet as a practice, right? So when we started this you can see there, if you can 
see my arrow here, we started, we announced that we were going to do this incentive system and start 
putting out all this data, this accurate data, in, in September 2012 and actually kicked off the system in 
January of 2013, near the start of CPCi. And, and you can, and now we're, so we started off at around 30 
percent there and now we're up to pushing 80 percent today or last month. So that's good. You can see 
that they did take this data seriously. Some considerations are this method, even though it's not a 
practice-wide PDCA, PDSA process it's basically letting each individual provider, physician, come up with 
their own process improvements and innovations to implement in their own practice to meet these 
measures. So it's important to, when you see if somebody's succeeding to find a way to spread those 
best practices to everyone else. Thanks. 


Jay, we have a question on the chat. This is Laurie. 
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Go ahead Laurie. 


The question is, the benchmarks that are being set to be met, are these Meaningful Use benchmarks, 
are they CPCi quality measures, or do the clinics set their own measures to be met?  


We got all those benchmarks from somewhere. We didn't pull them out of thin air. 


Okay. 


Some of them, actually we set many of these prior to CPCi setting their targets. Some of them are CPCi 
targets but others, we had different pairs that were already judging us on these things and they had a 
benchmark we had to meet so we, in those cases we picked those numbers. In other cases we looked 
for, you know, we Googled some national, national benchmark and just, and took that. So we didn't 
want to come up with these things out of nowhere but sometimes it was hard to find one so, so yeah. 
But we did find them somewhere.  


Thanks Lane. All right. So I want to go to our next speaker again. We'll have a question and answer 
session at the end of this one. We'll call on Lane for his wisdom and then we'll also call on Dr. Eugene 
Heslin. Let me pass the ball to Dr. Heslin here in just a second. Dr. Heslin, you now have the ball and you 
can un-mute your phone. 


Thank you for allowing me to un-mute and thank you for allowing me to participate Jay and Rose. I want 
to call out to Samantha Sheridan from CMMI who is our local lead who always is so supportive. Anyway, 
we are a 5-provider group. We have a half time care manager. We're using the EHR ECW. We're 
unaffiliated. There is a lot of large groups around us and we have about 7000 patients in the practice at 
this point in time, between 7 and 8000 patients depending upon how you count. Our problem was is 
that we were having trouble, as I looked at these graphs that I got from CMS on our Quarter 2 reports 
where we had a significant utilization problem in the ER for our high-risk patients and also for our cost 
data. Someone asked the question earlier do we use these reports and yes, I do. So what I did was I 
actually trended us and this was the, the Quarter 2 report was the one I'm pointing to right now where I 
wasn't happy with where we were and so I've tracked us over time after we made interventions. Now, 
of course, Quarter 3 was already on its way by the time we got Quarter 2 and so on and so forth, but the 
key for me wasn't just where we were, it was how were we improving over the courses of the different 
periods of time. So now I get to put my name on the slides. And the same thing was true with our high-
risk patient data. So we started off way over here on the right and then moved our way gradually across 
and Quarter 6 we're actually somewhere down in this range now. I love that my name pops up even. So 
how do, you know, what we did was we don't waste opportunities for looking at change. We looked at 
all the data and we tried to understand why we had a worsening performance. One of the things we 
recognized was, is that 10 percent of our population is over the age of 75, greater than all the other 
practices around us. In fact, 54 percent of our population is over the age of 75. So it started to make us 
think about what we had to do in terms of change, looking at our practice population and demographics. 
And we're a small shop, we only have our five, my practice administrator whom is dynamite, is my wife, 
and we don't have any big, you know, analytics. We are the analytics. So it's taking what we get, look at 
it, see if we can make sense of it and then move it forward. We changed everything. We looked at what 


National: CPC Vital Signs, Sept. 3, 2014  9 







made a difference. Our receptionists talk slow, we had one that's a mile a minute and she actually got 
slow. We dedicated a triage RN. We had done some of this stuff prior to actually getting some of the 
reports but we reinvigorated how much time we spent actually looking at this stuff. We went to the ERs 
and spoke to the docs. That was a hard thing to do.  


39:58  
I have a little advantage in that I chair strategic planning for our local hospital so I did have the ability to 
reach in a little bit but we, as a physician group, decided we were gonna become more active with trying 
to take care of our patients, particularly in the off hours. We met with the ER director. We 
communicated with everybody. I think a common theme as we listen to all the panelists is the ability to 
communicate and the need to communicate. It makes a great big difference. We moved patients to 
observation and our data showed it. What do we measure? We looked at the feedback reports, as I 
showed earlier. We anecdotally actually spoke to our patients. We did patient surveys to see where 
[inaudible]. We also looked at our local payer data and tested payers against payers. No consolidated 
reports made it difficult to be able to track but if you looked at the different, of course they all have 
similar sorts of data in them, you just have to think about it and compare apples to apples. Our major 
challenges included getting our staff to buy in. That took doing things in a smart way. We met weekly. 
We started off slowly, gradually built up from there. Speaking to the ED was sort of a waste of time so I 
simply spoke to the CEO of the hospital and after several discussions, amazingly the ED became more 
interested in wanting to change what they were doing cause the CEO understood why we wanted to 
change what we're doing and we partnered with them to be able to make that happen. Getting our 
patients to understand the style of medicine. Well, I should stay overnight, shouldn't I? Well, maybe 
you'd like sleeping in your own bed better made a difference. All of our communities as we're on this 
call today have their own idiosyncrasies, you know, but learn your population demographics. How do 
you figure out how to make adoption better? You don't need to have people with paper degrees. You 
need to have really smart people with a good heart that work for you. Small practices, that makes such a 
big difference. We can train people to do almost anything as long as they have a willingness and a 
desire. So someone asked the question earlier, do we have, you know, some sort of an incentive 
[inaudible] system. And I actually built 1 that's a 6-point system and what it is is, you know, you have 2 
points for each category, three categories. Do you support others in your staff? Do you work on the 
project? And do you support patients of the practice? You get a zero, 1 or 2. You can add up the total 
points earned by everybody, that's the denominator. Your points earned is the numerator, and then I 
multiply it by a pool of money that becomes everybody's money. So you could be a, you know, a lowest 
paid employee but make a lot if you score a lot of points and other people don't because I take 
everybody's salary and throw it in the pool, except for the docs. The docs have their own bonus system, 
which is not necessarily just tied to CPC project. But it made everybody have skin in the game. You try to 
treat everybody nicely. Things we don't know and things that we need to know better. As our patients 
get older and sicker and they have more multi-dimensional problems, they're gonna end up in the 
hospital. We need to be able to develop better medical neighborhoods in our area, more robust 
services, and hospice and palliative care, something to be able to work on. You know, the next thing 
after we get done in CPC of knocking out hospital admissions and ER and all the rest of that stuff, is what 
are we gonna focus on next? Where's the next pool we have to go after cause eventually that stuff runs 
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out. We have to focus on specialty medicine, imaging, medical management, and as our data sources get 
better we have to then aggressively go after these things. And I'll end with this, caring for our patients is 
more than pills, potions and mechanical things. Those are things we can do but we as primary care, to 
quote my old Irish grandmother, must stand in front of our patients, behind our patients, and beside our 
patients. That's what gets us to be primary care and that's what gets us to be part of this project. Thank 
you. So I'll turn this back over to Jay. There you go Jay, I think I did that, and I'll mute myself. 


Thank you Dr. Heslin. You've generated quite a buzz on the chat here. So I want to kind of take 
advantage of a little bit of that buzz. You said many provoking things. Lane I'd also like you to un-mute 
too because I think this is the opportunity now where we can kind of focus on the, some of the learning 
that you both have shared. I'll remind participants that you can frame specific questions to these two 
gentlemen in the Q and A but I'm going to leverage some of the things that have been posted so far. So, 
Dr. Heslin, you're quotable and so one of the things that I think that I really like to hear is you're deeply 
curious about the things you don't know and you're deeply curious about the things that you want to 
know and, and you didn't let, you didn't let degrees or the need for a degree to get in the way of being 
curious. Can you talk a little bit more about whether you're a small practice or, Lane, you're a larger 
practice like that, how your teams have self-organized to be able to keep up the resiliency to be curious 
even sometimes when the data is imperfect and, and kind of share a little bit more about that. 


So I, we have almost weekly to every other week meetings. I bring basically everybody into one room, all 
25 of us, between billing to everybody. We actually, sometimes we talk about problems in the office, 
problems with patients. Sometimes we just, you know, you know, do updates, but we keep everybody 
engaged. I question and answer for people. We are deeply committed to trying to get everybody to 
participate, you know. We have some people that were very resistant and it's taken 3 or 4 years to get 
them to turn that resistance around. Some people have left by choice. When we first started all these 
projects I made a commitment that we were not going to have to fire anybody because of lack of ability. 
I had one 75-year-old, or 70-year-old nurse who couldn't use a computer but man she could talk to 
patients. She was my very first, you know, care manager. She called them up, talked to them forever. 
The patients loved it. She could do it from anywhere. She knew just enough. We have re-focused and 
changed people's jobs and positions. We're constantly re-tooling. I tell everybody we always live in a 
state of change, we always have, we're just calling it something now. And now, you know, you have to 
be supportive that way. 


Thanks a lot Dr. Heslin. Lane, any wisdom from your perspective in a larger practice? 


Yeah, I'm afraid we haven't done great at getting the right kind of people on board for, for curiosity and 
for patient centeredness. It's something we gotta improve on but I think our, our patient counsel, which 
is one of the CPCi Milestones has done a good job of kicking off a lot of discussion that we wouldn't have 
otherwise had. We bring that to our CPCi committee and our quality committee and to our meetings 
with the front desk, et cetera, and that's, that's gotten us moving and curious about digging into it more. 


I was shocked, by the way, that we didn't have, you know, people in the office didn't know what 
Milestones were. Front desk didn't know what we were doing, you know? They knew what they needed 


National: CPC Vital Signs, Sept. 3, 2014  11 







to do. I, you know, sat everybody down, gave them all a copy of everything, made them read it, gave 
them homework, and then made them recite what the Milestones were. It was like we sat around, 
remember the old Dirty Dozen movie you had to recite number one is this, number two is that. And we 
did that for a couple of weeks and then we made a game of it where we do it differently and people 
initially thought it was stupid but once they understood what we were trying to do, it was still stupid but 
the answer is that sometimes doing stupid things gets people more comfortable. 


Mmhmm. I'd like to take a moment to have everybody who is a rapid fire panelist just to open up the 
lines and, and I'd also like for those that are in the audience to frame, again, any question that comes to 
you and foremost in your mind about using data as an element. You've got, you've got a really terrific 
group of folks who have, who have experienced the pain that many of you might be experiencing and 
you've also got some folks who have figured out what the other side looks like when you've navigated 
that. So I'd love to open up to all the panelists to answer questions that are coming from the community 
and if I don't see some then I've got some questions that I hope might create a dialogue amongst 
panelists. So I'll just, let me see what happens on my dashboard here of sorts. And Laurie if you see 
anything that's coming up that I'm missing from all the text let me know. All right. So a couple- 


Jay, we have a couple of questions that have come up.  


Okay, go ahead Rose. 


50:00  
Alrighty. The first one is from Kathy who wonders if anyone has built their HISP direct address yet and 
how are you planning to meet this 10 percent Meaningful Use measure of Stage 2?  


We, we actually have built, are building our HISP address right now. We are planning to meet the 10 
percent by working with our local partner vendor, Med Allies whom is helping us to identify who out in 
our community has their systems set up that we can connect to to be able to get the impact rather than 
trying to boil the ocean, we're trying to be strategic about it and we appreciate their help.  


Thank you. And that's the only question we have at this point in the Q and A. 


Laurie it looks like there's a lot of text coming up. Anything that's notable that we want to, want to talk 
about here with our panelists?  


Well there's a lot of chat going on about the provider commitment that Dr. Heslin talked about so that 
was really good. And then a lot about what kind of reports people are pulling this data from. So if they 
can address those two things that would be great. 


And these are open to all panelists here and we've got about, we've got about four more minutes here. 
So any, any wisdom that you have about those, that thread of conversation would be great to add here.  


This is Natosha. We've had to use a combination of kind of everything so we get the feedback reports, 
we get reports from our payers and then we also have our EMR data and right now we've found that a 
lot of our Meaningful Use data it's showing pretty accurate. Our CQMs aren't as accurate but the reports 
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that we're able to generate within our analytic system, those have been the most meaningful because 
we can go in and really check the data and make sure that it's accurate and we can build the searches in 
the analytics program to kind of match what we're trying to, you know, meet as far as some of these 
other measures go. But I think a combination of all the reports has really helped and then we've put 
them all into a spreadsheet to show to our providers and keep them motivated. 


Natosha, just a follow up and it sounds like you, you were going right where I was. Do you have a, for 
lack of a better word, a dashboard of sorts that, that really are the important and urgent measures that 
you operationally and clinically pay attention to on a daily, weekly basis?  


We do. We took all of our CPCi measures, Meaningful Use, CQMs, things that we can actually get 
accurate data on and we've put them into like a spreadsheet of sorts and that's what we share with our 
providers and the staff and the stuff that we incentivized really was the, were the measures that the 
providers had direct influence on and that's what we put out there initially and we found that our 
primaries, since they work as such a close team, have really stepped up to, you know, to help their 
provider meet these measures and that kind of thing as well. So we post the results out by our break 
room as well as giving handouts to all of the staff, the care teams. 


Natosha, I have one last follow-up here and this is kind of a granular. Some of the wisdom in the book 
about data sanity is about the value of graphical displays as opposed to tables and charts in moving 
people towards quality improvement. Have you sort of, what's your approach at your practice in that 
dashboard? Is it graphically displayed or is it in tables and graphs? How do you, how do you handle that?  


We've, get more of the red light green light type display and that seems to work the best because if 
they're in the green they know that they're meeting the benchmark, they're doing well, and the red 
really catches the eye and they want to figure out what am I doing wrong? How can I improve this? So, 
but some of the reports we also use bar graphs and they can see, you know, where they compare to the 
rest of the practice and really just putting it out there for everyone to see and comparing it, you know, 
so family practice can see how well internal medicine is doing and vice versa and it kind of does create 
that competitive nature.  


Great. There's a question that's come up that I'd like for everybody to tackle. Some of our, it says some 
of our physicians feel that we are telling them they are doing a good job, or not doing a good job I 
should say, when we show them reports. How can we convince them that the reports are not a critique 
but a tool for improvement? That's actually [inaudible] that deep curiosity. I know, Lane, you created an 
incentive to help people pay attention to reports but how did you get folks to look at those reports as 
actually an improvement device as opposed to a stick? 


Yeah, we really made it a tool. It looks like a tool because it's, they can run this up to date report with all 
their names. It's in a format that would be easy to print off and go down the list and actually address all 
the patients that are falling short of the measures. So when we give them the numbers, we give them 
the overall numbers once a month but they always have access to the patient-by-patient data so it really 
is a tool.  
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Yeah. Dr. Heslin how, you're a physician, how do you talk to other physicians about this, this potential 
report card that comes out?  


Oh, I don't just share with the physicians. Everybody in the office gets it. We all sit in one big room 
together. We go over it together. We try to figure out what's good and what's bad and where can we 
make improvements. It becomes a, you know, even the individual data, as I've said collective wisdom is 
much better than individual wisdom and, you know, we, we, you know sometimes I'll meet with an 
individual physician and we'll go over it. A lot of times we'll have just a brief pre-meet so that they know 
what's coming so nobody's caught off guard as this particularly is stress and most times, honestly, we're 
pretty open about it. As I said earlier, we all know our sins and we all know each other's sins, we're only 
five docs in one building. It's pretty easy to see what we do and don't do well. And mostly, a lot of times 
like with EHR will have a thing like oh, I could do that. Oh, you figured that out? Cool. Why don't you 
show us all how to do it and so it's become less of a, an accusatory environment and more of a 
supportive environment and you have to be careful how you manage that in a room. And sometimes 
we'll start with the entire group, everybody, and then we'll have the front desk go back to work and 
then we'll have the nurses go back to work. The final bit of the meeting is the doctors by themselves. So 
it's a tiered meeting structure. We try to tier responsibility as well as tier authority at different levels and 
that's an experiment and we're seeing how that works, you know? So you test it out and try it and if it 
fails, as long as it hasn't hurt a patient what difference does it make?  


Thanks Dr. Heslin. I know in my experience working with practices often times there's a, there's a bit of 
lack of psychological safety within the practice that may be unrecognized and it probably doesn't go 
with just those clinical performance reports but it probably also does with kind of performance coaching 
and support within a practice so it's, it can be kind of a cultural issue within the practice and it's 
something that you'll have to attend to across, not just physicians, but across all the staff. So your notion 
of creating a safe place is, and a safe conversation, is really important.  


[inaudible] I have to say, Jay, just very quickly is, is that we, you know, all, we all thought we were great. 
We were okay and now we're doing better but it's humbling for type A personalities to be put in that 
humbling experience and, and so it takes great care to be very respectful and I think that as long as we 
do that for our patients and, as much as possible, for our staffs, we all do better. I think that's what it 
finally comes down to.  


Yeah, I think you're right. With just a minute left I want to first of all thank all of you. I want to thank all 
of those folks that have been brave enough to also, as learners, chat their experiences, their thoughts 
and participate. I know, I'm sort of channeling Dr. Finke here, this is what CMS and my hope would 
happen over time is that this would be cross market learning community where folks are learning 
together and less talking heads like me. So I want to thank you all for being brave enough to participate 
in that way. In order for us to, again, improve on this process it's important that you share with us your 
feedback and your experience. I also want to briefly thank all of our panelists. But there's two things I'd 
like you to do next. One, if you haven't been onto the Using Data to Guide Improvement Forum within 
the context of the Collaboration site I want you to think about going there and learning from each other 
and secondly I think, oop, I need to pass Rose the ball. 
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1:00:06  
We want to launch this, the survey instrument so you can give us some more feedback and we can 
better tailor our national calls and the use of this tool for your needs. So thank you everybody, 
delighted. Rose it's all your, it's your ball again.  


I want to thank you all for attending and we hope that you found this presentation very informative. You 
can exit the session by clicking on the file menu option at the top left of your screen and select the 
option to leave the session. You will be then taken to a post-webinar survey that needs to be completed 
in order to receive credit for attending this presentation. Thank you and I'll see you at our next webinar.  
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Again, we want to welcome you to today's session. We appreciate all the presenters' time and effort in 
preparing for— and sharing their valuable knowledge. Any statements regarding their technology, 
products, or vendors are expressions and opinions of the person speaking, and not an opinion of, nor 
endorsement by, the Center for Medicare and Medicaid Innovations, nor TMF Health Quality Institute, 
nor the host of the program. I would now like to pass control of the session over to the Sara Bolton. 
Sara?  


Thank you, Marie. Yeah, thank you, Marie. And welcome, everyone, to our March CPC Action Period 
Call. Today's topic is implementing a Patient and Family Advisory Council. So we have a pretty packed 
agenda today, so let's dive right in.  


Real quick— just an overview. We will be hearing first from Courtney Roman at the National Partnership 
for Women and Families. She is a content expert on this subject, and is actually working with one of our 
own practices— who we will also hear from later— Springfield Health Care Center.  


Then we plan to hear from family practice— Dr. Wang's practice, as well as Springfield Center for Family 
Medicine, who have all implemented Patient and Family Advisory Councils in program year one. So 
without further ado, I will go ahead and pass the presentation over to Courtney.  


Great, thank you, Sara.  


You're welcome.  


Good afternoon, everybody. Thanks so much for the opportunity to be here with you today. My name's 
Courtney Roman. And like Sara said, I'm from the National Partnership for Women and Families, which is 
a nonprofit consumer advocacy organization. And we are based in Washington, DC.  


For those of you who may not be familiar with our organization, the National Partnership has been 
around for over 40 years. And it's dedicated to helping men and women meet the dual demands of work 
and family. For the last 20 years or so, we've focused significantly on the health care system, and 
ensuring that it meets the needs of women and families.  
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Our organization works on a variety of issues around improving the health care system. But my team in 
particular helps hospitals, ACOs, and primary care practices in many different areas of the country to 
partner with patients and families as a strategy for achieving their goals. And we have a really deep and 
rich history of working with patients, families, providers, and others in communities across the country.  


More recently, though, my colleagues and I had the very good fortune of providing technical assistance 
to select CPC practices across the regions to support them in their efforts to partner and collaborate 
with patients and families. And despite the fact that we've been doing this type of work for over a 
decade now, I can tell you that we never get tired of hearing about groundbreaking work in the health 
care system that improves care for patients and families.  


And we really know from experience that partnering with patients and families is more than just the 
right thing to do. It's a key strategy for helping practices to achieve their quality improvement goals. And 
that's why we've really been so grateful and excited to work with CPC practices since this initiative 
launched, because we feel this program really puts patients and families at the center of care, and 
encourages meaningful and collaborative partnerships. So I'm very much looking forward to hearing 
from the Ohio practices later in this presentation, and how you all have been able to achieve these 
partnerships.  


So before I get started, really, in sharing with you both some ideas and opportunities for partnering with 
patients and families, and also what we've been seeing in some of the other regions, I wanted to stop 
and take a moment to thank all of you. In the midst of the stress and challenges that come along with 
starting something new, you can lose sight of the fact that you all are trailblazers and exemplars, so I 
wanted to be sure to virtually pat you all on the back. And I hope that you'll do the same for yourselves. 
You are truly pioneering work that will vastly improve the way care is delivered to patients and their 
families. And for that you should be commended and congratulated. So thank you.  


So if you've heard any of my National Partnership colleagues speak at any point since we've been 
working on the CPC initiative, you've heard us say time and time again that partnering with patients and 
families is the key strategy for achieving CPC goals, including care coordination and patient experience 
with care.  


And we really feel strongly that you cannot fully reach your quality improvement goals if you aren't 
meaningfully engaging and collaborating with patients and families.  


Now I know that many of you have chosen to engage patients and families within your practices through 
one great tactic— by creating Patient Family Advisory Councils. And there are dozens of topics to discuss 
and projects to work on together with the patients and families who are members of your council. But 
regardless of the path that you've chosen for achieving Milestone 4, there are countless ways to partner 
with patients and families to help reach your goals.  


And if you're still somewhat cautious about this work, or if you're sometimes unsure of the benefits, I'll 
share with you one key learning from our experience. And that is that patients and families can offer 
important insights and ideas that you may never have considered before, and can work with you to 
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develop solutions to challenges within your practice that can save you time, energy, and precious 
resources.  


So I know there's a lot on this screen. But you'll see here several examples that I've listed out, of 
partnering with patients and families. Either as advisors— but also more informally. Now you should 
know what I've included on this slide is really only a fraction of the partnership opportunities that exist. 
Your patients and families can be helpful with identifying challenges and solutions at every level of your 
practice. And I would encourage you— at whatever stage of the process you may be in engaging them— 
to think creatively and strategically about how you can collaborate together.  


And I know there's sometimes the tendency to think of patient and family partnership as only being part 
of Milestone 4. And I think it's important to point out that partnering with patients and families actually 
can drive improvement across all of the CPC milestones. And it's a strategy for helping you to achieve all 
of those goals.  


So you'll see on the screen that I've illustrated how many of these partnerships can map directly to your 
milestones. And the key takeaway here, I think, is that as you think about the challenges that you may 
be experiencing within these milestones, think of the challenges as actually opportunities for finding 
solutions in partnership and collaboration with your patients and families. Their insights and solutions 
will really help you work towards your goals across your organization.  


So as I have this conversation with practices, my colleagues and I— we're sometimes told by staff that 
while these partnerships sound like a good idea, they're often unsure as to how to get started. So I'll 
give just a really quick example. And I'm going to use the patient portals for this example.  


So if you're experiencing challenges around getting patients to use your portal, let’s just say— for an 
example. You could collaborate with patients and families on that topic. So either in an informal way, or 
you could bring it up to your Council— to work on identifying why that is— why folks aren't using it.  


Do they find the portal useful? Does its functionality meet their needs? What types of information 
would be most beneficial to access to through the portal? How would they best learn to use it? Those 
are the types of things you can work with your patients and the families.  


They can be helpful in identifying how well that patient portal is meeting their needs, and then come up 
with solutions with you for how to improve on it and how to best talk about it to other patients.  


So now that we've looked at a couple of examples of partnership, and went into detail on one example, 
I'm going to turn now to describing some of the really wonderful examples of this work, and what it's 
been like for us to see it happening firsthand across the CPC regions.  


So I'm going to start with the great state of Ohio. You're going to be hearing in just a few minutes from 
Debbie Cox, the office manager at Springfield Health Care Center. But I will just briefly say that they held 
their first council meeting in November, which I had the opportunity to be present for. And they were 
able to identify a well-suited, very enthusiastic group of patients and family members to work with 
them. And they really hit the ground running.  
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In two meetings, they've been able to work together to develop a list of priorities for the practice, and 
among other things, they're going to be working collaboratively to create care plan templates that work 
best for both patients and staff. But you'll hear more from Deb on that in just a few minutes.  


So the second example I wanted to share is from Colorado. We are working with a multispecialty 
practice in a rural town in Colorado. And they are aiming to launch their council later this month. And 
they're in the midst of recruiting patients and families now, and will identify priorities with their help. 
But they're hoping to engage them around editing and re-drafting educational materials so that they 
better meet patients' needs. And also how to improve communication between patients and providers.  


The third is New Jersey. We provided technical assistance to a practice in northern New Jersey, with two 
locations, and they launched a council in November. Their council consists of mostly older patients, 
which is reflective of the patient population at their practices. And so far, the providers and patients 
have worked together to decide how valuable their shared decision-making tools are, and they're 
thinking through challenges around scheduling and some other practice procedures.  


And then finally is New York. We recently conducted a very unique site visit in New York. Because in this 
case, there are 10 practice sites in the system, which are all part of the CPC initiative. And we met with 
the group of 10 practice managers, and each site has successfully launched a council.  


And the interesting point to note that I wanted to raise here about New York is that while they had done 
patient experience surveys in the past, and while they were receiving very high response rates, they felt 
the information the survey was providing was not actionable enough. So because of that, they worked 
to launch councils, and are already experiencing much more meaningful partnerships with their 
patients, and seeing the great value that can come from working in collaboration.  


And in terms of priorities, the 10 sites all differ, but many are planning to engage in practice walkabouts, 
where patients and families walk through the entire practice, from check in to check out, and they look 
for opportunities for improvement and develop solutions in partnership.  


So regardless of the region, or the specific challenges that you may be facing in your practice, patients 
and families can really help you to think about them strategically. And then develop, implement, and 
evaluate solutions.  


So before turning things over to our other speakers, I wanted to leave you with a few best practices that 
we've identified while working with patients and families and staff on launching Patient Family Advisory 
Councils.  


The first is to start before you're ready, but plan for success. And this work is kind of like having a baby 
or buying a house. There's really no perfect time. And if you keep waiting until you think you're ready, 
you're going to miss out on lots of opportunities.  


But you do want to plan for success, by making sure you have a person within your practice who will 
lead and be accountable for your Patient Family Advisory Council. And ideally, this person would 
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understand the value of working with patients and families, and have the interpersonal skills to facilitate 
collaboration among patients, families, clinicians, and staff.  


And second, you want to start to encourage everyone in your practice to move away from doing things 
to patients or for patients. But instead, doing with them. So this can be a real shift in how you provide 
care and do your work. But I think you'll find in the end it's the best way. And truly, mutually 
collaborative partnerships aren't doing to or for, they're really about doing with.  


Third, spending time on recruitment for your council is a worthwhile investment. We've heard from 
some practices that finding the right mix of patients and families meant they were in recruitment mode 
for a little while, and that's OK. Even if it means you don't launch your council as quickly as planned, it's 
worth taking the time to find patient and family members who are excited to be working with you, and 
will be solution-oriented, strategic, and thoughtful in this role.  


And finally, I would like to think long-term about this work. I know that you all are exhausted. You've 
started something new. You're identifying and recruiting patients and families. You're planning agendas 
and meetings. And all on top of your regular duties of providing care. That is not an easy thing to do. But 
I want you to know, though, that when you launch your council, and everyone begins to feel more 
comfortable in their role, that you can begin to look to a shared ownership of the group.  


So for example, your patient and family advisors can eventually begin to work with you to draft shared 
agendas. They can take on more of that role. They can help staff with recruitment. They can also be part 
of initial discussions that staff have when new potential advisors are being interviewed. And they can 
also be very helpful in telling— sharing with the community what they're working on.  


So I wanted to also mention before wrapping up that if you're still having trouble envisioning how these 
partnerships could happen, or you're just wondering still how to get started, we've created a detailed 
step-by-step guide on how to create, launch, and sustain a council that also includes many more best 
practices. And it is available on the learning collaborative website, if you'd like to download it and take a 
look.  


So just as a final word, I wanted you to know that in the spring— if it ever comes— the National 
Partnership could have the capacity to provide technical assistance to a few more practices in your 
region. So if you're interested, potentially, in getting support from us in helping to launch a council or to 
keep one going, I ask that you reach out to your CPC regional faculty. And then they'll contact us about 
that opportunity.  


So thanks again for the chance to speak with you all today. And I know we are moving next to any 
questions.  


Great. Thank you so much, Courtney. And I will say that's a very exciting offer that the National 
Partnership is putting forth to our region. And I would really highly recommend those of you who are 
planning to start your council this year— if you have interest in that type of technical assistance, please 
reach out. I think we'll hear from Debbie Cox next. But I think that's a very valuable offer.  
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So thank you for that overview. I think it really does tee up the concept nicely, and really shines a light 
on how your Patient and Family Advisory Council really does cut across— and should cut across— all 
milestones. Even though it's squarely kind of rooted in Milestone 4, it really can help drive improvement 
across all your work.  


So I think it's a really exciting opportunity. We only had a few practices that chose to do it in Year One. 
And we're going to hear from four of them now. But I want to do a quick informal poll and see how 
many of you are planning to incorporate councils into your work in Year Two.  


So as you know, Milestone 4 has three options. Option A is to move to monthly surveys. And then option 
B would be to implement Patient and Family Advisory Councils with quarterly surveys, and then option C 
would be to do quarterly council meetings.  


So if you can check— click on the check mark that is underneath your name, and either select yes if you 
plan to do either option B or C, or no if you plan to do option A. I'm just curious to see how many of our 
practices plan to do this. So again, click on the check mark, and the first option would be yes, second 
option would be no. And we'll just give you a few seconds to see how we're shaping up.  


OK. It looks like we have a large chunk of practices that are planning to implement Patient and Family 
Advisory Councils. So that's exciting. I'm glad to see that, Let's go ahead and move on to our practice 
sharing. This is the exciting portion of our event.  


So first we'll hear from Debbie Cox at Springfield Health Care Center. Debbie is the practice that is 
currently receiving technical assistance from Courtney. And I'm sure she will share how beneficial that 
has been. So without further ado, Deb, I will pass the ball to you.  


Thank you so much. Yes, we have initiated a partnership with Courtney's group, and can say that it was 
very valuable to us. They really have a great document that Courtney was referencing. It really does step 
you through— very logically— how to get started, and has a lot of good information in it. So I would 
encourage folks to take advantage of that.  


And to also take advantage of the technical assistance, if that's something that you would be interested 
in. We have found it to be incredibly helpful.  


So as far as our experience is concerned, the staff involved in our project consists of our physicians, our 
care coordinator, our nursing staff, and myself. Our physicians rotate meetings. They take turns. That 
works well. The patients then get to meet and get familiar with all of the physicians, and the physicians 
don't feel that burden to have to have one of them always be responsible.  


Our care coordinator comes to every meeting, just because she is the person that's kind of the clinical 
face of our practice in many ways. And so she's always there. And then the nursing staff also rotates.  


And surprisingly, they have found it to be really valuable, and look forward to the meetings. It was a bit 
of a surprise. We were concerned that folks would not really want to participate. But I think once they 
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got there and kind of developed some familiarity with it, they actually found it to be really something 
they enjoyed doing.  


And then, of course, I'm at all of the meetings as well.  


Recruitment was something that we really didn't have any idea how to go about. And so this was one of 
the areas that we got the most assistance with, by following the guidelines in the document that 
Courtney referenced.  


We chose to use the process where our physicians actually recommended the participants. We asked 
each of our three physicians to give us a list of about five— either patients or family members— that 
thought would it be good participants. They're familiar with them. They kind of know their needs. They 
know how they interact with the practice today. And we found that to be actually very insightful.  


We had no issue with recruiting people. We started with five from each physician, and we have no 
problem getting at least three representatives for each of the physicians.  


We— at the first meeting, or prior to the first meeting— sent out the patient and practice compact 
template, which was provided by the National Partnership. It's a really worthwhile document that 
describes the patient and family members' roles and responsibilities, and the practice's roles and 
responsibilities. It gives you a framework to work in so that folks understand what the council is and is 
not. The things that we will do and how we'll conduct meetings and so forth. And then we also used the 
confidentiality agreement template that was provided by the council as well.  


Our first meeting was primarily— other than introductory, we did conduct a roundtable at that initial 
meeting, and just ask family members to share one really positive thing that they felt they wanted to 
share about a practice experience. And at least one item that they felt we could improve on, or that they 
had concerns about, or that they thought would be helpful.  


We gathered all of that information from that meeting. And then we included three key topics that the 
practice really wanted— and had identified ahead of time that we wanted the council to help us with. 
And those were our care plans, our shared decision-making, and communication in general. We then, at 
the second meeting, chose our top five topics from this master list.  


Keeping in mind that a lot of the items that were brought up in that initial meeting were small things— 
were things that were just a matter of somebody paying attention to and addressing— so we had a lot 
of items that we were able to come back to that a second meeting and say, here's what we did about 
your concern.  


And so there's a lot of that we have found happens at each of the meetings. In addition to major topics 
that you may want to work on, you're going to get a lot of feedback about little things, or about things 
that don't take as long to resolve, or as much time or money to resolve those types of things. So it is 
helpful in that way, too. There's a lot of good information that you get about just routine things.  
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Our council is currently meeting every four to six weeks. That was the patient and family advisors' 
request. They have been very enthusiastic and very excited about the things we're working on. And so 
they really want to meet more often than our planned time of meeting quarterly. Eventually, we may 
get to just meeting quarterly. But with the things that we're trying to do right now, they were happy to 
try to meet more often.  


We've had perfect attendance. We have not determined at this point if we're going to offer some type 
of compensation down the road. It hasn't seemed necessary yet. And so we're leaving that to be 
determined.  


We do offer refreshments at the meeting. And our group decided that their meetings— we'd meet 
about 4 o'clock in the afternoon. And that works for our group.  


Our agendas are driven by the meeting activities, and the decisions and timelines that we're working on. 
We haven't really gotten too far into developing action plans for yet, because we're just early in the 
process. But again, there are some templates out there on the collaboration site that you can use for 
action plans. You may already have them in your practice that you've used for other things. And so that's 
in development for us at this point.  


Lessons learned— it's not as scary as we thought it would be. I will tell you that there were a lot of 
butterflies and a lot of stress. [INAUDIBLE] But it went very smoothly. The group actually kind of took 
off. And we're very participatory. And I don't know if we just got lucky that our physicians did such a 
great job of selecting candidates, or that's a normal response. But we have had no issue keeping 
conversation going and keeping ideas flowing . If anything, it's a little bit of a challenge for us 
occasionally to keep the meeting on track. Because the group's very excited to be there, to be 
participating, and they have lots of opinions and ideas that they want to share.  


And I think just from the staff perspective, we had no idea how enthused and how invested our patients 
and their family members would be to be given this opportunity to partner with us. And so, as I said, I 
think that the staff's excited to go to the meetings. We have found it to be something that's really 
grounding us in why we're here. And that's something I don't think we really thought about or 
anticipated when we got started.  


As far as next steps are concerned, we're working with the council on communication overall, how to 
share information with patients, how they like to receive that, how they want to see education given. 
And then, more importantly, how we can take what we're doing with this group and spread it out to the 
overall practice— sharing ideas and suggestions. So we're working on that as we move forward, as well.  


The care plans are something that's very near and dear to my particular group. And we are going to be 
using that as one of our first focuses. Are there any questions?  


Great. Thank you so much, Debbie. That was a really helpful overview of what you're doing. And I love 
the idea of using the council to vet your care plans and work on how to improve those. I think that's so 
crucial with getting by-in from patients, on actually feeling like they're a part of the care plan, and 
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making it really focused on self-management and not just clinical goals. So I think that's such an 
excellent place to start. And I'm glad to see that you're doing that.  


I'm just curious— and please, if any of our participants have questions, go ahead and type those into the 
Q&A, or feel free to raise your hand and we can unmute the line as well.  


But I had a quick question. Did you give the participants any sort of time frame for participation? For 
instance, are they planning to serve for one year, or for the length of the project, or did you not get that 
detailed quite yet?  


Oh, it looks like we lost Deb.  


Oh no.  


OK, well, hopefully she can call back in, in case there are any questions. I don't see that any have come 
through yet. So we'll see if we can get Debbie to call back in. But in the meantime, why don't we go 
ahead and move forward? We did get one question from Jan. Jan, we'll wait until Debbie's back on the 
line. And we'll go ahead and move on to our next speaker, and then— and address your question later if 
that's OK.  


I'm back.  


Oh, hi! That was quick.  


Sorry— I heard your question, got ready to open my mouth, and my phone was gone. I apologize.  


Oh no. OK. That's all right. Well, thanks for calling back in. Yeah, so go ahead.  


So I lost my train of thought. I apologize.  


Oh, that's OK. Just wondering if there was time— if you set forth time frames for the participants in the 
council. So did they plan to serve for a year?  


Actually, we did not at this point. I think that what we discussed amongst the council— and I think what 
Courtney and the Partnership recommend— is that you maybe do a rolling kind of a process. So that you 
don't lose everybody at the same time and have to kind of start over.  


So I think we're going to do that sort of a process, but we haven't really decided whether it'll be— keep 
some of these folks for 12 months, and keep a few a little longer than that, and start rolling it over that 
way. Have not made a decision yet.  


OK. That makes sense. We did have a question come through from Jan, that was— was there any 
attempt to diversify the group— by age, gender, economic status, et cetera?  


Yes. Each of the physicians was asked to think of their patient population, and give us— with five patient 
opportunities for each physician, it allowed them to pick a diverse group of patients as far as age and 
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ethnicity and socioeconomic situations and all of that. And we feel like we came out with a really, really 
well diverse group of patients that really is representative of the practice.  


We do have a more senior population. And so it is more senior than maybe other groups would be. But 
it is representative of our particular practice.  


OK, great. Thank you so much. Well, I don't think any other questions right now. But I think they'll 
continue to funnel in as we hear from other participants. So thank you once again, Debbie. And let's go 
ahead and move on to Family Practice Associates of southwest Ohio. And we're going to hear from 
Debra Southard. So, Debra?  


Good morning, everybody. So, to start out— when we decided we were going to do— Family Advisory 
Council, we thought maybe we'd do the surveys. But then we equated it to— it's kind of like going to a 
long-time family reunion— you didn't know what you were going to get. But even despite that, we 
decided we were going to do the council, because that was the apprehension.  


But we just thought we were going to get better data. Because you can have a two-way communication. 
They can give input. You can ask questions. And when you did a survey, you couldn't do that. And we 
just thought it would really give us the ability to implement change, to measure along the way. And it's 
been a really positive experience for us. But we're glad we chose it.  


But when we were doing this, we picked one physician. I sat on the group. We had our clinical team lead 
that's over all our medical assistants and our care coordinators. And then Sandy, who is our 
administrative assistant for CPCi, was pretty much the leader. She has done all the paperwork, all the 
legwork, all the phone calls, all the emails to all of these patients. So she's been a key component for us.  


But when we went into the recruitment, we kind of took a different strategy. Not only do we want the 
normal— different ethnicity and age, we also wanted different education levels. We wanted people that 
had children, people that had elderly they cared for. We also wanted to balance out who could get 
online and do portals, the technical ones.  


And then we even moved it into risk stratification. We didn't want just all healthy people on our board. 
We also wanted— we've got one that's 80 years old. And he has high complexity, but he gives some of 
our best input.  


So we wanted just that whole diversity. And then we asked our board, when we initially were selecting 
them— we picked five patients from each physician— we wanted them to give a two-year commitment. 
Because we felt, since we meet quarterly, we would want them over a two-year period to be the same 
group of people. Measuring where we started to where we could get in a two-year period.  


So in the whole process of recruiting, we basically sent a letter saying we're going to create this 
council— or this board— And this is what we're going to do. And it was about a page and a half long. 
And then we said, we would follow up with a phone call, which Sandy did the phone calls. And when she 
called them, not only did she talk about what an advisory panel did, in a board, but she inspired them of 
why their input was so important.  
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So we didn't have a single person turn us down when we did our initial invitations. They were all excited 
to come in and see what we are actually doing, and what it would mean to participate.  


So then once they said yes, we'll do this, what we did is we thanked them for their commitment. And 
then we went into the next stage with them, which is where we were going to focus. We had a long 
discussion about this, but we decided we weren't going to focus on just one thing, like diabetes, or how 
we got patients in. We took the whole spectrum of the practice.  


And then once we did this, what we created was a very long survey that we sent to our advisory board 
members a month prior. We gave them instructions of how to complete it and what we were looking 
for, a self-addressed envelope, and when the survey needed to be back. And every single one of our 
board members gave us more than what we expected on the survey, and they all had them back on 
time.  


Then what we did is we took the survey from our patients before our first meeting, and that helped us 
create our first agenda. One, we were shocked with the answers we got, because we thought we were 
hitting everything on all cylinders, and learned that there were a lot of areas we did need to improve. 
Which, I think, kind of motivated us for the first meeting.  


And then in the first meeting, we went around and talked about the goal of our group. Everybody 
introduced themselves. We went through the survey. We went through the vision for our whole group. 
We told them how often we were going to meet. And then we just had 2 and 1/2 hours of this whole 
camaraderie around this agenda— about how we could better serve our patients through this board.  


And so we have board members— our youngest board member is 20. Our oldest board member is 80. 
And we have all ages in between. And we just thought we had a really good group.  


The other thing we did in our first meeting that we thought was really important is we had the patient 
compact, that kind of explained to them what would we be doing and the objectives. Because I think the 
fear of a lot of patients is we're going to talk about their health. So we laid that out right in the first 
meeting, that we wouldn't to be talking about their diagnosis or their conditions. We would just be 
talking about their perspectives as a patient in our practice.  


The other thing we also did look at, too, is how long someone had been in our practice. So we wanted 
some people that were newer, and some people that had the longevity within our practice when we had 
that first meeting.  


So every time we have a meeting, now— we have ours quarterly— we base it off the previous meeting. 
We start out our meetings by talking about what we did, or implemented, based on input from our 
council. And I think when they see the complexity it takes just to schedule an appointment, or to triage, 
or to take you to a specialist, they were kind of excited to see all the things that we put in place. They 
were shocked by the workflows we do. But with our group— we had six to eight the first year. We've 
added another one this year. So think we're a solid nine or ten for every meeting. And those are just the 
patients. And then we've also got our team.  
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But our people don't want compensated. We even asked them that, if they felt they needed to be 
compensated. And they said no. We do buy them a really nice meal on the evenings that we do meet. 
But other than that, they were just so excited to help us make a difference in our practice, which I think 
was an inspirational part for us as well.  


Along the way, some of the lessons that we've learned is that you have to set your objectives in 
advance. We set the meeting agenda— or if there's any data that's going to be reviewed— we send that 
out to our board meeting several weeks in advance to give them time to review it, and then bring really 
good questions to our team.  


We do things like put words up on the wall on certain topics, and they'll take little Post-it notes and 
they'll write what they feel about those. And those are some of our takeaways after our meetings. But 
we just find that your patients are going to be really honest. And what you need to tell them is you want 
them to be. That there's nothing they're going to say that's going to offend you. Because their input 
makes you better.  


And when you get this data, and you really listen to your advisory boards, and you start putting 
workflows in place to better that, you'll just be amazed the outcomes you get. So we share everything 
with our board. They know what patient-centered medical home is. They know what CPCi is. They know 
the obstacles we've had to overcome. And I think that they respect us and we respect them for that 
factor.  


But when we're thinking at the end of the lessons learned, we want to see their viewpoint. It's the 
greatest asset that we have. We've made a tremendous amount of change in year one based off their 
feedback. And we do believe it's influenced our outcomes on a very high level. And we do have people 
on the board that don't have a computer. They don't use a portal. They don't ever want to use it to 
interact with their physician. So it made us think outside of the box of— how do we hit that percentage 
of population that don't want technology?  


And I think at the end of Year 1, it came down to— it was the best decision we made, going with our 
Patient Advisory Council. We want to expand it. We want to do more with it. But it's overall been a very 
positive experience.  


So some of the things we're working on right now is we're trying to incorporate into a newsletter what 
we do with our board. Let our patients know who our board members are. We want to put it on our 
website. And we just want to keep growing it.  


But if you took our whole team together with our board, I think the one lesson learned for us is— when 
you get really good, honest patient input, it's going to lead you down a path allowing your clinical teams 
to be successful at a much higher level. Because in the end, it's all about the patient being our number 
one priority. And I think what it's done for us is it's totally empowered us to be better at what we do.  


Great. Thank you so much, Deb. While we give a moment for people to type in their questions in the 
Q&A box, or raise their hand, I'll ask— I would imagine that being able to show the council that you are, 
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in fact, incorporating their feedback into action would be really important for buy-in and continued work 
with them. Have you been able to have any early wins? Or show them— look what we did with your 
feedback— we've really implemented this new process, or made this change?  


I'll tell you a real simple one. The first board member says, why do you nag me about appointments? I 
don't understand an appointment. So our council agreed that we were never going to call it an 
appointment again. It was going to be the next visit in your care plan. So everything we did— our 
literature— we don't have appointment cards now, you have care plan cards now. But that one little 
change— and then when that board member saw that we made that change, it lit them up, and the 
whole board was like, we never thought of it that way.  


So it's just putting yourself in the brain of the patient. And giving them something that simple was a big 
change. We showed them our progress with diabetic patients in. And they were shocked that we 
worked that hard to change outcomes. So it's just really important to be honest with them that every 
piece of information they give you— you're taking it, and you're doing something with it.  


Great. Thanks. Looks like we did get a question come through from Amy at PriMed. What were some of 
the points that the administrative assistant told the patients? I think she means on the call that they 
found inspirational. What were they—  


When they were recruiting them?  


Yeah, I think that's what she's referring to.  


OK. Some of the first key things we talked to them about is that we were a patient-driven practice, and 
the only way we could have better outcomes for our entire patient population was to have really good 
patients that would give us really good input. So the first thing we did is we complimented them for 
being a really good patient. And for patients who had been our practice for a long time, then we slid 
over with the— you've got such longevity with our practice. So we know you must already have a really 
good relationship. We want to know how to make that relationship better. And you're the key to that 
for us.  


So we just would go through little tidbits. I'll be happy to send you— Sara, if you want to send it out— 
what our initial intakes were for these patients, and what our surveys were. Because I think just a good 
guide.  


Yeah, absolutely. I would love to do that. And I think that's a perfect kind of thing that you can share on 
the collaboration site from Milestone 8.  


OK, I can do that. OK.  


But yeah, I would be happy to send that out. We can include that in our next newsletter. Thank you. 
That would be great.  


OK.  
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OK, well, in the interest of time, let's keep moving. We've got two more practices teed up. Thank you so 
much, Debra. Next, we will hear from Dr. Wang's practice. We have Allison Boone and Karen Werline. So 
I will go ahead and pass it off to you, Allison.  


Thank you. It's just Allison today. Karen's unable to make it. But I am the Care Coordinator here at 
Dr.Wang's office. I've been here for about nine months. And we are down here in Terrace Park, Ohio. 
And we did the council instead of the surveys because we wanted to have the one-on-one time with the 
patients.  


[INAUDIBLE] the staffing and staff involvement, we are all involved with it. The whole office, I mean. The 
office manager was the principal person involved in the recruiting. She put together the list and sent out 
the paperwork and the letters and everything like that. But we tried to get a council with patients from a 
variety of demographics, and ages, and ethnic groups for the council.  


As far as the strategies go, we all participated in providing a list of patients that we thought would be 
good for the council. The doctor did. And so did the staff members. If the patient was in the office 
before the council, we did try to get a one-on-one with them. And then if they would be interested in 
participating in the council. And then we did send out a note as well. And then we were sure to follow 
up with a phone call if they did not RSVP to us when it was getting close to the council time. And then 
we were, of course, sure to involve any kind of brief description of what the council was about.  


Focus areas for the council for us was just really basic at first. Of course, we wanted to introduce what 
the community care was all about and what, as the care provider I was doing. But we wanted to just— 
as a practice— find out how we were doing. So [INAUDIBLE] talk about the appointment availability, 
how they're doing with their phone system, and how they feel they our billing. And wait time in the 
office, and just basic things— about the doctor, and check in and check out. Sorry. Just real basic things 
at first. And getting just some [INAUDIBLE] back from them and see how they're feeling about the 
practice. And then their time at the office.  


For the meeting itself, we have them on Wednesdays at [INAUDIBLE] at Panera. And that's their 
compensation is just Panera lunch. We do not do any other kind of compensation for them. [INAUDIBLE] 
their role as the council, and why [INAUDIBLE] of why we're doing the meetings. And we always have an 
agenda beforehand. And we try and all be there for the meetings. And we [INAUDIBLE] a lot of questions 
and answers time for the patients.  


We really get a lot of feedback from them. Let them know that there are very important. And try to 
make sure that they know that they can be very honest with us. And otherwise they just want to sit 
there and listen and not provide a lot of feedback. But we really want to give us the feedback, so that we 
can try to improve the practice in any way that we can.  


Our action plan after the council— we haven't had a lot of time to do much, but we just wanted to make 
sure that we're renewing the importance of the communication with the patients. One of the things that 
was brought up in the action was— in one of the meetings, I'm sorry— that the patients [INAUDIBLE] 
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informed if we're running really behind. So we try to do that when we're writing the schedule. So we're 
really trying to implement that.  


And then we're trying to implement the patient portal sometime this year. And then we're [INAUDIBLE] 
the phone system to make sure that the patients understand that when they're here in the office as 
well.  


But [INAUDIBLE] we've learned was it was very rewarding. It was very rewarding for the patients. It was 
very rewarding for the staff. Don't be afraid. The patients really loved it. They loved being involved. They 
loved being heard. And I think that they really thought it was a great experience. [INAUDIBLE] And they 
felt very honored to be there. It was— it wasn't as [INAUDIBLE].  


So our next steps for [INAUDIBLE] will be to continue to do them. And to continue to [INAUDIBLE] that 
their opinions are important. And just continue our care coordination standing to make it better. And 
we're going to continue to do the advisory councils, and just continue to improve any way we can here 
in the office. And our questions are next.  


Great. Thank you so much, Allison. We'll give a few moments for questions if anybody has questions for 
Allison.  


Kelly?  


Yeah?  


Kelly, Dr. Wang walked in. He wanted to say something.  


Oh, perfect.  


Yeah, just saying for the family council, it's a great recruiting tool— compared to sending people 
anonymous surveys, and check off boxes, and fill these things out. Patients are really excited. They want 
to talk to us and meet with us. And if we involve them, they're really excited. It's really great for our 
[INAUDIBLE] and recruiting as well, too. Thanks.  


Great. Thank you so much, Dr. Wang. We really appreciate that feedback. And I love to see how positive 
these have been for all of the practices who did them in Year 1, and I really hope that inspires some of 
you to choose this option for Year 2, as well.  


So we're getting a little short on time. So I'm going to move forward to Springfield Center for Family 
Medicine. And we're going to hear from Cindy Brewer. But if you do have questions for Allison or Dr. 
Wang, please feel free to type those into the Q&A, and we can hit those at the end as well. So Cindy, I 
will go ahead and pass it over to you.  


Hi, this is actually Tina Wildermuth. Cindy Brewer was called away from the office this morning. So I'm 
going to be filling in for her.  


Hi, Tina.  
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I am the Patient Family Coordinator. And I also have our Care Managers here with me, Jenny and Lacey.  


So as far as staffing, what we did is we came up with a phone script for recruiting. We went around and 
spoke with all of our physicians. We spoke with all the staff members and clinical— both clinical and 
office staff— and asked them for their opinions on what kind of patients would be good for this type of 
setting. And we got a lot of names, and we basically sat down and did all of the calling on that.  


We looked at things— we did run some reports to also, then, look at those patients, and get a good 
group of— we wanted to try and determine a group of age and race— their ethnicity— conditions— 
physical conditions they were dealing with. And then we just broke it down and started looking for age 
groups. Parents that have small children in the practice. Maybe the parent wasn't a patient.  


We ended up getting six members, and they're broken down between our six doctors. And our staff— 
we really like. They're very informative. They have a lot of really good ideas. So it's worked good on that.  


As far as the office staff, we have one physician who did it for the first three meetings we had. And now 
we have a new physician for this year. We also had one member from each area of our office. So we 
have a person from billing, we have a person from our clinical, we had a person from our front office, 
and then we also have the care managers also come and attend.  


And again, this year, we switched and got new staff members. The only people who are still there that 
were the last time is myself and Cindy, the Office Manager, and our Care Managers.  


So our focus area— how did we determine— For our very first meeting, we did hand out the surveys. 
We are doing both options B and C. We are doing quarterly surveys, as well as having the meetings with 
the council. And for our first meeting, we did do a survey. And we went through— took a lot of time to 
break that down and figure out what areas we needed to focus on.  


And we also were shocked at some of the results. We felt like we were doing a fairly good job in areas, 
but we did have quite a few complaints in a few of our areas. The largest one was being the phone 
system. And the runner-up to that was the patients' wait time to see the physicians.  


So that's how we determined what we were going to discuss. And since then, we also continue to do the 
surveys, and we kind of feed off of that. But we also just ask our patients to give us ideas on what they 
feel needs to be addressed— what they would like to be a focus area to speak on.  


And I know that for our next meeting that we'll be having next quarter, it will be driven towards the 
patient portal. We have started using that a lot here lately. We are signing up every patient as they 
come in. And then, of course, they have to do their part on their end. We have several— quite a good 
group of patients who are doing that, but not as many as we would like. So we would like to discuss with 
the council ideas on how we could get patients to be more involved in that.  


So the council detailed— we pretty went through that, and who's attending. Our action plan— We did 
do some PDSAs on trying to figure out how to make some improvements. And we did make 
improvements with our phone system, especially our appointment line. We went from only being able 
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to leave messages to having a live operator taking calls. That has been a big improvement in our 
practice, which the patients are definitely appreciating.  


As far as the wait time, we started having our staff inform patients ahead of time— if their physician was 
running behind, about how long, and giving them the option to either reschedule, or we offer a light 
snack, especially if it's near lunch time.  


What kind of lessons have we learned? So basically, when we first started out, we really didn't know 
exactly what we were doing. And we did follow the CMS and Health Collaborative guidelines to get 
started. We really do strongly believe that doing the surveys and the council is a good way to go. It 
does— we want the council members' feedback, but we also want the feedback from all of our patients. 
Because the council is only a small group. And we really do want to know how all of our patients are 
feeling about our practice. Because becoming a patient-centered practice is what we really want to go 
for here.  


About how we're going to integrate more patients into the PFAC— we have an office bulletin board that 
we just set up not too long ago. And the care managers actually control that for us. And we do have a lot 
of information on there. But one of the things we have is an announcement about the Patient Family 
Council.  


We also have hour meetings at the lunch hour, and we provide them in our waiting room. We are 
providing lunch. And we are providing them an honorarium, as well, to attend the meetings. They 
haven't asked for it. It's just something that we wanted to do to show them our appreciation for all that 
they're doing to help us. And we do have a lot of patients during that hour who are still coming in and 
out to see their physicians, or picking up or dropping something off. And they are asking about what's 
going on. It is a time for us to be able to share with them exactly what we're doing. Are there any 
questions?  


Great. Thank you so much, Tina. And I will say, please do chat in your questions into the Q&A box if you 
have any for any of our speakers today. Or if you think of some later, please feel free to email those to 
me, Kelly, Barb— any of us on the team— and we can get you responses to those.  


I really like how you're using your surveys, and then leveraging that information to really dig into it with 
your Patient and Family Advisory Council. I think that's a really great approach. It lets you really get at 
the reason behind the way maybe people are responding the way that they are to the survey, and lets 
you really get at how you can make those improvements. So I think that's a really great approach for 
others to think about.  


So let's see. I have not seen any other questions come through. But we still have a few more minutes. So 
why don't we go— and I can cover some important dates real quick before we close. Next week, we 
have our Systems Meeting on Monday. There'll be a webinar on Tuesday— that's a national webinar 
covering the integration of behavioral health. That is set to be a really good topic, I think.  
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Then we will convene our independent practices on Thursday. Later that day, there will be another 
national webinar that will review attribution and how that's done at the— from CMS's perspective. Just 
as a reminder. Then on the 25th, there will be another webinar— a national webinar on another option 
for Milestone 2 around self-management.  


And then most importantly, our learning session coming up on March 28. So as a reminder, that's a 
mandatory, face-to-face meeting for all 75 of our practices. We have a full day— 8:00 to 3:00 PM— 
chock full of goodness. So if you haven't registered yet, please do so. We do have somewhat limited 
space. But we want to ensure that we have everyone marked down who plans to attend to make sure 
we have enough food and beverages for all of you. So look for that invitation. It came from Kelly 
Aardema. So search through your inbox and find that. If you have not yet registered, please do so.  


And this is Kelly. I have another comment on the learning session. I am putting together vendors or 
community partners for our community resource fair during the learning session. If there's any 
organizations that you have been working with, or that you would like to work with, or you think would 
be beneficial to the practices, please feel free to send me your ideas. We're always looking to improve 
our value. And I would really like to hear from you.  


Great. So thank you once again to all of our speakers today— Courtney and all of our practices who 
were willing to share. This is very helpful, I think, and it really outlined that there's no one perfect, right 
way to do this— but there are lots of different approaches and ways that you can use these councils to 
really affect and drive improvement for all of your CPC work.  


So thanks again, and we are at the hour. So have a nice afternoon.  


This is Marie, and we want to thank you for coming to the presentation today. We would like to ask you 
to complete the survey. If you click on the file, "Leave Event," you should see a survey pop up. Thank 
you so much for attending.  
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Diagnosing using the PHQ-9	� Miller (2010)
�


The PHQ-9 is a tool that can be used for diagnosing, treating, and managing major depressive disorder. As a nine 


item questionnaire, the PHQ-9 can be easily administered, scored and utilized during the course of an office visit. 


For the purposes of the DARTNet protocol and decision support, below are suggestions on how to use the PHQ-9 


for depression diagnosis. 


1)	� PHQ-2: The first two items on the PHQ-9 are essential in diagnosing a patient with major depressive 


disorder. A patient must score either a 2 or 3 on either question 1 or 2. Without elevated scores on one of 


these two questions, other pathology may be underlying the patient’s presentation or elevated PHQ-9 


score. 


2)	� Clinical Judgment: In conjunction with scores from the PHQ-9, providers may also ask about the following 


symptoms as a patient must have four symptoms plus depressed mood or anhedonia, for at least two 


weeks to receive a diagnosis of major depressive disorder. The acronym SIGECAPS is often used as a 


mnemonic tool to help remember the diagnostic criteria for major depressive disorder: 


Sleep disorder (either increased or decreased sleep)
�
Interest deficit (anhedonia)
�
Guilt (worthlessness, hopelessness, regret)
�
Energy deficit
�
Concentration deficit
�
Appetite disorder (either decreased or increased)
�
Psychomotor retardation or agitation
�
Suicidality
�


3)	� Symptom severity based on score: In general, using PHQ-9 scores are simple, but remember to double 


check that questions 1 or 2have elevated scores (2 or 3). Based on a patients total score, the following 


general diagnostic criteria may be applied: 


a.	� <4 – normal score- ongoing treatment depends on clinical situation 


b.	� 5 -14 – using clinical judgment with impairment index (see below) and positive score on 


questions one and two, taking into account history (i.e., previous scores and treatment) – 


treatment may be offered through non-medicinal (i.e., therapy) or medicinal routes (mild – 


moderate), many patients with chronic illnesses will score 5 to 9 even when their depression is in 


remission 


c.	� 15 - 19 – medicinal treatment likely warranted; however, patient preference, clinical judgment, 


scores on questions 1,2 and 9 and impairment index should be taken into account prior to the 


initiation of treatment (moderate) 


d.	� >20 – begin medicinal trial with possible adjunctive therapy taking into account questions 1,2 and 


9 for diagnostic purposes (severe) and suicidality 


4)	� Question #9: Examining specifically question nine (suicidality) can help a provider know if an action step 


needs to be taken immediately or if a more comprehensive approach can be taken in the context of 


additional information gained from the PHQ-9 score. It is important to note that a diagnosis of depression 


can be give in the absence of suicidality. 


5)	� Impairment index: Below question #9, there is a section that examines how the depressive symptoms are 


affecting a patient’s impairment. This question should also be examined in the context of the larger PHQ-9 


score to help with treatment decision making. For example, borderline scores of 12-15 may be interpreted 


differently if the patient’s level of impairment is significant. In the same vein, if the impairment question is 


a 0 or a 1 with a mid range PHQ-9 score, a provider may wait and see before diagnosing or initiating 


treatment. This, and the clinical assessment/interview, can help a provider with making a diagnosis. 
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Milestone 6 Action Group: Use of Care Compacts 
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Moderator: Rose Langdon, TMF Health Quality Institute 


Sept. 23, 2014 
Hello, everyone. Welcome to our first session of Use of Care Compacts to Coordinate Care Across the 
Medical Neighborhood. I am Rose Langdon, and I'll be your facilitator for this session. As a reminder, any 
statements regarding their technology, products, or vendors are expressions and opinions of the person 
speaking and not an opinion of nor endorsement by the Center for Medicare & Medicaid Innovations, 
nor TMF Health Quality Institute, nor the host of the program. We look forward to your participation 
during today's session. We'd like to know where each of you are located across our seven regions. To do 
this, please click the arrow to the left side of your screen and then indicate on this map your current 
location by clicking on that location. We've got people from all the areas. Wonderful! Thank you, very 
much. And now to avoid accidental annotation during the presentation, please click your arrow again. 
Remember that this is your Action Group. We will be as interactive as possible during these sessions, 
and we'd like you to actively engage using the chat feature and the Q and A feature. If you could do me 
a favor and chat right now what question would you like answered about care compacts in this action 
group? In addition to activity during this session, we encourage you to use the forum between sessions 
to continue the conversation among group participants. And now I'd like to introduce to you the 
facilitator for today's session, Marilee Aust with HealthTeamWorks. Marilee, you have the ball.  


Great. Good morning, everyone. And I believe I have the ball now. So, good morning. This is Marilee 
Aust. I'm with HealthTeamWorks. I'm a quality improvement coach out here in Lakewood, Colorado. I 
did see on the map there, it looked like a lot of people were ringing in from Colorado. But there were 
also a lot on both coasts, including. I did see someone, I believe, by the name of Mary Provost who it 
looked like she was in Bermuda. But then she moved herself out to the Northeast. So I thought that was 
neat. Anyway, good morning. As you know, today is the first in a series of four Action Groups dedicated 
to Milestone 6 and, specifically, to care compacts. So as we get started here, we're going to have two 
different speakers joining us here in just a couple of moments to talk about their own experiences in 
using care compacts inside their own medical group. But to kick things off, we want to see how many of 
you have implemented a care compact in your practice. So have you selected the care compacts as one 
of your Milestone 6 selections? To do this exactly you guys still using that upper left-hand arrow to click 
on where you're at right now. Looking good, this is looking great, folks. Thank you. It looks like we're 
about, oh, half and half so far on folks clicking in on the poll here for whether or not you have selected 
care compacts as one of your Milestone 6 selections. And then it looks like you people are still ringing in, 
great. Well, we're going to learn a lot more about what care compacts can look like inside your practice 
today. And as we move forward, you know, it is a part of the care coordination piece of Milestone 6 and 
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how care is coordinated across all elements of the industry. So let's see, we'll move forward to the next 
one. It looked like it was about half and half. Maybe, do you think it was a little bit more than that, 
perhaps, on the no side of that. So as we talk, now we're looking for a chat. Which specialist or groups 
have you implemented a care compact with? You're going to choose the chat button in the upper right-
hand corner. There's a little balloon there, and there's a little black button. And you want to click on that 
to implement your chat function. And then you can input in there. So care compacts can be, oh, 
implemented with all kinds of different specialists or groups, hospitals, the emergency department, 
other facilities. Perhaps skilled nursing facilities, home health agencies. Any other specialists that you 
would consider inside of your medical neighborhood, which we will be talking about more as we get 
started this morning. Of course, the care compacts does involve coordinating your internal systems first. 
And then, of course, going out to those providers as you move forward. Looks like we have a couple 
here coming in right away. Wonderful behavioral health. Compacts with dieticians, more behavioral 
health, multispecialty. It is difficult, so we're going to talk about how some of our practices that are on 
the line today have moved forward in getting folks to sign up with those care compacts cardiologists, 
hospitals. Great, wonderful. Okie dokey. Lots still coming in here. Anybody you can think of that you are 
working with currently with a care compact. Optometry, wonderful. I'm going to move on to the next 
slide. So today, in today's session, what can you expect? So as Rose had indicated, some interactivity. 
And we'll want to remember to just take that left-hand arrow button off so that you're not accidentally 
clicking on things. But, yes, interactivity is an important piece of what we're going to be trying to get out 
of this webinar today. Learning from one another, learning about how others have implemented care 
compacts in their practice. Including how to specifically define care compacts, what does that look like? 
How the care compact will impact care coordination across the medical neighborhood. And that one 
includes ED, the hospitals of specialists, those folks, your high volume specialists. And then how care 
compacts have impacted their patients and their practice. We, of course, as we were talking about 
earlier in the last slide and earlier today, we do want you to share your comments, questions, examples. 
And you can do that through that chat function, as well as through the Q and A if you just want to ask 
questions. Rose had noted that we can use the eraser in the upper, rather in the left-hand navigation 
button there. Down at the bottom, there's a little. The second from the bottom as an eraser button. 
That's okay. Any comments, questions, examples as we want to go forward, you can use your chat 
button at any time. So here we go. Another chat. What expectations do you have of today's webinar? 
Are you looking for examples of how other practices have implemented care compacts? Are you looking 
for stories about lessons learned, barriers, success stories? Anything like that that you're looking for 
from today would be very helpful. And, of course, anyone who's having success in their own practice or 
having a specific challenge or barrier, we would love to hear about that as well. Thank you for chatting 
those in on the right-hand side of the screen. And this is looking great, guys. Thank you so much. Looking 
for how practices selected who to have a care compact with. We will be answering that question 
specifically. Wonderful. I'll give it just about 10 more seconds here for anyone else that's trying to log in 
and chat with us. Okie doke. So why wait? We don't want you to wait to the end of the session, because 
sometimes you forget what your question might be or what the challenge barrier or success story that 
you're seeing. We want you to remember to add these in into the chat function on the right-hand side 
so that we see what's going on with you folks as we're going. So, again, please chat your questions as 
you have them. Also, feel free to use the chat to ask about any key elements. You'll hear practice 
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presenters while they're speaking. You might want to ask those questions over in the chat function. And 
then we'd also love, like I said earlier. We want you to share your examples, and then any comments 
regarding care compacts that you might have as we go. Successes are wonderful. And then the elements 
that must be in the collaborative agreements as I'm reading here on my right-hand side. 


10:01 
So lots of great stuff that you guys have questions about. And, hopefully, we will see answers to all of 
those. And, in not, we want you to remember that this is the time to get those questions out there so 
we can be interactive with our peers. Okay, so at this point, I'd like to introduce Molly Pickett. She is a 
nurse, but she's also board certified adult geriatric primary care nurse practitioner. There's a mouthful 
for you. And she's out of our own backyard here in Denver, Colorado at Mayfair Internal Medicine. She is 
with an independent practice, has three physicians. One advanced nurse practitioner and 2500 patients. 
So we are excited to hear about the different care compacts that she and Mayfair have implemented. 
And I am going to turn it over to you right now.  


Thanks, Marilee. Thank you, everyone, for joining us today. I am particularly passionate about care 
compacts just as I feel this is something we should have been doing really all along. And I just wanted to 
kind of do a overview with you all kind of briefly here on exactly what a care compact is. So, you know, 
essentially, it should just be a collaboration agreement, an arrangement that you develop, a workable 
framework between you and a practice of your choice. It could be a practice you feel like maybe you 
have a good relationship with, or it could be a practice that maybe you really want to improve your 
relationship with as far as your doctor communication, standardizing those workflows, document 
sharing between practices, and then also just kind of developing maybe a relationship with a specific 
person at that practice. It can be your go to person and contact when issues arise. So, you know, a good 
way to do this is to maybe keep in mind the three part aim and just kind of. This can be part of your 
development collaboration process. And keep in mind that patient satisfaction is always number one on 
everyone's list. And this, you know, patients definitely notice when you have really great communication 
with your collaborative practices. As I've noticed, I've had a couple patients actually make a couple 
comments to us in office here as well as we've heard some feedback from one of our collab groups that 
the patient was incredibly excited and impressed with just the amount of communication that had gone 
on between the docs. And also cost being a huge factor. Just stop preventing the evaluation overlap. 
You can really work this from great and a lot of different angles. You know, think about what, think 
about what lab work that you're doing that you want to try to assist with in getting done for your 
collaborative groups. And kind of make each other accountable for, okay, I'll get this lab value or this 
test for these particular patients. And you can do this. And, again, you're sharing the information 
accordingly. And then just remember quality. It's, you know, you should really expect the kind of care 
from your collaborative docs as you would want to give to your patients. So keep those things in mind 
when you are developing some of these care compacts. The why of care compacts, again, I feel like we 
should have been doing this all along. It's really created a lot of non-reimbursable time for your offices. 
It's, you know, trying to get the referral information back. Trying to just chase the paper trail. You know, 
hey, can I get that progress note? When are you going to send it over? This will really help develop a 
timeframe for those types of issues that you may have been really having a struggle with your practices. 
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And then how to integrate information from the other agencies is just huge, because you need to know 
how you can implement that and use that in your day to day practice, as well as what you can do to help 
them implement your information that you send to them. So, again, just kind of remember the why and 
keep that in the back of your mind when you are developing all of your care compacts. Just keep asking 
yourself these why questions when you're going back. And the Collaboration website has this care 
compact example available. And I really appreciated Kari Loken in that you should not try to re-create 
the wheel. That's always been her great piece of advice. So if you're really struggling with what this 
should look like for your practice, just go to this and modify it as you need to. It's a Word document. You 
can make this whatever you need to. And you can really just go from there. And remember it's a 
workable document. It doesn't have to be set in stone. It's not something you have to be absolutely 
married to. If something's not working that you had thought would work initially, change it. Make it your 
own. And so the implementation strategy, I feel that for our practice, especially, we're really still 
working on the implementation. We got started maybe a little late in the year. However, we did get 
started. And it seems to be going pretty well so far. So we're still kind of in the development stage and 
implementation stage. And just seeing how this is all going to play out. So give it time. It's not going to 
be an overnight change. You're going to have to tweak it and work it and make it your own. And just 
keep all of that in mind. But, you know, remembering the whys, defining a champion to figure out who's 
going to be talking and interacting with your comp groups is really important. And then just developing 
and maintaining that relationship is another way that we're really trying to work on to continue the 
ongoing talk. And just development of our care compacts with our agencies that we've picked. So 
getting to our practice story, specifically, here at Mayfair, we decided, you know, what clinics, where to 
start. I just felt like care compacts were actually going to be an easier way to go. And, you know, they've 
actually been an awesome, an awesome experience so far for our clinic. So we decided to kind of go 
from the direction of what clinics were we referring to the most. And we did a registry poll on our 
referrals over the last year and found that we have a group, specifically Denver Digestive Health 
Specialist which is one of our local GI doc groups that we do the majority of our referrals to. For 
anywhere for colonoscopies to just general GI complaints that we need more further evaluation for. And 
so we went ahead and decided that would be a great route. And then the other route we also felt very 
important and just absolutely a must for our practice was going with Maria Droste Counseling Center for 
behavioral health integration and compacting. So these, again, we're kind of killing two birds with one 
stone with the Maria Droste compact for both Milestone 2 and Milestone 6. So, and it's actually been an 
amazing experience so far with both groups. So you can kind of ask yourself which direction you would 
like to go. But, again, it's open and you kind of got to go from what direction works for your practice. 
This is what our care compacts look like. Again, I used the example that was provided to us from the 
Collaboration website. And they are great documents, very workable. And we've tweaked them as 
needed for both practices. And that's on both sides. So we've implemented since June, our care 
compacts with both groups. And we've been working with Maria Droste at least on a monthly, if not 
bimonthly, kind of collaboration on our document workflow, bidirectional communication, and also just 
in general how we can get this to work. Because it's a very unique situation with a behavioral health 
specialist. And as you know, there's a lot of barriers there and people just assume, oh, we can't talk to 
behavioral health about anything. But that's just not the case. And then referral tracking, we kind of had 
in place already for our MAs have been working hard in trying to close those care gaps. And so we 
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decided with Denver Digestive that we just wanted to be more proactive in figuring out how to get 
documentation back from them. And that's been a big piece of our care compact with that group. And 
we do continue to follow up quarterly. If not more, probably more like on a monthly basis with those 
groups, just to see how things are going. And we're continuing to improve and adjust as we need to. And 
so, you know, building the medical neighborhood obviously is going to be a huge factor in all of this. You 
really want to hold your local groups accountable, and just make them just as excited about this care 
compact as you are. And just, you know, try to hype it up, so to speak.  


20:00 
Fix the long-standing communication issues that you've been having with some of your groups is kind of 
a key piece to this. For example, our Denver Digestive care compact, our biggest issue is that we weren't 
getting pathology reports back on a timely basis for our colonoscopy referrals. And so we really weren't 
sure what the timeframe should look like for their follow-up colonoscopies. So this is kind of a big piece 
that we really tried to drive home with them that we were looking to get a little bit more prompt return 
of the pathology reports from them. And they didn't even realize there was an actual issue until we 
brought this up to them. And so it got fixed pretty promptly. And we are seeing quite an improvement in 
the percentage of pathology report return, which is interesting because the reports that we run from 
the quarter to date this year versus last year is actually showing us a decline. However, we actually feel 
that we're tracking appropriately now. So that's kind of where we're going from that direction. And, you 
know, we've really learned quite well how to work with a mental health provider at this point. And just 
figure out where we can kind of break down those barriers of communication between a mental health 
provider and a, you know, a primary care provider, because it feels that that communication flow has 
never really been there. We were lucky enough to have the opportunity to have a group that was very 
willing to work with us and have actually done a lot of the legwork for us in developing their own 
documentation on bidirectional communication. And that is anywhere from an authorization for release 
of records form to a simple, you know, S bar note format that they're providing our office after the visits 
that they're having. And we've actually seen a 50 percent referral closure rate approximately with our 
Maria Droste referrals, which is huge because we had zero last year. So we're really finding that's been 
an amazing collaboration, and we're getting a great response out of that. And then just the mental 
health referral insurance changes that have occurred since the Affordable Care Act went into play this 
year has also been a big piece of our learning curve of figuring out who can actually be seen by mental 
health, behavioral health specialist. And, you know, just kind of remember in the back of your mind that 
practices that you approach might be more receptive than you think they would be. And keeping them 
accountable is probably the biggest piece to take away. Any questions so far?  


Molly, we've had some excellent questions in the chat.  


Great.  


One question was can you make a collaborative agreement with an emergency room in order to get the 
utilization numbers improved?  
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I would hope so. However, there might be a little bit more red tape with an ER because I would think 
that. You know, you're kind of dealing with the whole hospital as an entity rather than just a smaller 
office. So you might want to, you might have to go a little bigger there, I would think, by actually 
approaching maybe hospital administration or the emergency room director, critical care director, that 
sort of thing. But I would hope, yeah, you should be able to collaborate and connect with an ER. 
Anybody else have thoughts for that? Anybody?  


This is Maren Wheat [phonetic], Rose. I'm not sure if Marty's out there listening to us. I did see his 
question or her question. And regarding anti-kickback and stark laws. And to my limited knowledge 
about that, it specifically, care compacts do not cover or even discuss costs or fees. And with stark, we 
all know that that covers and prohibits, specifically, kickbacks for referrals. So my suggestion would be 
that that, of course, never cross the boundary on your care compact in talking about money, but also 
that the attorney that you have for your practice will be able to help you navigate through those waters. 
So I don't know if that answers the question or not. I tried to answer that question in the Q and A, but 
hopefully that helps everybody who's listening also with that particular question. Does that help?  


Great, Marty, wonderful. Also I did have a question quickly for Molly. Molly, some really great 
information. Especially with your behavioral health integration and the care compact you did with Maria 
Droste. You did mention tracking success and barriers with them. How, specifically, do you do that?  


Right now, we have since the beginning of care, you know, CPC. We've really developed a good referral 
tracking program through our MAs and our care coordinators that have been really prompt and 
developed a good workflow on how to track those referrals. So we've integrated Maria Droste's referrals 
specifically into our referral process. And we're taking that and just making sure that we're closing the 
gap with getting those documents back from them. And recently, we've had to make them more 
accountable for return of documents. And we have a great champion on their side, David, that is really 
helping us out with that. And he's getting to these providers over there, the therapists. He's working 
with them, he's educating them on how the communication should work between with the documents 
that they've created between them and our office. And so the accountability factor is just, it's really 
ramping up at this point. And we're lucky enough because we have that champion in David to be doing 
that work on their side. So that's kind of how we're directing and kind of approaching that. And then 
when we finally get the documents back, we're calling that our closed referral. But they will continue to 
send us information on the patient's status throughout the course of their therapy.  


Excellent, thank you for that. I love that you're closing the gaps, the loop. I have heard that in some of 
the practices that I've been working with, this is a note for all of you out there. Is that once you do have 
a care compact in place with a practice, you'll want to share the details of that care compact with 
everybody who's responsible for doing something in the referral process. So whether it's somebody at 
the front desk, somebody at the MAs, the docs, et cetera. That everybody recognizes what the 
agreement is. What is expected not only from the specialist or the ED or the hospital, but also what's 
expected of us inside the primary care physician's office. So hopefully that will help some of you. And 
then why don't we, do we have any more questions? And we can move on to Kimberly Blackburn out in 
Ohio. And we will get. You can, absolutely. But I would say that I think that that answer would just come 
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from Molly. And I don't know if she's on mute. There we go. I think Molly's connection might have been 
lost. Sorry, Rose. But we can come back to that question at the end when she jumps back on. But if I 
could ask. Yeah, if I could ask Jeff to hand me back the ball, we can move on to the next section. And 
remember those questions as we go forward, because we did build in some time at the end for all of 
these wonderful Q and A. So.  


Sorry, I lost question there, guys.  


Oh, that's okay Molly. We're going to come back to those questions at the end if that's okay.  


Sounds fine.  


Thank you so much. So, again, don't wait. I love that everybody is getting in here, chatting up with 
questions. And we're going to get to those questions with some answers at the end and then as we go 
as well. So I really appreciate the other panelists on here who are manning that and putting forward 
questions as they come up.  


30:00  
So remember don't wait. But in your question while you're thinking about it. So here comes another 
poll. So this is poll is going to be, I'm going to hand it back over to Rose who's going to conduct this 
particular poll.I think it's important to add here, Rose, that this is a question that we will ask in every one 
of our webinars. So this is a series, this is number 1 of 4. And we're going to continue to ask this 
question as we progress throughout the next 8, 10 months. And we want to hopefully see this number 
go up. And so I just wanted to make sure that everybody knew that we're going to be tracking this 
question as we go. Wonderful, great. So, again, with this particular poll, we would not expect everybody 
to have 1 or 3. Zero is perfectly fine. And a care compact, again, can be with anybody. It can be with any 
specialist. High volume or not. It could be with the ED, the hospital, skilled nursing facilities, home health 
agencies, et cetera. And it looks like there we've got some folks coming in here. Do you want to talk a 
little bit about the results you're seeing, Rose, or would you like me to? Okay, so for those folks who 
have answered it, it looks like we had about the majority are saying zero. I kind of expected that at the 
beginning seeing that a lot of folks hadn't really gotten into this business yet. But we have eight who 
have three or more care compacts in place. That's wonderful. And then just a handful with one or two. 
So thank you for that, wonderful. Again, as expected, most of you who are on the phone today and on 
this action group do not have any formal care compacts in place. You might have some informal ones 
like we always refer out to Dr. Smith for endocrinology. But, again, totally expected to have a zero at this 
point. Not unexpected at all. Okay, so we'll close that poll here in just a moment in case anybody else 
wants to answer. We do want your answers even if it is a zero. That's perfectly fine to say that. And I'm 
going to move on and introduce our next speaker from Springfield Healthcare Center. Kim Blackburn is 
an LPN and the care manager at Springfield. They have three physicians, about 3600 patients. And they 
have also had some success as well in implementing care compacts. So I'm going to turn the ball over to 
Kim. And let her take it to the next slide.  


Thank you, Marilee.  
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Thank you.  


Can everyone hear me okay, I guess. I think I've unmuted appropriately. My name is Kim. And I am an 
LPN, care manager here for the practice. Like she said, we have three physicians and approximately 
3600 patients. Thanks so much for having us speak about this. I hope and my goal would be that I would 
give you some really great useful information that you can really take back and implement for your own 
practice. I think, first and foremost, I was surprised to see in the poll, or really not surprised to see that 
the majority of the polls came in either zero or three. And there wasn't a lot of middle ground there. 
And I think the reason for that is really once you get these care compacts up and running, once you have 
one, it's really easy to just get that disseminated out to several specialties. And we can talk about that 
through the slides. So I just want to give you some nitty gritty information here of what we've really 
found, and a little bit about our story and how we've been very successful in our care compacts. So first 
and foremost, when I came back in April of 2013, one of the first things we noticed in some of our early 
Milestone accomplishments for transitions of care and preventing preadmission and the reduction of ER 
visits and things like that, we really noticed just a wide range in care delivery, timeliness of the care, you 
know, especially, at discharge. Examples like home health care not really showing up for a few days. And 
just really the need for a lot of bidirectional communication just was not happening. And so right from 
the very beginning, I needed the help. And I found that I needed to just go out in the community and 
really educate. Not just the patients about, hey, we have care coordination in the practice now. There's 
a lot of education involved, a lot of opportunity for some extra services. But really found that we had a 
lot of education to do with other providers and other disciplines in our community. And so very quickly, I 
went personally to I think almost every extended care facility in our area and met with leadership there 
and really just sat down with them for a while and explained to them what CPCi was all about and what 
we were accomplishing for the patients. And I really tried to get them excited about what was up and 
coming for care coordination. I wanted to verbalize our expectations and how that would be a benefit to 
our patients. And so I was the one that just really initiated this, the care coordinator. I made phone calls, 
I scheduled meetings. Like I said, I made site visits with leadership all throughout the community. And 
really, like I said, the reason for that is because I found that every discharge we had from the hospital 
when these patients would leave with their med rec and their med list correct. Then they would maybe 
go to an extended care facility for some rehab for a few weeks. And when we tried to do our 
implementation of the 48-hour phone call to do a med rec at discharge and then get them in to 
complete the second part of that and get them in the office for their transitional care appointment, we 
really lost them once they left the hospital and went to rehab. We weren't being alerted when they left 
rehab. And then we would kind of hope and pray that they would have some sort of home health care 
that followed them home. And who was that and what sort of equipment and medications did they 
have? So who do we reach out to first? That was a no brainer. When Milestone 6 came along, you know, 
at first you say, oh, gosh. You know, formal care compacts. How are we going to do this? But then we 
just went back and realized that we were already doing it. We were just doing it verbally. And now we 
just needed to get this on the paper. So we reached out to those with the greatest care gaps. And that 
was our transitions of care. I was fortunate enough to have been a floor nurse at the hospital for quite 
some time. And get to know a lot of the leadership at the hospital. So we've had lots of communication 
with case management at the hospital about discharges. The CEO, the CNO at the hospital, the ER. But 
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we really reached out to home health care and the extended care facilities because those were the 
critical transitional care points for our patients. So when I went to the extended care facilities and kind 
of explained a little bit about what we were doing and what we were trying to get accomplished for the 
patient to fill the gaps, I kept, you know, asking the same question to them. What keeps you as an 
extended care facility from reaching out to the primary care physician once these patients go home? 
What keeps you from letting us know that they're going home? And surprisingly, a lot of them said, we 
just don't know who you are. We don't know who this patient's primary care provider is. And, again, 
working at the hospital, I used to get those packets together at discharge and know that they were sent 
home with a face sheet. And, sadly, a lot of the time the primary care physician was not on that face 
sheet. So as you can see on this slide to the right, the attention admission discharge planner, I went and 
met with every admission discharge planner at every facility. And said what would it take, what could I 
do for you to help you get communication back to us? 


39:56 
And they said, well, we just need to know who you are and we can get the information back to you. So I 
created this sheet. And so at discharge from the hospital, as soon as I would know our patient was going 
home. Or, I'm sorry, going to the extended care facility, I would read in case management notes that 
they were going to a particular facility. And I would fill out one of these alert forms, and I would circle 
which primary care physician here in our office was taking care of this patient. And I would write the 
patient's name and their date of birth down and this just simply asked them, you know, would you 
provide us that continuity of care by alerting our office when you do discharge our patient from your 
facility? And I wasn't really sure how this would work at the beginning, and it has worked beautifully. 
Every facility that we go do now will call me occasionally. And say, hey, we didn't get your alert. Did you 
know your patient's here? And there are times that, you know, a couple have slipped through and we 
haven't known about their discharge from the hospital to the extended care facility. But this has really 
bridged that gap for us. And so they stick this alert in their chart. And at discharge, they call and they fax 
us the information that we need. And to the left, this is just a sheet that I kind of created at the 
beginning for the nurse's station to identify our practice and which physicians were in the practice. And 
if they needed anything by means of care coordination, they could call us at any time and we'd be happy 
to have that bidirectional communication with them. So this is where we identified a barrier. We 
created a solution, and it has worked beautifully. The next slide here, this just shows how simple our 
care compacts really are. We just made two columns essentially and said this is what we can do for you 
to help you accomplish your goals and to give excellent care for the patient. And on the other side, you 
can see one is with the home care agency and the other is with a nursing facility. And so on one column 
is what we can do for them and what we've agreed to do for them. And what they in turn can give us for 
our patient. And I won't go through all of this in detail, but the biggest things were medication, 
medication, medication. You know, having a home health care nurse go out to the home and try to 
make sense of a discharge summary from the hospital, a discharge summary from an extended care 
facility, and then in our office, we have a med rev that obviously is not up to date yet from all the 
changes that were made. And so these home health care nurses were going out into had home and 
looking at multiple lists and seeing bottles and bottles of medications from different providers. So one of 
the things that we implemented first and foremost was we just wanted to set our expectations high. 
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And, you know, we told all of our home health care agencies we will never put all of our eggs in one 
basket. We want to give our patients a choice. So here's our expectation of excellent care. Can you rise 
to the occasion and give us what we need for our patients? And so we have gotten things accomplished 
like visits the same day of charged discharge. Visits within 24 hours. The home care nurse that goes to 
the home now calls us while they're in the home to do a complete med reconciliation and know when 
the patient is due back in our office for their transitional care appointment. And flipping over to the 
nursing facility side, one of the biggest things there was when they're going home, they might send 
them home with a new medication and only send two days’ worth home with them. And so we've said, 
okay, can you agree that you will send a minimum of seven days' supply of these medications home with 
our patients? And I will tell you that we will get them in the office within seven days to see these 
patients so that they don't go without a critical medication. So that's just a couple of examples of our 
care compacts. And at this point, it's just easy to get that out to all of our home health care agencies. 
We have exciting news that on September the 9th, I had a collaborative meeting with Springfield 
Regional, our hospital here in town: case management, Villa of Springfield Nursing Facility, and 
Community Mercy Home Healthcare. We all sat down at a table and signed care compacts that day and 
really realized that we're all accomplishing or trying to accomplish the same thing for excellent care. And 
by signing these compacts, we're really paving the way for our community to really step it up a notch in 
communication surrounding transitions of care. Now we have actually facilities and hospitals who are 
reaching out to us to learn what are you doing differently? We want to be a part of this. How are you 
making this happen? And just to touch quickly. You know, this isn't an easy process. It takes time to 
build relationships. It's ongoing, we're going to tweak things as we go along. If we find different needs, 
we can sit down and we're actually going to meet monthly for a while. All of these facilities, home 
healthcare, case management, have decided. Yeah, let's meet monthly and see how this is going, see 
what we can do to improve filling any additional gaps that might be identified. It does require a lot of 
education and communication with those people in the community. It requires a lot of patience and 
dedication to the process. We quickly wanted them to know this was a two-way street. We wanted to 
make it easy for them to communicate back with us. We said, what do you need from us? We identified 
a barrier, we got a solution. It's, like I said, working beautifully. But, of course, you have some of those 
that just have a lack of the same interest as we do. And we have had facilities that just aren't nearly as 
interested as we'd like for them to be with, you know, getting that communication back to us. So we 
have really tried to heavily work with those who are the least bit interested in hearing from us and really 
pushing them to a higher expectation. Very quickly, we just identified where do we need to improve? 
And we found that in order to build a great house of communication, we needed to have an excellent 
foundation for other providers to build upon. So we've really pushed our office staff to the limit every 
visit, every touch point with that patient. Let's clean up that med rec and really do an excellent job of 
having a great foundation. So that it makes it easier, you know, to build upon. We have plans for a 
medication safety project because that seems to be the surrounding issue with readmissions and high-
risk patients. Is just making sure that their medications are correct, they're available, they're taking them 
properly, they're bringing those at every visit. And we have even have some plans for what I have kind of 
thought to be a medical passport. Where their medication list and their signed passport of what doctors 
they have been to since their last regular office visit would be housed in some sort of a medication 
safety bag. Reciprocate communication by creating an alert sheet, I've already touched on that. So, you 
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know, we've identified areas of improvement. We have done that. And hope to continue to really just 
find places that we can improve. And let me see this next slide here. We just wanted to say that our goal 
really wasn't about improving numbers at the beginning. This was about improving communication for 
better care. And since we have done that, we've noticed fewer gaps in our transitional care. Enhance 
communication, reducing admission risks, and, again, we've really improved the timeliness of care at 
discharge where the home health care nurses are getting out there in a record amount of time. And we 
have been able to identify early urgent needs that the patient may have once they go home. And I could 
go on and on with a list of some really critical things that we've found. But I'd be happy to talk to 
anybody at any time from any other office and share some really great success stories that we've had. 
But I know we're running out of time, and I don't want to take any more time. So, Marilee, I'll pass it 
back to you. And if there's any questions, I'd be happy to answer those the best I can.  


Wonderful. Thank you so much. What a wonderful review provided to everybody on the call today 
regarding how you're doing it. I love that you said you were already doing it, you know. We were just 
doing it informally. And so, you know, you're already doing the work. Why don't you formalize it and 
make everybody accountable? And it's interesting. I read something, I think it was frame AHRQ that the 
typical primary care provider has like 230, I think it was 229 exactly. 


50:02 
Other physicians that they essentially have information coming in or going out within 117 other 
practices. So no wonder it gets confusing. No wonder you get like so frustrated with what's coming from 
which direction, if you will. So I love that you've found who you needed to work with first. And then to 
go forward from there, I also love that attention to the discharge planner document that you had. I 
know that there were some questions. We want to definitely get these up in the library on the 
Collaboration site. So Kim's going to be sharing those documents with me so I can get those up there 
later today. So everybody has access to those. I do believe that there was a question. I think Suzy was 
perhaps sending this to you, Kim. How many home health nurses do you have and also how many nurse 
care managers? Does that sound like the question that was directed at you?  


How many home health care nurses or how many home health care agencies?  


It says home health nurses do you have and how many nurse care managers?  


I am the nurse care manager for the practice.  


Right.  


And I am it for our entire practice. I'm hoping I answer this correctly. We have formal care compacts 
with one home health care agency right now as of September 9th because we were finalizing the care 
compact. But we have plans to get this out to at least five other agencies and other extended care 
facilities. We were just anxious to sit down at the table with one of each of them. Kind of our leading 
communicators in the community just to get the ball rolling, but that's where I said you can go from zero 
to four in no time with care compacts.  
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So let me see, make sure I heard you correct. That you said that you have one care compact currently 
with one home health agency. But you have five on the horizon; is that correct?  


Yes. We have at least five home health care and extended care facilities that are actually chomping at 
the bit coming into the office weekly. Saying, hey, do you have that care compact? Hey, do you have 
that care compact? And as of September 9th, we finalized it, we got the signatures, and now we are 
ready to get the rest of those signed.  


Great, thank you. And that is incredible. And your timing on that? And I'll get to the next question. For 
those extra five home health agencies and ECFs?  


Well, as soon as we survive reporting here in a few days.  


Okay, great. The next question came out. Does every patient who's been discharged get a home health 
visit?  


No, they don't. It depends. Dr. Patel rounds in all of our patients in the hospital. We do not have our 
hospitalists see our patients. It's determined at that point whether they're safe to go back home 
unassisted or with assistance. And so if they do go home strictly with home health care, that is who I 
contact first. And actually we've refined this process so well that I typically get a phone call from the 
home health care nurse at the start of care visit before I can even get to the patient. And that's usually 
within 24 hours. So, again, it just kind of depends. We either hear from the home health care nurse if 
they go home, or the extended care facility when they leave that facility.  


Wonderful, thank you. You know, that does sound like a very refined process. And something that can 
be very easy once you kind of get the ball rolling, if you will. I know that our Medicare patients, this is 
also from AHRQ, see about seven different physicians every year. And have more than 20 prescriptions 
written every year as well. So it's just a lot of different moving parts. And it's just so wonderful that this 
care compact can address those things and get those patients where they need to be. Where they need 
to be and who's paying attention to them at the right time and the right place. There is another question 
here on care compacts. So would a care compact work for a teaching university who has 32 residents? 
My initial thought to this was yes because we have care compacts, we do teach residencies here in 
Colorado. But I'm looking for anyone else who might have other questions or answers, excuse me, to 
that particular question about using a care compact in a teaching university. Does anyone have an 
example of that? If they could please chat in their answer. We have about five minutes left. So if you will 
pass me the ball, Kim. And we will start wrapping it up.  


And, Marilee, there was another question directed to Kim. 


Okay, I missed that. 


And, Kim how does your practice know when a patient is admitted to the hospital?  


We have a process called Health Bridge. And it gives us what we know as ADTs. Admit, discharge, 
transfer sheets. And I jokingly say it's the magic fact that I don't know exactly how it all works. My office 
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manager handles Health Bridge. But, essentially, it's something that we've signed up for and we get 
these alerts. Whether they're observation, inpatient. And then in turn, we get another alert when the 
patient is discharged. But, again, as collaboration. Or I'm sorry, a compact that we've sort of made with 
our hospital is they knew about this project before I left the hospital. And so they enabled me to keep 
my access to EPIC because we don't use the same system as the hospital. And so Dr. Patel and I, our 
offices are right beside of each other. And we talk daily about who's inpatient, who's going home, who's 
been flipped to observation status. And then I track them live in the computer. I can see case 
management notes as soon as they're made with any discharge plans. So that's kind of how we do it at 
this point.  


Thank you, Kim. Great stories. And so many wonderful examples. I really appreciate your expertise in 
this area and your sharing with folks today. So I did want to answer. There was a question from, or 
rather Donna had noted that when you do a care compact with a, if you will, hospital that would include 
the emergency department. And you wouldn't necessarily, you would not do it separately. The 
emergency department and the hospital are usually one in the same, of course. And so that said, it's a 
really big task for a hospital to try to do a care compact with let's say all admissions or all ED visits. So 
you can start with one or the other. You don't have to start with the whole thing. It can be just one. It 
might just be one department. So just trying to kind of show them how much better things get once we 
both have bidirectional communication happening between two departments, or the ED, or the 
admissions folks. So I hope that that will clarify that. I wanted to make sure that I did bring that back up. 
So we've got just about two minutes left here. We have one more poll I want to make sure that we get 
to. In this particular chat, what's a reasonable goal for increasing the number of care compacts you have 
in your practice by this coming May? May 2015. So if you will chat in a number in there, I know a lot of 
you, a majority of you, were at the zero mark. So a goal might be one. It might be five. But I think that a 
couple is probably reasonable. And if you would chat those numbers in, that would be great. Again, that 
chat box is the little black or blue button at the top right-hand side of your screen. And I will then. You 
guys keep chatting your numbers because I want. The spirit of efficiency here is one more minute here 
to go. We want to put the Action in Action Groups. So we're going to post, pardon me. Our care 
compacts is applicable in the action group library. Specifically, Molly's are already up there. I am going to 
post Kim's today. And so that you folks can have those examples at your fingertips that you can look at 
and use to just get ideas. And we also want you all to post yours. I know a lot of you don't have anything 
formally in place. But if you will post your examples, this just helps everybody. It doesn't matter if it's a 
hospital or with home health or with a cardiologist or with a retinologist or whoever it might be, just 
post those up there. It gives everybody wonderful ideas so that we can get these care compacts going.  


1:00:06 
Again, if you have questions or comments about compacts that you have reviewed, write those down. 
Bring them to the next Action Group session. Or you can post those questions into the Collaboration 
site. If you would also. We're putting like I said Action in Action Groups. One question or comment inside 
the Care Compact Action Group Forum. We all monitor that, and we would love to have you get your 
questions in there or comments. That's fine, too. And so as you know, we were talking today. This is the 
first in a series four action group webinars specifically related to care compacts. We had two wonderful 
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speakers. One from Denver, that was Molly Pickett and one out of Ohio, and that was Kim Blackburn 
who shared their experiences today with different care compacts in their primary care practices. And 
that will, again, let's keep the discussion going. We want everybody to participate in the action group. 
And if you have any questions, please let us know. Again, you can continue to chat on the right-hand 
side and sign up for as many forums as you want. With that said, the next action group webinar will be 
on November 18th. Again, same time, essentially and same place. Being from noon to 1 Eastern Time 
right here on this channel. And this will be about getting out your tools. This is about essentially building 
the foundation of your care compacts. We're going to show you specifically how to do this from the 
ground up and answer those questions that you may have as we go. And at this point, I am passing the 
ball back over to Rose so that we can close our session. Oops.  


And we want to thank you for attending today. You've been a great group. We hope that you've found 
this session informative. And we look forward to continuing this conversation on the collaborative site 
forum. We'll see you on November 18th.  


Thank you, everyone.  
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Purpose of This Guide 
 


This Guide reflects on how CPC practices across the country have 
approached the risk stratification component of Milestone 2. These practice 
strategies represent samples of the work and are not representative of 
every strategy for implementing a risk stratification methodology in a 
practice.  


CPC practices are heterogeneous in size, geography, ownership and 
organization; they are encouraged to innovate and test strategies derived 
from evidence-based and/or best practices and customize the work 
according to their particular needs, local dynamics and other practice 
aspects that may shape how they deliver care. This Guide captures the 
energy, innovative ideas and rigorous and determined execution of the CPC 
practices as they test and implement risk stratification in their practice.  


We hope that you find in your colleagues’ work support for continuing to 
explore and refine your approach to this key component of Comprehensive 
Primary Care. 


August 1, 2014 
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Overview of the Risk Stratification Component in Milestone 2 
Milestone 2: Population Health and Care Management for High-Risk Patients addresses population 
health, with a priority focus on those at highest risk for poor outcomes and preventable harm. In Program 
Year (PY) 2013, practices engaged in routinely assessing and assigning a health risk status to all patients 
through a practice-identified risk stratification methodology that applies to every empanelled patient. 


For many CPC practices, this particular task marked a fundamental shift in how they examined care 
opportunities in targeted populations. It also sparked opportunities for practices to prioritize resources and 
address measurements for quality improvement, efficiencies in care delivery processes and innovative use 
of technology. 


What is Risk Stratification 
Risk stratification is the process of evaluating each empanelled patient’s condition using established criteria 
and assigning that patient to a risk stratum. This process often 


Reporting on Risk Stratification  requires the use of data from registries and payers. Provider 
Status for PY 2014 input and judgment, as well as the patient’s self-assessment, 
For PY 2014, practices will work are crucial as well. Using algorithms, patients are assigned to a 
toward maintaining at least 95 percent stratum based upon this information.  
empanelment to provider(s) or care 


This key activity is the first step to planning and implementing teams. (Reporting requirements for 
a personalized care plan for patients most in need of care this work are described in the 
management. Stratification allows the staff to focus resources Milestone 2 section of the 2014 
where they would have the most opportunity to prevent poor Implementation Guide.)  
health outcomes in those patients at highest risk. 


The target is to achieve risk 
stratification of at least 75 percent of 


Essentials of Risk Stratification empanelled patients and provide care 


1. Select a process or algorithm to risk stratify your management to at least 80 percent of 
patients identified as those at highest population  
risk: those that are clinically unstable, The tool, or algorithm, your team selects must be simple to 
in transition and/or otherwise need use and easy to understand by all involved. It must align with 
active, ongoing, intensive care your care management strategy to care for the high-risk 
management.  patients in your practice. The algorithm should forecast each 


patient’s health risks, allowing for staff to prioritize resources Quarterly reporting will include 
to mitigate adverse outcomes. updating information about the 


practice’s empanelment status, risk The established tool will allow assigned staff to stratify each 
stratification methodology, risk patient using a set of rules established for the purpose of 
stratification data and care assigning the patient to a risk level. A practice may have three 
management staffing and activities. different risk categories (low, medium and high) or have five or 


more. The best process is one that stratifies your patients so that resources are applied appropriately in 
your practice. 



https://collaboration.cms.gov/sites/cmmi/files/CPC%20PY%202014%20Implementation%20%20and%20Milestone%20%20Reporting%20Summary%20Guide_2014-01-28_508.pdf

https://collaboration.cms.gov/sites/cmmi/files/CPC%20PY%202014%20Implementation%20%20and%20Milestone%20%20Reporting%20Summary%20Guide_2014-01-28_508.pdf
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AAFP Algorithm for Risk Stratification 


In the American Academy of Family Physicians (AAFP) algorithm above, the arrows across the top describe 
the criteria for placing the patient into the appropriate risk level. Once stratified to the designated level, 
the goal for caring for individuals in that stratum are stated, with suggestions for the plan of care. 


2. Risk stratification process 
To be effective and efficient, two elements must be in place for risk stratification to work: empanelment of 
the practice population and an EHR or registry capable of mining the data needed to stratify patients, 
keeping information current to facilitate reporting. Empanelment entails assigning each patient — with 
sensitivity to patient and family preferences — to an individual primary care provider (PCP) and a care 
team. Once the patient is assigned to a team, the EHR should provide the necessary patient information to 
assign a risk level. 


Multiple criteria may be used to assist with risk stratification, but these are some of the basics: 
• Patient name 
• Age 
• Chronic diseases 
• Medication profile (look for poly-pharmacy) 


Once the initial patient list is obtained, the care team adds their input based upon knowledge of the 
patient. This is most successfully completed with input from all members of the care team so that a more 
complete picture of the patient can be obtained. Social, emotional and environmental factors as well as  
family dynamics and cognitive ability can all inform the assigned risk level corresponding to the most 



https://collaboration.cms.gov/?q=content/empanelment-0
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appropriate care management  needs of the patient. Care management, which is addressed separately in 
the “Care Management: A Review of CPC Practice Approaches” guide, is typically first provided to patients 
in the highest risk levels.  


The team must decide the best location for documenting the risk level on each patient so it is available to 
the entire team. It should be accessible by the front office staff as well as the caregivers. Protocols related 
to the risk level management and triage is important.. Appointment availability may have a different 
urgency for a low-risk patient than a high-risk. Medication refill is another area that may have a different 
management process for the high-risk patient. If patients in the high-risk category call with an issue, the 
provider may determine they need to be triaged rapidly by the care team. For this reason, all staff must be 
able to identify a patient’s risk level. 


3. Review risk stratification methods and update information regularly 
Continually re-assessing the effectiveness of the selected risk stratification tool should be a routine task in 
any practice. Once patients are risk stratified, it is crucial to keep the information updated and patients re-
stratified as their conditions change. Risk levels should be evaluated with every hospitalization or 
emergency room visit and with each visit to the practice. Annual risk stratification reviews of the patient 
population would help the practice stay current on care needs of the patients. Care managers play a key 
role in updating information for high-risk patients and working with the team on risk assignment for that 
population. 


CPC Practice Approaches to Risk Stratification Methodology and Process 
The number of risk strata among CPC practices ranged from two to seven, clear evidence that practices 
were modifying models to best fit the practice’s needs, population, EHR and other factors. Various risk 
stratification tools are available to practices (see appendix for examples from CPC practices). They vary in 
complexity, ranging from a simple checklist to an elaborate grid with scaled values for risk factors. Some 
tools integrate more easily than others into particular EHRs. The key consideration in selecting a risk 
stratification approach is to find one that best fits the practice’s patient population, works with the practice 
EHR, and can fit into the practice workflow. 


Practices’ approaches to identifying risk factors — ranging from poly-pharmacy use to severity of specific 
diseases such as hypertension or cancer — varied widely. By reviewing EHR-generated patient/diagnoses 
lists, some practices identified these risk factor categories after reflecting on patterns of disease and 
severity in their empanelled population. Others included the clinical care team’s knowledge of the patient, 
and many practices incorporated one or more social determinants of health.  


Practices with more experience in population health incorporated data outside of the practice such as labs 
and hospital utilization. These practices also chose more sophisticated methods to calculate a risk score for 
each patient, such as programming the EHR to auto-generate a risk score as the clinician updated the 
medical record.  


Reporting for PY 2014 
Practice-based empanelment, risk stratification and care management will remain an essential part of CPC 
throughout the initiative. While practices will work toward achieving risk stratification of 75 percent of 



https://collaboration.cms.gov/?q=content/cpc-py-2014-care-management-implementation-guide
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empanelled patients, the care management target is to provide care management to at least 80 percent 
of patients identified as those at highest risk (those that are clinically unstable, in transition and/or 
otherwise need active, ongoing, intensive care management). Quarterly reporting will include updating 
information about your practice’s risk stratification methodology, empanelment status, risk stratification 
data and care management staffing and activities. (Complete reporting requirements for this work are 
described on page 13 of the 2014 Implementation Guide.) 


 


Case Studies 
Risk stratification is not a “one size fits all.” In the following case studies, CPC practices 
describe how they identified, designed, tested and implemented a risk stratification process 
to best suit their patient population. These processes included further refining each stratum 
to achieve an optimal stratification and conducting multiple iterations of a Plan-Do-Study-
Act (PDSA) cycle. The concepts from the Model for Improvement and PDSA are applied to 
describing the last practice approach in these case studies.  
 


Selecting a Risk Stratification Tool  
Village Primary Care, Hoosick Falls, New York  
Independent; 2 physicians, 1 ANP; 4,689 patients 


This rural practice chose to use a risk stratification tool loosely based on the Minnesota Tiering Model, 
which stratifies patients primarily by the number of chronic condition categories or conditions the patients 
currently deal with that last longer than six months.  


Village Primary Care further modified the tool to include hospital 
utilization and social factors such as if the patient has a serious and 
persistent mental illness, was hospitalized in the last 12 months or has 
been to the emergency room twice in the last 12 months. Conditions 
meeting any of these hospital utilization and social factors are added to 
the “category” counts for the purpose of the risk stratification tool. All 
conditions are tallied together. The total number of conditions 
determines the patient’s risk score, which ranges from 1 (lowest risk) to 
5 (highest risk).  


When the practice began the task of risk stratifying its entire 
empanelled patient population, they started with patients seen in the last three years. Initially, risk scores 
were assigned through a chart review of all active patients over an eight-month period. This allowed the 
practice to stratify 99 percent of its patient population. 


Although the risk assessment is calculated on paper, the tool is scanned and loaded into Allscripts for easier 
tracking. A discrete data field is located in the patient’s Risk Tier Flow Sheet within the EHR, which allows 
the practice to track the patient’s movement across risk tiers over time. The Risk Tier Flow Sheet even 
tracks when the physician updates the risk score that an MA or nurse may have initially assessed. 


Chronic 
Count Tier 


0 1 
1-3 2 
4-6 3 
7-9 4 


10 or more 5 
Example of strata by 
chronic count 



https://collaboration.cms.gov/?q=content/cpc-program-year-2014-implementation-and-reporting-summary-guide

http://www.health.state.mn.us/healthreform/homes/payment/HCHComplexityTierTool_March2010.pdf
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Village Primary Care strives to maintain risk stratification for 99 percent of the empanelled patient 
population. To do this, maintenance reports are run quarterly using the analytics package that is an add-on 
to Allscripts. The reports show how many patients are in each risk strata and flag those who need to be risk 
stratified. The care manager reviews all the “4s” and “5s” for a closer look at risks and to assign subsequent 
interventions as needed. Particular attention is paid to the last visit date of the patients in these higher risk 
strata to ensure they are routinely and appropriately followed by their physician.  


Team Approach to Risk Stratification Development 
Family Physicians of Greeley, Colorado  
Independent; 23 physicians, 2 PAs; 10,041 patients 


This practice uses a four-stratum risk stratification model that was modified to achieve 100 percent risk 
stratification of its patients in one work day. By selecting a risk stratification methodology that aligns with 
their care management resources, practices can identify those patients who need advanced strategies and 
resources and thus benefit the most from care management.  


Family Physicians of Greeley researched several established risk stratification methods in use by systems 
across the U.S., including Geisinger and the Washington University (Missouri) model. Knowing that 
preventing the conditions that lead to admissions and increasing costs should factor into the practice’s risk 
assessment strategy, the team also researched AHRQ and hospital costs to identify key potentially 
preventable conditions. The practice’s quality and systems manager brought these models to the quality 
improvement team, where the team identified similarities and considered characteristics in the practice’s 
patient population to develop a hybrid of these two models to implement across its three practice sites. 


Once the team determined a scoring method, the practice tested the model against a small subset of 
patients to evaluate if the scoring algorithm captured the “right” patients. The practice found the model 
worked satisfactorily. The quality and systems manager then built a custom report within its EHR (NextGen) 
to automate the process. The crystal report pulls the key risk data from discrete data fields within each 
patient’s chart to calculate a risk score. Using this automated process, the practice was able to complete 
the first step in their risk stratification process for 100 percent of patients in less than a day. 


The final step of the process was a physician review. The quality and systems manager provided each 
physician with a report of his or her empanelled patients. Physicians reviewed the reports, moving their 
patients across risk stratum as they saw appropriate based on their clinical judgment. A follow-up 
correlation analysis compared each physician’s mean risk score with the physician’s number of patients 
admitted in the last year. The analysis revealed a strongly associated relationship and further validated the 
risk stratification tool’s effectiveness for this practice’s patient population.  



https://collaboration.cms.gov/?q=content/care-management-review-cpc-practice-approaches

http://hin.com/blog/2011/04/21/how-geisinger-risk-ranks-individuals-for-case-management/

http://medicine.missouri.edu/policy/docs/summit/Muzaffar.ppt
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The practice assigned a risk score to the patients based on 
the sum of the points assigned to the criteria that they 
meet. A higher score means higher risk. The practice 
assigned the following risk tiers based on risk score: 
• low risk (0–1) 
• medium risk (2–3) 
• high risk (4–8) 
• highest risk (9+) 


 
The patient’s risk score is documented in the EHR as a 
dummy diagnosis code (e.g., RiskLow, RiskMod, RiskHigh 
and RiskTop). 


A patient’s risk score can be calculated in real-time as the 
team encounters the patient’s medical record. It is also re-
calculated for all patients every six months to identify new 
highest risk patients for proactive care management. To 
help track patients’ status that may have changed between 
appointments, a re-stratification report is triggered when a 
hospitalization or visit to the emergency department is 
recorded.  


In addition, patients with a hospital admission are 
automatically considered highest risk, except for those in chemotherapy, long-term SNF patients, hospice 
patients and pediatric and obstetric patients who are included with hospitalization criteria but may be 
lower risk because, although they are closely managed by their specialist, additional primary care oversight 
is given for other health concerns they may have.  


 


Mercy Family Medicine Clinics, Durango, Colorado (three locations)  
Independent (rural); 7 physicians, 7 ANPs/PAs; 9,344 patients 


Clinical staff at Mercy Family Medicine Clinics in Durango, Colorado, started building its risk stratification 
method by looking at the AAFP risk stratification tool, which has six levels: Level 1 — lowest risk, Level 2 — 
low risk, Level 3 — moderate risk, Level 4 — moderately high risk, Level 5 — high risk and Level 6 — 
catastrophic risk. They also reviewed various tools from the California Quality Collaborative as well as 
Telluride Medical Center in Colorado. Using these as a model, they created their own risk stratification 
tools. 


All patients are assigned a risk score using an Adult Risk Stratification Tool or a Pediatric Risk Stratification 
Tool. The team evaluates the risk level of each scheduled patient during the team huddle at the beginning 
of the day. This is completed by record review, provider input and information obtained at the time of the 
patient visit. Initially it took varying times to risk stratify each patient, based on the comfort of the 


Criteria Points 
Diabetes 2 
DM HgbA1c > 9 2 
Hypertension 1 
BP > 140/90 1 
Systolic BP > 180 2 
Congestive Heart Failure 2 
COPD 2 
Dialysis 4 
Fracture/osteoporosis, age 
50+ 2 


CAD/AMI 1 
Depression/bipolar 1 
Intellectual disability 1 
Current smoker 1 
BMI > 30 1 
LDL > 100 1 
Age 75+ 1 
6+ prescription medications 1 
2+ specialist referrals 1 
Family Physicians’ point assignment for 
various chronic conditions 



http://www.calquality.org/storage/documents/CQC_ComplexCareManagement_Toolkit_Final.pdf
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individual staff member. Some nurses could work ahead, others needed to develop a comfort level with the 
process. Currently it takes about three minutes per patient to risk stratify.  


The practices use each provider’s daily appointment 
schedule to analyze the medical record and assign patients 
a risk level. The care team (provider, nurse and MA) seeing 
the patient that day are jointly responsible for completing 
this task. The nurse/MA submits completed risk 
stratification tools to business support to enter on a 
spreadsheet. For all patients who are Level 6, the tool is 
copied and given to the RN Care Coordinator responsible 
for care management. The spreadsheet lists the patient 
name, provider, risk level and date of evaluation and allows 
the team to keep track of who has been assessed. The 
spreadsheets are analyzed quarterly by the providers to 
assess for accuracy. The stratification sheet is then scanned 
into the patients’ encounter in the EHR, LSS Data Systems. 
It is located under “other records” and labeled with the 
patient’s score for easy accessibility. 


The risk stratification process was difficult in the onset, but it eased over time. Some nurses were quickly 
proficient with the new tasks and were able to complete assessments several days in advance of 
appointments. Initially only about 1 percent of patients were stratified to the extremely high risk level 
(Level 6) and about 15 percent scored at the high risk level (Level 5). The team then refined the tool by 
adding a “Chronic Disease Qualifier” and a “Mental and Behavioral Health Qualifier” to ensure additional 
points were scored for patients with highly complicated illnesses. Furthermore, they added “Significant Life 
Stressors” to the Mental and Behavioral Health assessment categories to better differentiate higher risk 
patients. The practice also lowered the threshold for high-risk and extremely high-risk scores by one point. 
With these refinements, the current risk stratification tool is 95 percent stable. Few changes, if any, need to 
be made, but the team continues to evaluate.  


 


Baptist Health Family Clinic, Bryant, Arkansas  
Independent; 3 physicians, 1 NP; 5,066 patients 


Baptist Health Family Clinic in Bryant, Arkansas, is a four-provider clinic consisting of three physicians and a 
nurse practitioner. Similar to other CPC Practices, Baptist Health decided to use the six-category AAFP risk 
stratification guidelines and selected risk levels based on the number of chronic conditions, risk factors, 
recent hospitalizations, age and cognitive function. No modification of the AAFP tool was needed; it has 
been found to be effective in its original format. Initially as patients presented for an office visit, the 
providers assigned a risk score, with input from other clinical staff. Then they then document the risk level 
in the EHR. The patients are risk stratified based on their current health status. Each patient is re-assessed 
for risk at each visit. Risk levels change often as patients’ health conditions become more or less controlled. 
Helping to fill in any blanks, the care managers review schedules daily to ensure their patients are 


Proposed Workflow Steps: 
1. Analyze each patient on 


provider’s daily schedule and 
obtain risk level 


2. All patients assigned a risk level  
3. Nurse/MA place all completed 


risk stratification tools at the 
front desk 


4. Business support enters risk 
stratification tools into 
spreadsheet 


5. Risk stratification tool scanned 
into chart under “other 
records” and a chart note is 
labeled “Risk Strat Adult or 
Peds, Level X” to refer to easily 
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stratified.  In addition, reports are run on those patients who have not been risk stratified.  The care 
coordinators then risk stratify them using information in their medical record, and they contact the patient 
to set up an appointment if they are due for a visit. 


Initially, all clinical staff members were trained to use the risk stratification tool during their monthly staff 
meeting. Initial education included how to use it, how often to stratify and specifics of each risk level. This 
education was presented by the care coordinators and providers, and training took less than an hour 
because the tool is user friendly. The tool is posted at each workstation throughout the clinic. Each new 
clinical employee in the practice is given an overview on risk stratification by the care coordinators, the 
physician they work with and the software support team. Software Support helps with documentation 
training in the EMR (NextGen). No changes have been made to the tool since implementation so no 
additional training has been necessary. The practice has risk stratified more than 88 percent of the patient 
population. 


In June 2013 the clinic built a risk stratification radio button into the EHR (NextGen), which now allows 
them to complete the patient’s risk status directly in the EHR. This modification allows accurate and 
efficient tracking and reporting of the practice’s risk stratification status.  


At Baptist Health, care management begins for patients at Level 3 risk status (moderately high risk). 
Providing care management to patients at moderately high risk allows for preventive interventions as well 
as a significant opportunity for intensive care management for the highest risk patients.  


Applying the Model for Improvement to Risk Stratification Methodology Development 
St. Bernards Clopton Clinic, Jonesboro, Arkansas  
Affiliated with system; 9 physicians, 4 ANPs; 7,500 patients  


Realizing that risk stratification tools range from simple to very complex, St. Bernards Clopton Clinic’s 
leadership and clinical team implemented a risk stratification methodology after conducting several Plan-
Do-Study-Act (PDSA) rapid improvement cycles to test, refine and create the most effective tool for their 
clinic’s patient population.  
 
Formed a Team and Determined the Aim: Including the right people when making a complex change is 
critical to success. St. Bernards Clopton Clinic risk stratification development team, led by its care 
managers, encompasses one physician, the IT director and a nursing administrator. The team aimed to 
improve its risk stratification methodology by researching and evaluating best practices to make 
recommendations that would support the clinic’s population health goals and adequately distinguish the 
practice’s high-risk patients. The team completed this task by conducting an in-depth evaluation of various 
tools for patient risk stratification available online and by interviewing other facilities currently doing risk 
stratification. The team also attended an in-person CPC learning session that addressed risk stratification 
methodology development.  
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Established Measures: The practice’s outcome measure of 
success for this aim was the rate at which the staff’s use of 
the tool to assess and distinguish the practice’s high-risk 
patients matched the provider’s assessment using the 
same tool.  
 
Identified The Change:  The inclusion criteria used to 
determine which risk stratification methodology might 
meet the practices’ needs included several disease 
conditions, hospital admissions and ED visits. The following 
were some of the initial criteria applied to determine the 
risk status for all active patients (seen in the past two 
years): 


• A diagnosis of hypertension, diabetes, heart failure, 
chronic kidney disease and/or chronic obstructive 
pulmonary disease 


• Two or more hospital admissions in the past year  
• Two or more ED visits in the past six months 
• Dual eligibility with Medicare/Medicaid 
 


At first the team considered the following risk strata levels 
based on the inclusion criteria:  


• High Risk (3 or more) 
• Moderate Risk (2) 
• Low Risk (less than 2) 


However, it did not take long for the risk stratification team to realize that this three-level strata was too 
narrow and lacked ability to differentiate sufficiently among the higher risk patients, thus too many 
patients received a high-risk score. They determined that the risk stratification methodology needed more 
flexibility in distinguishing which high-risk patients had needs best met by the practice’s care management 
resources. 


The team eventually landed on a point-based risk stratification system adapted from the AAFP model and a 
Risk Stratification tool presented at an Arkansas CPC learning session. The practice developed the points for 
the risk strata based on the providers’ knowledge of the medical needs of their patients. They predicted 
that this tool would provide the practice with the numeric classification needed to risk stratify the patients 
using the following risk levels:  


• Low Risk (0-6) 
• Moderate Risk (7-12) 
• Moderate-High Risk (13-15) 
• High Risk (16 and above) 


 


 



https://collaboration.cms.gov/?q=content/risk-stratification-handout
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Tested the Change 
Plan: Having developed the risk stratification method, the team planned to test the tool on two physicians’ 
patient panels. Patients were risk stratified during a pre-visit review of the patient’s medical record by 
both. The plan included the providers using the tool to complete the process independent of the care 
managers. The providers also considered in their assessment their knowledge of the patient, the cost of 
their care, resources needed and patient’s behavioral aspects. The objective of the test was to validate the 
usefulness of the tool as well as its effectiveness in producing the same independent results between the 
care management staff and the providers.  


Do: The team carried out the test of the new risk stratification methodology as planned. They used the tool 
with two physicians’ patient populations over a two-week period and recorded their observations, noting 
problems as they arose.  
 
Study: The team analyzed the outcome of the test and determined that the tool was effective in assigning 
risk levels to the patients. However, they realized that as patients’ risk levels are determined, some 
patients’ scores did not match their care management needs. The providers also identified a few gaps in 
disease conditions and advised including additional disease types in the tool.  
 
Act: The care managers adjusted the tool to incorporate the providers’ suggestions. They also decided that 
when they identify a patient straddling two risk categories, the care manager would have the responsibility 
of contacting the patient’s provider for additional input before assigning the risk score. With these 
refinements, the team planned to re-stratify the same patients using the adjusted tool and process for the 
next iteration of the PDSA cycle. The initial PDSA cycle took approximately six weeks. 
  
The result from this series of small-scale tests of change using PDSA cycles was a redesigned risk 
stratification tool and process deemed as an adequate measure of risk for the practice’s patient population. 


Implemented the Change: At St. Bernard’s Clopton Clinic, developing the risk stratification tool took about 
two months, and once they decided to apply the methodology to the entire practice, training the staff took 
an additional four to five months. The final process follows these steps: 


• A staff member (often the radiology technician) reviews the provider’s daily schedule and applies 
the risk stratification tool during manual review of each patient’s record. 


• The same staff member obtains the utilization information about hospital admissions and 
emergency room visits since the patient’s last visit, using the practice’s link to the hospital’s 
records.  


• Once these steps are completed, the staff member enters the risk status information into the 
patient’s EHR (Allscripts Enterprise) using an order field. The strata are in descriptive and numerical 
form. The order is stated in the descriptive form, and the score is then entered into the order. This 
allows a descriptive or numerical search in the EHR. 


o Providers may further assess and place a patient into a different strata based upon their 
knowledge of the patient. In this case, the numerical score remains the same, but the 
descriptive strata changes. An example is a patient whose numerical score remains 17, but 
the order is entered as moderate-high risk. 
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o  The care manager can query patients by numerical range. This enhances their ability 
readily focus on a specific risk group. 


• A comment may be added to the patient comment field to expand on why a patient was placed 
within a certain strata. 


Once the staff completes the risk stratification process, the care managers can run a report through the 
EHR to create a list of high-risk patients to ensure application of care management resources as necessary.  


Maintenance: The care managers and providers regularly adjust the risk level for individual patients. 
Although the staff re-stratified patients at any given time based on an event (such as new diagnosis or 
repeated ER or hospital admissions), regular reviews are completed based upon the following schedule: 


• High Risk – every three months 
• Moderate-High Risk – every four months 
• Medium Risk – every six months 
• Low Risk – every year 


The practice’s goal is to have care plans on all patients who are high risk. They may also create care plans 
for patients in a lower risk level as a strategy to proactively manage and prevent patients from moving into 
a high-risk category. 


The team also updated the Risk Stratification tool this year to include socio-economic factors (homebound, 
live alone, social support and lack of insurance) as well as the mental health diagnoses of schizophrenia and 
bipolar disorder. This increases the tool’s sensitivity to the patient’s total needs. 


Conclusions 
With a target for PY 2014 to achieve risk stratification of at least 75 percent of empanelled patients, this 
guide provided insight into the strategies CPC practices used to accomplish this goal. Adoption of risk 
stratification methodologies that prioritize provider and care team knowledge and insights about the 
patients was high among CPC practices in PY 2013. In PY 2014, we anticipate continual refinement in the 
risk stratification tools and methods used by CPC practice to evaluate all empanelled patients to provide 
apply care management resources to those at highest risk for poor health outcomes.  
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Appendix 


AAFP Risk Stratification Tool (available at AAFP Risk Stratification Tool) 


 



http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/RSCM.pdf
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Mercy Adult Risk Stratification Tool 
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Mercy Pediatric Risk Stratification Tool 
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St. Bernards Clopton Clinic Risk Stratification Tool 
This four-stratum risk stratification tool adds points to account for mental health conditions. 
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Village Primary Care Risk Stratification Tool 
This five-stratum risk stratification tool will help show a greater distribution within the practice’s patient 
population. 
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Everyone, I'm Krystal Gomez from TMS Health Quality Institute. Welcome to our national CPC webinar 
entitled Risk Stratification, CPC Practice Strategies. I'd like to start things off today with a few 
announcements. The slides for today presentation will be available for download on the collaboration 
site. You can also download the slides directly from the WebEx environment today by using the top 
toolbar and selecting file, which will open a dropdown menu. Then select save as, then document. 
Today's program is being recorded and will be posted on the collaboration site once transcripts have 
been completed. We appreciate the presenter's time and effort in preparing for and sharing their 
valuable knowledge. Any statements regarding their technology, products or vendors are expressions 
and opinions of the person speaking and not an opinion of nor endorsement by the Center for Medicare 
and Medicaid Innovations nor TMF Health Quality Institute, nor the host of the program. As a reminder, 
all the lines will remain muted throughout today's session. To submit questions, click on the Q&A tab on 
the right-hand side of your screen. I am delighted to introduce today's speaker, Dr. Bruce Bagley. Dr. 
Bagley is the President and CEO of TransforMED. During his nearly 30 year practice career, Dr. Bagley 
was provided the full range of family medicine services in his single specialty family medicine group 
practice in Albany, New York. Under his leadership, the ten physician group was a well-known pioneer in 
the community, adapting to the challenges in managed care, quality improvement, informatics and 
patient-centered care. We will also have two practices that will be sharing on today's webinar. Tracie 
Kaplan, the Practice Manager from Physician's Medical Center PC in McMinnville, Oregon, and Dr. 
Cathryn Heath, who is the Medical Director of Ambulatory Services at RWJ Medical Group in New 
Brunswick, New Jersey. Now I'd like to hand the presentation over to Dr. Laura Sessums, who is a 
Division Director of Advanced Primary Care at the Centers for Medicare and Medicaid Innovation. Dr. 
Sessums. 


Thanks, Krystal, and hello again everyone. Some of you are probably scratching your heads about now 
about why we're having another webinar on risk stratification. I know there were several webinars last 
year on this topic. Every CPC practice has had to grapple with the hard work of first empaneling all active 
patients. Then you had to choose a way to risk stratify them. Since there was no clearly superior risk 
stratification tool for use in an outpatient population, CPC did not mandate a particular method for risk 
stratification. But instead, left that for the practice to choose. As we at CMS have spent time reviewing 
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the Milestone data, all the practices have submitted for Program year 2013, we've learned from you 
about the risk stratification work you've done so far. We now know that some of you chose risk 
stratification tools that allowed you to quickly risk stratify your entire population. Some of you chose 
much more complicated methodologies that took a lot longer to implement. There were also some 
differences in the number of risk stratum that practices shows. No matter which method you chose 
however, it's clear that practices took a lot of time, effort and care in this work. Both in choosing the 
stratification tool, and then in developing work flow and processes for using this new information in the 
care of your patient population. We've heard about the positive ways practices have used their risk 
stratification in care management as expected. But also in unexpected ways, such as in triage and same 
day appointments. We've also heard from some practices recently that want to revise and refine their 
risk stratification methodology. For example, some have found that they want to increase the number of 
stratum so they can focus more effort and resources on patients at greatest need. So for these reasons, 
it's time to revisit risk stratification in program year 2014 to work on improving and refining the 
methodology so that it does for your practice and your patients what it needs to do. Which is, of course, 
1, give you a view of your entire population so you can focus your scarce care management resources on 
those patients who both need and will benefit from it most. And 2, allow you to see where your 
advanced primary care strategies, and remember those are the integrating behavioral health, building 
robust support for self-management of chronic conditions, or medication management and review, will 
have the most impact. This is really cutting edge work, and we will collectively be refining this over the 
next several years. We are really pleased to have Dr. Bruce Bagley with us today to discuss risk 
stratification in detail so you can decide how you might refine your methodology. And he will also 
provide the first insight into what CPC practices have done to date in the area of risk stratification. This 
is the first look to see what you all are doing as you blaze this new trail for primary care. So now I will 
turn it over to Dr. Bagley.  


[Inaudible] has some experience with risk stratification, but I am going to spend a little bit of time going 
over some basics. So I hope that we'll keep it moving so that everybody remains on board. And I really 
want to give a big thanks to Tracie Koepplin and Cathryn Heath for joining me. I will ask them at various 
times during their presentation to give actual examples of the kind of work that they're doing. So, I 
always like to have sort of a simple goal, a simple mission. What are we actually trying to accomplish. 
And to me, what we're trying to do is develop and run and maintain a systematic and reliable and 
organized way to get patients what they need when they need it. So, if you need sort of something to 
stick up on the wall about why you're doing this or what you're trying to accomplish, something similar 
to this might be helpful to you. So we are going to talk a little bit about the progress today. We do have 
some information about that. And we're going to talk a little bit about the Why, although I realize that 
most of you are engaged and are beginning to already to realize that it's an advantage and that it's a 
whole lot better than what we were doing before, which was basically winging it on some of these more 
complex patients. And then we'll talk a little bit about the conceptual framework. But I really want to get 
into a discussion, a conversation, a dialogue if you will, about what makes us work well and what some 
of the issues are and how we might get over those hurdles. And then we'll talk a little bit about work 
flow and care management strategies. So, let's move on. By this time, I would think that all CPC practices 
should have some kind of an explicit risk stratified care management strategy, or risk stratification 
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strategy in place. Now some are far more sophisticated than others. But you should be pretty well on 
the way to this kind of assessment of how you're going to do this and what things are needed and who's 
going to do it. I hope most of you by this time have some kind of a well-defined risk assignment 
algorithm that's pretty easy to understand for everyone who needs to use it. In other words, it has to be 
fairly straight forward and something that somebody can pick up and use readily without a lot of 
training. I think that it's critical also to assign some clear roles and responsibilities to support this effort. 
And even though virtually everyone on the team has to understand how and why you're using it, there 
usually has to be at least one person assigned to make sure it's running well and to make sure the 
system's working and that people are using it effectively. And then finally, I believe that most of you 
realize or have found out that you can't do this without some kind of a system to keep track of 
everything. And when I say the word registry, that's what I mean, registry function. To manage this work 
and keep track of who's on the list and what they need next. And to service a particular file and support 
the team approach. So here's the first slide from the CPC faculty survey that was done. And it shows that 
a little over the third of the practices have used some form of the AAFP risk stratification tool or at least 
something that's derived from that conceptual framework. And nearly an equal number have used a 
provider determined algorithm, and then you can see from the slide that there are some that are using 
just clinical intuition. I think that's fine. But there's probably pretty wide variation, what people would 
call their intuition about an individual patient. And I think we'll find that if we rely only on clinical 
intuition, there'll be a lot of variation and how people are assigned depending on whose intuition we're 
using. So, I think that we need to move that to more of a systematic or algorithmic approach. I do think 
that clinician intuition has to figure in at some point, but it can't be the sole source. 


10:13 
So, what we've seen with various themes among all the CPC practices is that almost everyone has 
implemented some kind of a risk stratification guide to guide the care management. And this is sort of a 
reiteration of what we just saw in the last slide. But, you know, the good news is that people are trying 
different things. And we're going to get some feedback from you all along the line to see what's working 
best. So just to put this work in context, risk, assigning a specific risk category or risk strata is part of an 
overall approach to caring for your patient population. And under the larger banner of population health 
management, there's a lot of talk about population health management. And we'll talk a little more 
about why that is and what they're really talking about. But the tools that you have been using and have 
developed in the risk stratification pieces absolutely fundamental to managing this particular 
population, this high risk population. There are other aspects that population health could take. For 
instance managing all the people in your practice with diabetes or asthma or COPD. Those would all be 
subpopulations as well. In case of today, we're going to talk mostly about the subpopulation of people 
that you have identified as high risk. I wanted to just for the record kind of back up a little bit and say 
something about the patient's care versus the patients' care. And you see that I've moved the 
apostrophe there on purpose. Clinicians generally are trained and have practiced in a manner for many 
years that were, their sole responsibility, their sole focus when they're taking care of a patient is  
the individual in front of them. And that's fine. And we're not trying to say that you need to step aside 
from that. But in addition to that, if we're going to really look at a population of patients, whether it be 
all of the people with diabetes or all the people that are at high risk for finding their way around our 
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health system, then we need to have some aggregate of that information. So if you think about the 
individual patient in front of the clinician, it's really like an anecdote or a study with an N of 1. But if we 
look at all the people, for instance, who have diabetes where there's 1 or 200 patients within the 
practice that have diabetes, only when we aggregate all the observations about that group of patients, 
that population of patients, can we know about the quality of our care for that condition. So, important 
thing to make sure that you may need to use this to convince physicians why we're doing this type of 
work. So why is this important? I think that most of you recognize now that to identify people that need 
extra help, and I want to draw the distinction between care management and care coordination. This 
webinar is really not about those two things. But it's so closely related to the activity that we at least 
need to mention it once in a while. So care management of course, according to CPCI definitions is 
about helping the individual patient manage their chronic condition. In other words, it's about the 
individual patient. Whereas navigating the medical neighborhood might be more in the realm of care 
coordination or how do we get them around the medical neighborhood. How do we get them the things 
they need at all the different points of care when they need it. And the other reason if it needs a 
reminder is that one of the reasons we're trying to get this high risk population segmented out is to help 
leverage cost management. And in the past, I think there've been instances where people have truly 
fallen through the cracks or we lose track of them. When they're out in different points of care and no 
one seems to have the power or the systems or the effort that it takes to keep track of them and make 
sure they don't fall through the cracks. So that's an important part of this work. I wanted to mention 
this. This is just a screen shot of a publication that the CPCI faculty will release. I think as early as Friday 
of this week. Or at least sometime in mid-April. So watch for that. It's kind of a summary of the 
experience to-date. And some stories and also some examples of risk stratification systems that 
different practices have chosen to use. Now, I want to go back to this algorithm just for a minute. This, 
some people have called this a risk stratification tool. And I think more appropriately, this is a 
conceptual framework that you should use to evaluate whatever method you choose. In other words, 
does the method that you've chosen take into account most of the issues that are raised in this 
conceptual framework. And I think it's just a good touch point to go back once in a while and say, are we  
accomplishing, are we using all the factors or most of the factors in the conceptual framework as we roll 
out or as we refine our risk stratification methodology and conduct and how it works in the practice. So, 
I really still think this is very valuable. I don't want people to think that the only way to do this is with six 
levels or with this particular construct, but I think it still remains valuable in assessing whether your 
particular method is working well and takes into consideration all of these things. So, just wanted to 
mention that. So one of the things that has come up, there seems to be quite a bit of variability in a 
number of risk strata or buckets if you will that people have come up with. And I don't think that there is 
a hard and fast rule about how many there has to be, but most people have found that three or four 
seems to be a minimum. If you have too few categories, then you have too many people in the highest 
risk category, or you have the risk of having too many people in the high risk category to actually 
manage. And then if you have too many, then you have too many different approaches. So, there's 
some sweet spot in between. And I'd like to pause for just a minute and ask first Tracie what, how many 
risk categories they use. And then after you tell us about that, tell us how you managed the highest risk 
category so that it doesn't have more people in it then you have resources to manage. So could you take 
those one at a time. Then I'll ask Cathryn to do the same.  
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Sure, we have five strategic focus areas in our risk stratification model. And how we manage our highest 
risk patients, we created a care management team. So we have one care coordinator that manages 
highest risk patients. And we took into consideration like how many is that going to be when we ran our 
algorithm. So, we have found that the management that is going to sustainable is about [inaudible]. So 
that's what we're currently working with in just one of our care coordinators. And we also have advice 
nurses that help us manage those patients as well. 


Good Tracie. I have a question. So that's 200 patients for how many physicians, nurse practitioners, PAs, 
I mean how many total clinicians that generates the 200 patients? 


We have 17 providers, including, ant that's including two [inaudible] practitioners. 


So great. That's a good point to make in the sense that you're not going to have 1 or 200 per clinician. 
You're going to have, you know, 5 to 10 to 15. So keep in mind, I mean I'm not going to try to set a 
specific number. But it's not hundreds per clinician. Great, thanks. Keep going. 


And we're focusing on our top 1 percent of our active patient population.  


Okay. Cathryn, do you have any comments? 


Yeah, we chose the AFP 1 through 6 risk stratification system. And we initially thought that our clinical 
care coordinators would be able to handle the fives and sixes, only to find out that the numbers were 
too overwhelming for them. So essentially, they're working their way through the sixes, and then 
working down to get into the fives. And it's again, that's why, in at least year 2014 we have elected to 
adding another population care coordinator because we realized that the numbers are quite significant 
of the people that we have that are landing in the fives and six categories. 


20:12 
The rest of our populations are the ones through fours are mostly dealt with through our LPN triage 
staff. So that's how we kind of separate who is in taking care of which patients.  


Great, and can you share or do you know offhand about how many patients per clinician might be in 
those top two groups?  


We have a mixed practice of, or one of the academic practices in CPCI, and we have a residency practice 
with that. So we have about 45 physicians, but all of them are part time.  


Okay. 


Yeah, so it's a little hard to gauge. Let's say that we probably have the same as 17 full time equivalents.  


Okay, great. Well Cathryn you just made my last bullet point there that basically you want to set up your 
system to focus on the high risk/high need patients first. And then, you know, fill in the needed features 
for the lesser risk later. And sort of teach everyone in the practice what it takes to do this work on a, you 
know, a light basis if you will for the ones who have lesser need. So let's go on. These next couple of 
slides are simply screenshots. They're not meant for you to be able to read, but these are examples of 
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some of the risk stratification mechanisms, algorithms that people are using. And I assume that the CPC 
faculty will make sure that those are available to you. Here's a couple more. And you know, if you don't 
have something sort of laid out like this that you can just hand somebody, I would encourage to make 
sure that you try to codify what you're doing in some way so that it's easy to communicate to others. So 
I wanted to make the point with this slide that this really is a team effort. That there's a lot of 
components and processes that have to go into doing this work well. And although everyone on the care 
team will have a role in some way in making this work well, there still has to be somebody who takes 
charge of the system and makes sure that the system is set up well. That everybody understands how to 
use it and that everybody's participating in its use. So I think that's a critical issue. I like to think of this 
work as being the team's responsibility or being a function within the practice, rather than having it be 
an FTE, in other words a single person who does only this work. In most smaller practices that's just not 
something that they can afford. And it really probably isn't necessary in a smaller practice to have this 
be a full time amount of work. So let's keep that in mind. But I just wanted to lay out some of the 
components. So, I want to make the point that it's absolutely critical to identify the top 5 to 7 percent of 
patients. This number comes from the typical spread of the cost of patients. So in any large database, 
claims database, we found that about 3 percent of the patients generate 30 percent of the total medical 
spend. And you don't even have to get to 10 percent to get up to 50 percent of the total medical spent. 
So somewhere between let's say 5 and 7 percent will give you about 50 percent of the medical spend. 
And that will allow you to focus on the high leverage patients for cost savings. And I think that if you try 
to do the entire patient population at once that your attention to this particularly critical group will be 
distracted. So, I would certainly want to focus on this group, because part of what we're trying to 
accomplish in this activity is not only to take better care of this group of patients, but also through that 
better care, more organized care, more supportive care, save  
some money for the system, the total medical spent. I really think it's critical to have a care plan. And I 
know that people have struggled for what should belong in a care plan, how should it be produced. And 
I have a suggestion for some of you to think about, if you're still struggling with that. Almost everyone in 
CPC has qualified for meaningful use 1. Which means that you can produce an after visit summary. And 
although that's certainly not a complete care plan, it can be the foundation for an interim approach to 
care plan. So you may already have the automated mechanism to produce that. And then with a free 
text box on that visit summary, or even scribbling some notes on the bottom of a printed out copy that 
you give the patient, it may be a service of at least a step towards a more complete care plan that you 
can work into your system later. So I want to stop here and ask Tracie and Cathryn, what are you using 
for a care plan? How do you make sure that everyone in the high risk group has some kind of a care 
plan? And how does it follow them around the different points of care? Tracie, why don't you go first? 


Okay. We use some of our incentive dollars from CPCI to build a care management care plan form that 
our care management team uses. And they document a care plan on all of our high risk patients. And it's 
actually a living care plan. So that the next time they go into a document on the high risk patients that 
care plan from the existing visit is active. And so we can act upon that for the next visit. Our current 
[inaudible] system didn't have a care plan form that we could use. So we knew we had to create 
something. And being incentivized we, we did that. It's been very beneficial for us in managing our high 
risk patients.  
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Cathryn. 


Initially we put together a care plan tool fairly soon in the process of CPCI that was paper based, which 
was then scanned into the record. But, you know, like many practices, we found that document was 
easy to kind of loose track. So now we're in the process of creating a form as well that can be uploaded 
and then, you know, have the information put into observational terms so that we can extract things 
from it that we'll need. So we're looking forward to operationalizing that pretty soon. 


Okay great, great. Well let's go on. So, you already know what you'll need. But just again, some kind of 
algorithm. I want to ask our practices to comment on what you're doing, either with a registry or an 
EMR field, a searchable field, or for that matter, putting the risk designation on your problem list. I mean 
there's a lot of different ways to do this. But I believe that it works best if you have some way so that 
whenever the clinician opens the patient's chart, whether it's for a face-to-face visit or a phone call, that 
their risk strata is, there's risk stratification designation kinds of pops out. It's kind of in your face so that 
we know which people are getting the extra attention or need the extra attention. So Cathryn why don't 
you start this time, and how do you do that? Do you have a, do you put it on a problem list? Do you have 
a searchable field? Do you use a separate registry? Do you have an embedded registry? How do you 
guys accomplish all that?  


We did a lot of those different things. We actually created a specific template that had a lot of the 
preventative health tests that we were trying to track on one form. And in the end it had the health risk 
on it. So that health risk then gets added to the banner of the patient's chart, along with their name. So, 
it's, you know, Mrs. Smith, and then risk level 4 right on the banner so that everybody can see it. We 
also created a registry as well so the nurses, the PCC nurses are working off an Excel spreadsheet of the 
fives and sixes basically. So both is helpful in different ways.  


And Tracie. 


We use our patient banner to put highest risk level. So, we have a risk model that goes up to a level 5. So 
we put that number in the patient banner so when our patient calls in, they call in to say the call center 
to make an appointment. Our call center knows quickly that there's a level 5 there. And that tells them 
this patient is the highest risk. And therefore, we need to make sure to get them an appointment sooner 
than later. And it just helps us identify those patients to meet the needs of those high risk individuals. 


30:14 
So we have the patient banner. And then also our term coordinator will put pop ups in the charts to 
remind the staff or the PCP of that patient that may need some additional, you know, some additional 
things done for them. So we use our alert system as well.  


Let me ask you both one other question about the registry, now the registry function. Obviously it's 
going to have some demographic stuff in it. But what types of information do you put into the registry? 
And I'm thinking about things that might be hard to find in the regular EMR notes. So, you know, are 
they on home oxygen? Or are the on meals on wheels. I mean do you have extra stuff in your registry? 
What kind of stuff do you put in there that helps with this outreach function?  
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We put various common diagnoses that people have, when their last appointment was, and when the 
doctor wanted to see them next. So that we can kind of track them. Because, you know, I worry more 
about the patients that I'm not seeing than my patients that I'm seeing sometimes. So who's dropped 
out that we need to contact so that they can come in again. So, it's not just name, date of birth and 
insurance. It's the common problems. It's when they were last seen. It's when they're supposed to be 
seen next. So we keep a running total of what's happening with the person. 


Would, might you have a column or a box that says when the next outreach call might be? I mean if it's 
just about visits that's one thing. But you know, that if there's somebody designated to contact people 
on a regular basis. There has to be a way to generate a tickler list for that. 


Right exactly. So that's one of the things on the actual spreadsheet that keeps it useful. So our 
population care coordinator's more work off the registry than work, you know, they work on the EMR 
too. But they track the patients on the registry. We set it up so that our level fives and sixes get 
automatically sent to the nurse manager so she can divvy up those patients. That's kind of the 
integration between the Excel spreadsheet and the EMR.  


Great, and Tracie, how about you? 


Well we, that's the benefit that we have found with our share plan form is that we can actually track 
inside there. We have looked at if a patient is involved with care outside of our clinic, like specialists or 
social services. Or if there is socioeconomic needs. Or if there are other family members that we should 
be contacting instead of the patient. So we use our care plan, and we're able to run. We're able to 
collect information to help us going forward with our high risk. And the whole entire team, including, 
you know the PCPs and other staff can see what's going on with our patients. We don't really have like a 
registry per se. We just basically use our care management tool, which is the care plan. 


You know while we're still on this slide, let me ask you both to talk a little bit about your staffing. So, 
certainly some of this work is almost clerical in nature in the sense it doesn't require a lot of clinical 
background. So outreach to, you know, for a social contactor to make appointments or things like that. 
And whereas other parts of this work require fairly high level clinical understanding of the problems that 
the patient has. So, how do you decide who does what work? And also, I'll make an outrageous 
statement here to see what you guys think about it. Very little of this work is physician work. Physicians 
obviously have to oversee and make sure the thing's set up properly and that they're kind of the go-to 
people if there's some difficult clinical things to sort out. But this is not a lot of work, additional work for 
physicians. So, could you comment on the staffing and how, what's the physician's role? Cathryn, why 
don't you take it first? 


Well, the way we have it set up with the fives and sixes that are set up through the alert when the 
patient comes in the next time for an appointment, the population care coordinator and the physician 
have that appointment together with the patients. 


Right, right. 
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So the patient feels comfortable with the care coordinator. We have a direct line for our care 
coordinators for the patients to call. They get a card basically. Which they really feel is a great tool to get 
some access to somebody as soon as they need. So our fives and sixes are with our population care 
coordinator. And our other levels are handled by our LPN triage staff. Some of whom have a long 
relationship with some of our patients because they've been in our practice for a really long time. So 
there's, you know, sometimes the patients will cross back over from one team to the other for care. And 
the doctors work with both sets of people. We're divided into three care teams in our office because we 
have so many doctors. So and each care team has their particular LPN that they work with as well. 


Great. Tracie. 


We are just managing our highest risk patient ovulation, and so we have an RN care coordinator who 
manages those, that patient population. But one of the things that she does is she will scrub the next 
day's schedule, or maybe a week out, to identify those high risk patients that are going to be coming 
into our organization. And she does an actual face-to-face meeting with them before they actually see 
their provider. And she does give them her card. And she does have a direct line. And then she does 
reach out to them quarterly, and she also meets with our providers on all of their high risk patients 
quarterly to review each high risk patient's care plan and determine if there are any changes or 
additions that those providers may want or need. And she also can, anybody in our clinic can become a 
high risk patient per their provider. And so by meeting with them quarterly, she reviews their fives or 
fours or threes, their twos and their ones. So the provider has complete transparency on what patients 
they have according to the algorithm that we use.  


Okay. I wanted to talk a little bit about some workflow considerations. And once again, I'm going to ask 
our practices to chime in here a little bit. If you haven't sort of thought through how this works within 
your current workflow, I think it's critical that you step back and see how this can be done most 
efficiently. You know, when does, when do you assign the risk stratification? Is it done when they're 
empaneled? Is it done during the pre-visit work? Is it done at check-in? Is it done at rooming? Is it done 
a clinician or any of these places? So it actually doesn't matter so much where you do it as long as it's in 
the flow and in part of the expectation for each of those clinicians. So how do you do that? If there's a 
conflict among different evaluators, who gets the final determination? And what kind of things other 
than what has already been mentioned, do you kind of make sure that everybody gets, I'm making this 
up but kind of on the way out the door what are the critical things that they should have. So, Tracie, why 
don't you start this time and just give me some idea of how, where in your workflow does this fit in 
everyday work? 


We, I apologize, I probably talked a little bit about this a few minutes ago, but we run our risk 
stratification model quarterly. And we see if we have any new additions to our patient panel or our high 
risk. And so then our care coordinator will meet with that specific provider of that patient and decide on 
any sort of care plan that they need to work on with the patient. And then after the patient is seen, 
typically we try to reach out to that patient one week after they were seen in our organization. And if 
they were in the ED or they were discharged from the hospital, we try to reach out to them within less 
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than five visit days. And actually we've done a really good job of outreaching out to them, and I think it's 
probably less than three days. So, that's what we try to do. 


Great. And Cathryn. 


40:04 
Mostly our physicians are responsible for risk stratification, and they can do it at any time. When we 
initially got the empanelment list, we went through each of the empanelment lists for major insurances 
and CMS and assigned folks numbers from there. So since then, it's more of a, generally a physician 
responsibility to assign a risk stratification. But we can assign, anybody's allowed to assign it. If 
somebody's been in the hospital, since we have EMR access within our local hospital, though we'll have 
one of the residents or the person who is on service reassign the person's risk stratification. I try to do it 
almost every visit. That's the goal. So it can happen at any time, but it's generally a clinician's 
responsibility. Which has good points and bad points, and some doctors are hard to get on the wagon 
for doing stuff. We're having a risk stratification contest right now to see who can assign the most 
patients. Just to get a kind of everybody in the flow. 


What's the, what's the prize? That's what I want to know.   


The prize is for the highest number of patients risk stratified in three months is an iPad mini. 


That's worth working for. 


Exactly. I actually had somebody say to me, I wouldn't mind seeing a couple extra patients this 
afternoon just to get that, you know, higher on my list.  


Okay. 


We post it every month. So, anyway. 


Very good. So let's move on. I think, I want to reiterate. Now some of this is, you already know. But 
remember that Milestone 2 goal for this year is that 95 percent of the patients are empaneled, and of 
those, 75 percent have some risk stratification. So somewhere between now and the end of the year, 
you're going to have to work your way down to those who are at lesser risk. But, still I think if your initial 
efforts are mostly focused on the high risk. The other point I want to make, and this is really critical, 
there's a lot of people that are agonizing over which category people should go in. And I think as you get 
farther along in this process, it's going to become pretty obvious who needs the help and who doesn't. 
And the precision with which you assign the category is not anywhere near as important as what you 
decide to do with them after they're in a particular category. So don't agonize over whether they go in 
there or four or four or five or whatever your buckets are. Spend your time designing systematic 
approaches to what you're going to do for each bucket. And I think that you'll get farther along. And, 
you know, this is new for most of us to do this work. But like everything else, once you've been doing it 
for a while, it becomes part of the normal workflow and far more intuitive for everyone. So, just a quick 
progress check, ask yourself, can you identify the top 5 to 7 percent who really need the help most and 
to reduce the harm, if you will, or reduce the chances of them not getting what they need, if you can't 
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do that, it's maybe time to reassess your system. So that may be a little harsh. But if you can't kind of 
identify the people in most need, in a way that allows you to have a manageable number to do 
something with them, then step back and reassess, okay. And are the interventions that you're using 
with these patients effective. And I'm not going to necessarily offer a measure of effectiveness. But you 
kind of have to always be asking yourself, is what we're doing to the, for these people and in our system, 
is it working? How could it be better? What's not working? What could we make more systematic so it's 
more reliable and more effective. So that's kind of your ongoing, what's your ongoing QI strategy? So, I 
also, I mentioned this a little bit earlier. But if you haven't had discussion about roles and 
responsibilities, I think that's important. You know, I think it's a mistake to hire and train, hire and/or 
train someone whose only job is to do this and nobody else does it. And therefore, it becomes sort of a 
one person show. I'll give an example. In my practice a long time ago, we got large enough. We used to 
have the nurses draw blood after the visit for all the patients in the room where the patient was seen. 
And we got large enough, so we, you know, we're big enough now we can have a phlebotomist. And the 
day after we hired the phlebotomist and they came on board, all the nurses forgot how to draw blood. It 
just, it just made no sense to me whatsoever. So it became this central burden on a single individual, 
and it made it far less effective than what we were doing before. So, I guess my plea would be, even if 
you have someone and you've hired or trained them to be in charge of this responsibility, I think part of 
their duty is to train everyone on why it's important and what lighter roles might be involved for people 
in the practice, patients in the practice, that have a lesser need if you will. So the responsibility is spread 
across the team. So the concept of cross training I think is important. You know, whatever algorithm you 
have, make sure that you have some way to recognize special circumstances. And I've just listed a few of 
them just to give you some ideas of what I'm thinking about. But, things like cognitive impairment and 
poly-pharmacy, social isolation, mobility issues. A lot of times these types of things don't jump out when 
you look at the problem list. So how is it that you handle these with your system? Do you have a 
systematic approach to addressing these issues? Do either of you want to comment on your approach 
how this work into your, is it part of your initial algorithm? Or is it something that's sort of added on 
when it's recognized? What. Go ahead. 


You know what I, part of it is in our original premise. In fact we currently have a unit for developmentally 
disabled adults. So we kind of have the thinking in the background anyway because we, you know, take 
care of 140 of them. So, yeah that's something that's often brought up. And often these things will end 
in a pop up so that people understand when they open up the chart that people will have difficulty. It's 
both in that as well as in the scheduling that there might be an issue and who you're supposed to 
contact within the family and/or the patient themselves. 


Great. I'm going to go on so we can stay on time. So, I wanted to talk just very briefly about palliative 
and hospice care. And we found with some of the practices, although they only had three risk strata, 
they had decided to put all the people in palliative and hospice care in a separate strata. In other words, 
to put them in a different bucket because they needed a different approach, different services. And I 
wanted to ask our participants if there was anybody, how are you dealing with this? This is a little 
delicate. You don't want to have this conversation about just cost cutting. We really want to have this 
conversation about what, have we addressed the real need of the patient? And my point here is that if 
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you think about moving from the lowest risk strata to the highest risk strata, you have a tendency to 
kind of just dial up the same knobs. In other words, the same type of activity. Just turn up the intensity. 
Whereas I think there's a group of patients, probably end of life folks, palliative and hospice care, for our 
elderly maybe, I'm not sure exactly how to define this, but that really need a different approach. That 
isn't just dialing the dials about the intensity. So Tracie why don't you start? How do you deal with this 
group? 


We, our care coordinator provides more of a supportive type of coordination of services to the specific 
patient needs. I know a lot of these patients are inundated with outside appointments from their PCP. 
And so a lot of them, you know, get lots of phone calls. Lots of other services. And just want to be a 
support team to them. So if they had any additional questions or needs, we do reach out to them. But 
they are in our overall risk stratification model. And we also have a behaviorist on staff inside of our 
organization. So if there are needs that need to be met, if there's a patient that may need some 
additional services, we can provide that with our behaviorist that we have.  


Okay great. Cathryn. 


We don't separate palliative and hospice care patients just because, you know, to, it's a different part of 
the life spectrum. So. 


So that's your bucket six.  


Right. 


Do you kind of have a different approach to that group? 


Not, not really. Just where we, we have probably a more intensive contact process for that group than 
for others, just to make sure they're getting their needs met. So the nurses might put them on a two 
weekly or even more frequent phone call regimen.  


^M00:50:16 


And one of my patients passed recently, and I was told that by two of our nurses in our office and given 
condolences and sent to the family as well. So, they're more intensively covered. 


Great, great. Okay well I wanted to make sure that your systems, all of you have given this some special 
attention. Another suggestion would be to make sure that you consider having service agreements with 
your palliative care group or your hospice care group or your home care group so that it makes when 
you have a patient that needs this, it's an easy thing to arrange. I just wanted to make the point with this 
next slide that most of the people that are going to need this extra help and this highest risk group are 
very familiar. So you can have a fancy algorithm, but I can be willing to bet that almost anyone in the 
office can name off who the frequent flyers are, you know, whether he asks the clinicians or the front 
desk people. They know who the regulars are. So, it may be these are the regular folks, okay. We've 
already talked about our registry function, and I don't want to push the stand-alone registry too much. 
But somehow you have to be able to keep track of this in a systematic way. And ideally, eventually all 
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EMR products will have this kind of function embedded, and it'll be part of the work flow. Unfortunately 
we have a little ways to go on that. So I wanted to take this opportunity to thank Cathryn and Tracie 
both. Here's their information. And I suspect that they will be available for other questions and inquiries. 
So this is nearly the last slide here. And I wanted to give you an opportunity to do sort of a checklist. And 
this is for everyone on the call. You know, do you have an algorithm that's fairly explicit. And you think 
about handing it to someone, let's say handing it to an RN that didn't know your practice. Or handing it 
to a physician who didn't know your practice. Could they read it and pretty much understand what 
you're trying to accomplish. So something that's fairly explicit. And how to do it. And the risk scores in 
some kind of a searchable field. And the EMR on the problem list at the very minimum some way that 
it's kind of in your face when you're connecting with a patient. What's your strategy once you get people 
stratified? How are you going to do it? What are you going to do for it? Who's going to do it, that kind of 
stuff? The registry we've talked about. Who's a team member? What team member? Do you have 
someone who's overall responsibility, responsible for making sure that this system works? And what's 
your level of trust, training. And then what's your methodology for feedback and QI and testing, small 
tests of change and sort of rapid cycle redesign or PDSA cycle? So, like any other system we have, make 
sure you're always looking at it to see how it could work better. So, I won't dwell on this any longer, but 
do you know if you're not identifying those in most need, then you need a new system. And the care 
plan is absolutely essential. So, measures of success, obviously most of you I would assume are tracking 
some clinical quality measures. And you can expect those to improve as this permeates the rest of your 
practice. Especially around chronic illness care. And that what percentage of patients have a risk score 
recorded? Obviously your goal is 75 percent in the Milestone 2. What percent have a real care plan on 
the chart might be another one. Some of these you may have to get from outside sources. So your 
payers might be able to know your visit, your ER visits per 1,000, your bed days per 1,000. Your total 
cost of care. I'm not sure what number you want to use for how soon people should be seen after a 
hospital discharge or ER visit. I put 72 hours. But, have some goal for yourself and then measure your 
percentage against whatever goal you decided. So that's how you know whether you're successful or 
not. Just a quick reminder about the three-part aim. By the way, everywhere else it's known as the triple 
aim, but remember we're trying to do better individual care, better population health and lower per 
capita costs. The beauty of the triple aim is you don't get to choose two. It's all three. So, this is my 
conclusions in terms of it has to make clinical sense, or people won't do it. It really requires the entire 
team to understand and to make it work well. And a systematic approach gets much better results. And 
it helps everybody understand and feel that they've done a better job for patients. So I think with that I 
will turn it back over. I've got one concluding slide. And this actually has to do more with Milestone 4, 
and that's about patient experience. And I liked this quote so well that I put it in most of my 
presentations. And you know, we've all heard the, if we build it they will come from Field of Dreams. 
But, you know if you involve patients in how you construct either risk stratified care management or any 
other endeavor that you're trying to do in terms of office redesign, you know if you have them help you 
build it, they'll already be there. So, my friend Christine Bechtel from the National Partnership for 
Women and Families came up with this. So I think it's a great thing to keep in mind. So, Krystal, I'll turn it 
back over to you. And I don't know how much time we have for questions. We're kind of almost at the 
top of the hour. 
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Right. I think we have time for just a couple of questions. And while we're taking those questions Bruce, 
if you will pass the presenter ball to me. 


I'm glad to do that, yeah.  


Perfect. Okay, so one of the questions we have is, it's for both Tracie and for Cathryn. What EMR are you 
using in your practice? 


We are using GE's product, Centricity.  


Okay. 


We're using the GE product too as it turns out, Centricity.  


[Inaudible] Centricity. 


Yeah maybe I can make a comment on that. You know, regardless of what product you're using or what 
functionality it has, putting the workflow in helps you be able to know what to ask your vendor to do. 
So, keep in mind that as you design these systems, you're gaining an understanding of the process. And 
you begin to know what functionalities that you want your vendor either to have in the product, have 
custom built, or turn on. So regardless of what EMR you're using, make sure you have a conversation 
with a vender about what's available to support this work.  


Thank you. Okay so the next question is also for Tracie. Would you be willing to share your care plan 
form on the collaboration site? 


Yes, we would be more than happy to share. 


Wonderful. Let me see. I think that is really the end of our questions for today. I just to remind everyone 
that our next national event is an open mic on April the 24th at noon Eastern. And then our next 
national webinar is on medication management, and it will be held May 7th at 1:00 pm Eastern. Thank 
you all for attending. We hope that you found this presentation informative. You can exit the session by 
clicking on the file menu option at the top left of your screen and select the option to leave the session. 
You will be taken to a post-webinar survey that needs to be completed in order to receive credit for 
attending this presentation. Thank you very much. 
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Purpose of This Guide 


This Guide reflects on how CPC practices across the country have 
approached using Shared Decision Making to enhance patient care. These 
practice strategies represent samples of the work and are not 
representative of every approach for implementing Shared Decision Making 
methodology in a practice or system.  


CPC practices are heterogeneous in size, geography, ownership and 
organization; they are encouraged to innovate and test strategies derived 
from evidence-based and/or best practices and customize the work 
according to their particular needs, local dynamics and other practice 
aspects that may shape how they deliver care. This Guide captures the 
energy, innovative ideas and rigorous and determined execution of the CPC 
practices as they test Shared Decision Making strategies.  


We hope that you find in your colleagues’ work support for continuing to 
explore and refine your approach to this key component of Comprehensive 
Primary Care. 


August 1, 2014 
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Overview of the Shared Decision Making in Milestone 7 


Milestone 7: Shared Decision Making (SDM) focuses on 
supporting patients as engaged, informed and effective partners 
in their own health care. In Program Year (PY) 2013, your practice 
tested the use of a decision aid while engaging patients in Shared 
Decision Making. In PY 2014, your practice will explore the use of 
decision aids to support Shared Decision Making between 
providers and patients in preference-sensitive care. Decision aids 
prepare patients for a full discussion of available treatment 
options and offer a greater opportunity to discuss the risk and 
benefits of various treatment plans, as well as clarify the patients’ 
values and health goals related to this decision. The work in this 
Milestone aligns perfectly with efforts around self-management 
support, care coordination, care management and patient and 
family engagement. Milestone 7 also supports the work of 
improving quality reported through the clinical quality measures. 


What is Shared Decision Making? 
Shared Decision Making is an approach to care that seeks to fully inform patients about the risks and 
benefits of available treatments and engage them as participants in decisions about the treatments. (Veroff,


Marr and Wennberg at http://content.healthaffairs.org/content/32/2/285.full.html) 


What is Preference-Sensitive Care? 
Preference-sensitive care comprises treatments for conditions where legitimate treatment options exist — 
options involving significant tradeoffs among different possible outcomes of each treatment (some people 
will prefer to accept a small risk of death to improve their function; others won’t). Decisions about these 
interventions — whether to have them and which ones to have — should thus reflect patients’ personal 


values and preferences and should be made only after patients 
have enough information to make an informed choice, in 
partnership with their provider. (The Dartmouth Atlas of Health Care.
http://www.dartmouthatlas.org/keyissues/ issue.aspx?con=2938)


A strong body of evidence shows significant regional variation in 
preference-sensitive care, and this variation appears not to be 
due to patient choice but rather to prevailing practice patterns. 
Additional evidence suggests that when patients are engaged in 
decision making and provided with the information they need to 
think through options of care, there is a better match between 
the care they receive and their health goals and values.  


For more information: 
• Dartmouth Atlas on Preference-Sensitive Care
• 2014 Cochrane Summary on Decision Aids


Reporting on Shared Decision Making 
for PY 2014 
For PY 2014, practices will identify and 
implement Shared Decision Making 
tools or aids in two preference-sensitive 
health conditions, decisions or tests, 
make the decision aid available to 
appropriate patients and generate a 
metric for the proportion of patients 
who received the decision aid. 


Practices will provide quarterly counts 
of patients receiving the decision aids 
and show growth in use of the aids 
using run charts. 


For clinicians, Shared Decision 
Making can translate  
into the potential for 
• Patients who are more


empowered to manage their
health and treatment


• Reductions in unwarranted
variation of care


• Increased awareness among
patients regarding potential
adverse consequences from a
medical decision or treatment
option
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What is a Decision Aid? 
Decision aids are interventions designed to support patients' decision making by making the choice explicit, 
providing information about treatment or screening options and their associated outcomes, compared to 
usual care and/or alternative interventions. (Cochrane Database of Systematic Review 2014) 


Decision aids provide: 
• High-quality, up-to-date information about the condition, including risks and benefits of available 


options and, if appropriate, a discussion of the limits of scientific knowledge about outcomes 
• Values clarification to help patients sort out their values and preferences 
• Guidance or coaching in deliberation, designed to improve the patient’s involvement in the 


decision process (http://www.dartmouthatlas.org/downloads/reports/preference_sensitive.pdf) 
 


 


 


 


 


 


It is common practice to offer patients information about tests or treatment options for which there is 
clear evidence for a recommended action (e.g., immunization or US Preventive Services Task Force 
recommended screenings). However, Milestone 7 is focused on engaging patients in making choices when 
the evidence does not present a clear best choice and the “right” treatment or test is the one that best fits 
their health goals and values. The conditions listed below are from page 62 in the 2014 Milestone 
Implementation and Reporting Guide. 


List of Common Preference-Sensitive Conditions 
⃝ Management of acute low back pain 


(without red flags) 
⃝ Antibiotic overuse for upper respiratory 


infection 
⃝ Anticoagulation in atrial fibrillation  
⃝ Management of anxiety or depression 
⃝ Management of asthma 
⃝ Cataract surgery 
⃝ Management of chronic back pain 
⃝ Management of chronic pain 
⃝ Management of congestive heart failure 
⃝ Management of COPD 
⃝ Medications in diabetes 
⃝ Joint replacement 
⃝ Podiatric surgery 


⃝ PSA for prostate cancer screening 
⃝ EKG and cardiac stress testing 
⃝ Care preferences over the life continuum 
⃝ Colon cancer screening 
⃝ Management of heart failure 
⃝ Management of coronary heart disease 
⃝ Management of Peripheral Artery Disease (PAD) 
⃝ Managing health concerns of older adults 
⃝ Menopause 
⃝ Urinary incontinence 
⃝ Knee osteoarthritis 
 
 


Shared Decision Aids versus Patient Education 


 


 


Patient Education 
Helpful for informing patients about tests, 
procedures or conditions with two 
options, such as “yes” or “no” 


Shared Decision Aids 
Helpful for discussing preference-
sensitive conditions with multiple 
treatment and test options 
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Other (The following are additional preference-sensitive 


conditions that can be considered. Note that this list is not all 
inclusive.): 


⃝ Chronic, Stable Angina 
⃝ Management of Heavy Menstrual 


Bleeding 
⃝ Management of Carpal Tunnel Syndrome 
⃝ Management of Middle Ear Fluid 
⃝ Hip osteoarthritis 


⃝ Management of Psoriasis 
⃝ Management of Trigger Finger 
⃝ Lung cancer screening in smokers 
⃝ Management of Benign Prostatic 


Hyperplasia 
⃝ Management of tobacco cessation 
⃝ Management of Obesity 


 


Step 1: Building the Team 
To facilitate successful Shared Decision Making implementation, practices are encouraged to designate the 
following roles and provide protected time for project activities: 


• Lead Clinician/Project Champion – to serve as the voice for the project across the practice and 
support staff activities 


• Lead Staff Member – often a practice manager, QI official, nurse or staff member with an interest 
in patient engagement 


• Decision Aid Implementation Team – a small, cross-functional team including the lead clinician, 
lead staff member and representatives from the front- and back-office staff who understand the 
importance of decision aid implementation for patients and the practice and who are willing to 
meet and work on an implementation plan 


• Patient and Family Advisory Council (PFAC) - The team can also consider including 
recommendations from the PFAC as they determine the best decision for the patient population  


Schedule an initial team meeting and develop a preliminary plan keeping the questions above in mind. To 
begin, it may be helpful to answer the following questions:  


• What are some of the common or high-risk conditions involving preference-sensitive care in your 
patient population?  


• What decision aids will help meet this need? 
• What format is mostly likely to appeal to your patients? 
• Who and how will you identify eligible patients for the use of decision aids? 
• Where will the decision aids be stored? 
• When and how will the patient use decision aids? 
• How will your practice track the use of decision aids? 
• How will your practice know if the process needs to be expanded, changed or refined? 


 
Case studies that highlight the team members working on Shared Decision Making may be found at the 
following CPC practice links: 


• Hicken Medical Clinic 
• St. Elizabeth Physicians 


Step 2: Selecting Priority Decision Aids 
An early step in effective program implementation is determining which decision aids are appropriate for 
your practice. Discussing the pros and cons of choosing decision aids that focus on chronic conditions, 
specific surgical procedures or more rare but high-risk situations can help the team determine which 
decision aids will work for the practice’s patient population.  
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Consider these questions: 
• Which decision aids will target high-risk or high-cost preference-sensitive conditions faced by some 


of your patients? 
• Which decision aids would be good supplements for viewing before procedural referrals? 
• Which decision aids target the preference-sensitive conditions most prevalent in your practice? 
• Which decision aids are the staff and clinicians excited about? 
• Which decision aids do patients want their health care team to provide? 


Case studies involving the choice of a decision aid may be found at the following links: 
• Generations Family Medicine 
• Hicken Medical Clinic 
• Hudson Valley Primary Care 
• Sangre de Cristo Internal Medicine 


Step 3: Determine Eligibility Criteria for Decision Aids 
Many practices may elect to use the eligibility criteria provided in each decision aid to determine when to 
present the decision aid to the patient. However, some practices may elect to narrow their criteria to offer 
decision aids to patients when they present for an annual exam or with a specific condition. Refinement of 
eligibility criteria may be necessary over time based on clinic capacity for distribution and tracking of 
decision aids. 


Case studies that address eligibility criteria may be found at the following links: 
• CapitalCare Medical Group 
• Generations Family Medicine 
• Grants Pass Clinic LLP 
• Hicken Medical Clinic 
• St. Elizabeth Physicians 


Step 4: Identifying Patients 
In addition to clarifying eligibility criteria for the decision aids, the practice will need to determine which 
personnel will identify specific patients as eligible to receive decision aids. In some practices, multiple 
personnel are involved in patient identification. These are some of the individuals/roles who have been 
successfully involved in identifying patients: 


• Front Office Staff/Reception: These individuals are often the first point of contact in a practice. 
Reception staff clarifies the reason for patient appointments and they may be able to flag clinicians 
or back office staff of a patient’s eligibility for a decision aid. 


• Medical Assistant (MA) or nurse (LPN/RN): Medical Assistants or nurses are often able to review or 
“scrub” the patient list and medical chart during pre-visit planning to identify specific conditions. 
They can inform the clinician when a patient may be eligible for a decision aid prior to the 
appointment time.  


• Clinician: Clinicians can identify eligible patients during the appointment time and through 
recommendations made by the MA/LPN/RN. 
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• Nurse Care Coordinator: The nurse care coordinator can be involved when specific populations are 
targeted for distribution or when clinicians submit referrals for follow-up of certain chronic 
conditions.  


• Patient self-identification: Patients may ask about options for care for their medical conditions. 
• Electronic Health Records (EHR): Incorporating any or all of the above strategies into practice’s EHR 


system provides the most resource-efficient method to identify patients and distribute decision 
aids.  


Case studies that address patient identification may be found at the following links: 
• Hicken Medical Clinic 
• Generations Family Medicine 
• Grants Pass Clinic LLP 
• St. Elizabeth Physicians 


Step 5: Decision Aid Preparation, Storage and Maintenance 
Easy-to-access decision aid packets facilitate distribution to patients at the point of care when a decision 
point emerges. Advance preparation of the decision aids can streamline the process and allow for easy 
tracking of decision aid distribution and use.  


Case studies that reflect this element 
may be found at the following links: 


• Generations Family Medicine 
• Grants Pass Clinic LLP 
• Hicken Medical Clinic 
• St. Elizabeth Physicians 


Step 6: Determine When and 
How to Distribute Shared 
Decision Making Aids 
Every practice visit flows differently so it 
helps to be flexible and have multiple 
approaches available for distributing the 
Shared Decision Making aids.  


Case studies that reflect this element 
may be found at the following links: 


• CapitalCare Medical Group  
• Hicken Medical Clinic 
• Hudson Valley Primary Care 
• Sangre de Cristo Internal 


Medicine 


Several options of when to distribute Shared Decision Making 
aids (hard-copy or link to web-based decision aid): 
• Prior to the visit: Practices send decision aids to patients 


based on established criteria (age, category reached and 
type of appointment) via mail, email or patient portal. 


• During the visit (by MA or clinician): The clinician 
presents the decision aids to the patient during their 
appointment. 


• After the visit (by MA/LPN/RN): After the clinician has 
discussed the decision aid topic, the MA/LPN/RN presents 
the decision aid packet to the patient. 


• After the patient has left the practice: A protocol can be 
established for contacting the patient after the visit to 
discuss the decision aid, and the MA/RN or front desk 
staff can mail, email or send via the patient portal the 
materials or link to the decision aid to the patient. This 
option is useful if you forget or don’t have the time 
during the office visit. 


• When to discuss SDM: at first scheduled or unscheduled 
visit to office 


 


Shared Decision Making: An In-Depth Review of the Critical Elements for Success 8 







Step 7: Decision Aid Tracking, Documentation and Distribution  
Documenting decision aid distribution is extremely important to ensuring patient follow-up and managing 
the resources available to the practice. Coding the distribution of decision aids and discussion with the 
patient is critical for practice follow through. Discuss options with your billing staff and EHR IT staff to 
facilitate tracking of this activity. If the decision aids or access via the web is provided, a plan to for ensuring 
patients have an opportunity to discuss the decision aid with his/her clinician will be necessary. This may 
occur at a follow-up visit or via telephone or portal.  


Case studies that reflect this element may be found at the following links: 
• CapitalCare Medical Group
• Generations Family Medicine
• Grants Pass Clinic LLP
• St. Elizabeth Physicians
• Sangre de Cristo Internal Medicine


Step 8: Evaluating Implementation and Making Changes 
Practice change is not static. Practices should review and refine the implementation of a SDM process over time 
on a monthly or quarterly basis. Establish routine conversations about SDM as part of standing all-staff meetings 
and document internal policies, procedures and/or protocols around your SDM process. This keeps the SDM 
program on the table and reinforces it as part of daily clinic practice. It also engages clinicians and staff in 
conversations about what is working and where room for improvement exists. 


Case studies that reflect this element may be found at the following links: 
• CapitalCare Medical Group
• Grants Pass Clinic LLP
• Hicken Medical Clinic


Case Studies 
In the following case studies, CPC practices explain how they provided Shared Decision 
Making to best meet the needs of their patient population. 


CapitalCare Medical Group, Albany, New York 
Corporate multispecialty clinic; 18 primary care sites; 37 physicians, 14 PAs, 6 ANPs; 58,000 patients 
When staff members at CapitalCare Medical Group began the selection process for shared decision aids, 
they kept reminding themselves to focus on what matters to the patients. To help them start small, the 
practice also decided to narrow its focus to patients with a new diagnosis within six months. Several 
practice sites chose to focus on shared decision aids for the following conditions: 


• High cholesterol
• Sciatica
• Hypertension
• PSA screening
• Antibiotics for pharyngitis
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There was some variation with adopted shared decision aids among the 18 primary care sites. Each practice 
site looked at the size of the eligible patient population for a specific aid and the need to change outcomes.  


To track the use of shared decision aids, the practice worked with its EHR vendor, Allscripts, to create an 
“order” for use of Shared Decision Making with patients. The order is easily tracked for data mining 
purposes within the EHR. The order is also helpful on the patient level because it is visible during each 
encounter. The physician can clearly see if Shared Decision Making has happened with the patient, and if 
there is resolution, the order can be cancelled.  


The Shared Decision Making process is performed in multiple steps. It starts with the physician and the 
patient beginning the conversation during the first visit. If the patient’s visit is planned in advance, the SDM 
aid can be printed and placed in the patient’s folder to facilitate the conversation. A note is placed in the 
patient’s record to discuss the SDM aid on next visit. The second visit focuses on the SDM aid discussion.  


Shared Decision Making has really become part of the culture at CapitalCare. SDM is an agenda item at the 
Patient Family Advisory Council meetings to get feedback from the most important contributors, the 
patients.  


Generations Family Medicine of SW Ohio, Middletown, Ohio 
Independent; 1 physician; 2,300 patients 
Shared Decision Making is a process that fits well with the style of medicine at Generations Family 
Medicine of SW Ohio. The patient population of this solo practitioner is predominantly older female 
patients. Using these aids facilitates the conversation as patients make informed decisions about their care. 


Generations’ first SDM tool assisted with the decision of using antibiotics for upper respiratory infections. 
The tool was obtained from the CDC. The trigger to use this tool with patients is their request for an 
antibiotic for an upper respiratory illness. The tool takes them through the pros and cons of various 
treatment methods for the illness and the consequences of each. In addition to educating the patient on 
choices, it empowers them to make informed decisions about how to care for this infection, when to seek 
additional care and the outcomes of each.  


The second SDM tool developed is for treatment of osteoporosis. This fits particularly well with the 
demographics of the practice. The tool was purchased from the National Osteoporosis Foundation. When 
patients have a new diagnosis of osteoporosis or identified risk factors, the doctor and the patient spend 
(on average) 10 minutes reviewing the options for care and working on selecting the patient’s preference 
for treatment. The patient is then given the pamphlet to take home. The patient’s decision, or their choice 
to review the information and make a decision later, is recorded in the EHR.  


The use of SDM tools is tracked through the EHR (Athena Health) using a miscellaneous CPT code that is not 
processed by billing.  


This practice noted that you cannot underestimate the effect you have on a patient’s life when Shared 
Decision Making is used. When you provide materials for patients to process and absorb prior to making a 
decision on a preference-sensitive condition, you empower and support them to take control of their own 
health. 
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Grants Pass Clinic, LLP, Grants Pass, Oregon 
Provider-owned multispecialty; 19 physicians; 2 ANPs, 2 PAs; 17,200 patients 
Grants Pass Clinic’s Shared Decision Making work focuses on three major areas: cardiovascular prevention 
(statin use and/or aspirin use to prevent MI), osteoporosis treatment and colorectal cancer screening 
options. The practice uses their EHR, Allscripts, to create custom searches by diagnosis codes to identify 
eligible patients to receive the shared decision aids. For example, patients eligible for the statin SDM are all 
patients who have been seen since January 1, 2013 and have one or more of the following: 


1. Cardiovascular disease with LDL > 100 
 a. includes diagnosis codes related to CVD between 390 and 459.9 
 b. most recent LDL dated within the last five years > 100 
2. Diabetes with LDL > 100 


a. includes all codes beginning with 250 
b. Most recent LDL dated with the last five years > 100 


3. Hyperlipidemia with LDL > 130 
a. All active patients with most recent LDL within the last five years > 130 regardless if the 
patient has an active hyperlipidemia diagnosis 


Providers selected decision aids from Mayo Clinic because they were authoritative, graphically satisfying 
and were available to share with the patients in real time. They can access the decision aids immediately 
during the patient encounter through links posted to the exam room’s client desktop. Providers document 
use of the aid in a discrete field in the notes section of the patient’s record.  


The clinic is working toward a SDM dashboard application that is provider-specific so that each provider can 
monitor his or her patient panel for eligibility for all decision aids. 


To ensure the proper use of decision aids in the practice, they created a policy around the defined 
workflow. The policy helped to make the use of the decision aids more uniformed among the various 
providers; it addressed how to use of the decision aid and how to document it in the EHR properly. 
Standardizing the documentation in the EHR helps ensure accurate data for reports in the defined discrete 
data fields. The policy also serves as a documented shift in thinking about the patient’s voice in choosing 
screening and treatment options. 


Hicken Medical Clinic, Hillsboro, Oregon 
Independent; 1 physician, 3 PAs; 6,200 patients 
Dr. Hicken realized that he alone could not drive practice transformation and that it is important to 
dedicate time and resources to improve. The CPC initiative has help them adopt a team-based approach to 
integrate Shared Decision Making into the practice’s daily workflow.  


The Hicken Medical Clinic team followed their chosen criteria as it researched decision aids for the 
practice. First, they wanted aids that met the International Decision Aids Standards for quality and content. 
Second, they preferred tools with a step-by-step approach that clearly compared both risks and benefits. 
Third, tools needed to integrate with the patient portal and patient health record preferably in a digital 
format that kept the office paperless. Finally, the tool should help patients understand their choices and 
help them communicate their preferences. Another desirable feature was the tool would include the 
option to create a summary of the patient’s decision that could be documented within the patient record. 
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They found Healthwise’s Knowledge Base offered interactive decision aids that patients could access 
through the patient portal and later access the decision summary as well. The Healthwise aids also offered 
an array of tools addressing preference-sensitive conditions and treatment that met the clinic’s current 
needs with the ability to easily add other topic areas in the future.  


For the initial implementation of SDM, the clinic decided to test two decision aids along with a new 
workflow with a small population of patients. They started with “Should My Child Take Medication for 
ADHD?” and “Depression: Should I Take an Antidepressant?” 


 


 


Decision tree for use of Shared Decision tool in Behavioral Health 


 
They chose these preference-sensitive conditions/treatments because they occur nearly daily in the office’s 
usual workflow, which afforded providers and the medical assistant staff adequate opportunity to test and 
adopt the workflow. They also chose conditions/treatments that would support the clinic’s newly expanded 
integrated behavioral health services. Because visits related to behavioral health are 30 or 60 minutes 
versus a 15-minute general visit, these visits afforded more flexibility to introduce SDM to the patient with 
limited disruption to the overall schedule during the adoption phase. 


Patients are identified during pre-visit planning or are identified during the visit. If the practice staff know 
about a patient prior to a visit, they are able to alert the behavioral health specialist, physician assistant and 
the physician as needed so they can participate in the shared decision conversation. Some patients will 
listen to the information, but prefer to take some time to think about their options and come back for a 
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second visit. The staff can help the patient set up the follow-up appointment as well as provide a summary 
for review at their convenience.  


Hicken Medical Clinic’s staffing patterns have remained the same as Shared Decision Making was 
integrated into the mid-office workflow. Later, as the SDM process became more fluid for the team 
members, they added “Low Back Pain: Should I Have an MRI?” Like the other topic areas, low back pain is a 
common complaint among the practice’s patient population.  


In the near future, Shared Decision Making may be integrated into the clinic’s proactive population 
management model. 


Hudson Valley Primary Care, Wappingers Falls, New York  
Independent; 2 physicians, 2 ANPs; 8,290 patients 
This practice decided to focus on the area of diabetes medications for Shared Decision Making because 
both physicians are NCQA-recognized diabetes providers. The Mayo Clinic aid on the use of diabetes 
medication was selected because it provided the complete picture about the pros and cons of the 
medications, costs and possible side effects. The aid also allowed the patient to have a very clear picture of 
their possible options. 


After deciding on the aid, the practice worked to incorporate the aid into their workflow. The practice 
integrated the aid into the EHR, eClinicalWorks. By using the Healthwise products, the practice is able to 
embed links to shared decision aids directly into the order sets, which really made it easy for the staff to 
embrace and share the aids with the appropriate patients. Using a tablet, the nurse is able to walk through 
the aid with the patient prior to the provider entering the exam room. This process allows for the maximum 
effective use of the provider’s time with the patient. Use of pre-visit planning and huddles allow the 
practice to help identify the patients who could benefit the most from a shared decision aid and therefore 
make the best use of everyone’s time during the appointment. For example, if a provider is able to review a 
patient’s lab work and determines an aid would be appropriate, the clinical team can ensure the patient 
receives the aid prior to the next appointment through the patient portal. Asynchronous workflow through 
the patient portal has helped streamline the use of aids in this practice.  


St. Elizabeth Physicians CPC Practices, Northern Kentucky 
System; 14 CPC practices; 65 physicians, 1 PA, 5 ANPs; 65,000 patients 
Putting Shared Decision Making into practice within the CPC practices of St. Elizabeth Physicians was a 
team effort. As work began on Milestone 7; the clinical leadership group evaluated the data on their 
population and selected the first focus of Shared Decision Making. The initial target was tobacco cessation 
(options to support quitting). This is also a community issue, with a high number of patients that smoke.  


As this leadership group reviewed various Shared Decision Making tools, they created a tool that was 
drawn from evidence-based options for smoking cessation yet included endorsed treatment options by the 
physicians in the group. Patients are chosen for Shared Decision Making based upon their response when 
asked if they are ready to quit smoking. If they indicate they wish to quit, the SDM tool is reviewed with 
them, and the physician reviews the options in the tool with the pros and cons of each option. If the patient 
selects an option, the physician records this in the EHR (Epic) as the patient’s preference. The SDM tool also 
prints in the after-visit summary with the patient’s preference indicated. 
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Tracking the use of the SDM tools is done in Epic. With discrete fields in the EHR, they are able to track the 
number of patients eligible for use of SDM and the number of tools used with patients. With that, they can 
calculate the adoption rate, which now stands at well over 60 percent. 


One challenge this group found with implementing Shared Decision Making is the amount of time it took to 
do the planning and then train all involved parties to implement the process. A 10-month process to 
accomplish this with the first tool was noted. At this point, process metrics are available, but it is still a bit 
early to see the actual outcomes of the tobacco cessation activity. 


Sangre de Cristo Internal Medicine, Pueblo, Colorado 
Independent; 1 physician; 1,100 patients 
Sangre de Cristo Internal Medicine selected shared decision aids based on commonly encountered 
diagnoses. Three decision aids were selected from Mayo Clinic in the areas of statin and aspirin use for 
primary prevention and osteoporosis. An additional aid was selected from the American Urological 
Association on PSA screening. The staff loaded each aid to the practice’s website so that patients can view 
them after the visit. 


Shared Decision Making: An In-Depth Review of the Critical Elements for Success 14 



http://shareddecisions.mayoclinic.org/decision-aids-for-chronic-disease/cardiovascular-prevention/

http://shareddecisions.mayoclinic.org/decision-aids-for-chronic-disease/cardiovascular-prevention/

http://shareddecisions.mayoclinic.org/decision-aids-for-chronic-disease/other-decision-aids/





When patients fall into one of the SDM aid categories, Dr. Duffee uses the tools on the Mayo website to 
review with the patients. The patients are very engaged 
during this process, helping to answer questions and 
converse with the physician about the important points in 
the decision aid. Patients often jump out of their chair and 
walk over to the computer to see the final risk numbers 
and watch the aid in action. 


After the conversation with the patient, the physician 
documents the risk numbers from the online decision aid 
in the eMDs data review section. The data review section 
in this EHR is not a discrete data field and cannot be used 
for reporting, so the physician enters CPT and ICD-9 codes 
into the patient’s problem list, which the registry can pick 
up and use for data reporting. Beyond the advantage of 
reporting, the Shared Decision Making CPT and ICD-9 
codes stay in the patient’s problem list so that Dr. Duffee 
can quickly confirm if a shared decision aid has previously 
been reviewed with the patient. Dr. Duffee believes that 
the shared decision aids help patients better understand 
their specific risks. About 80 percent of patients are able 
to make a decision after the conversation with the use of 
the decision aid and about 20 percent ask the physician to 
help them make the final decision. 


Conclusions 
Implementing Shared Decision Making may take some time and require overcoming a few challenges along 
the way, as this is a significant shift in how some practices are now inviting patients to engage in their care. 
The benefits of Shared Decision Making in the practices that have experienced successful implementation 
appear overwhelmingly positive. Shared Decision Making allows patients to engage more in their health 
care experience by supporting them as they make fully informed choices on the treatment or screening 
options that are best for them. By placing patient-friendly, easy to use, high quality and up-to-date decision 
aids into the hands of patients, they can truly be a supported and empowered part of their care team. 
Practices who have implemented Shared Decision Making have been able to see and hear the positive 
difference directly from their patients.  


CPT Codes that can be used for
documenting and tracking SDM use:
• CPT Code 99071—educational


supplies, such as books, tapes and
pamphlets provided by the physician
for the patient’s education at cost to
the physician


• CPT Code 99078—physician
educational services rendered to
patients in a group setting (e.g.,
prenatal, obesity or diabetic
instruction)


• CPT Code 98960—education and
training for the patient by a qualified,
non-physician health care professional
using a standardized curriculum, face-
to-face with the patient (could include
caregiver/family), each 30 minutes;
individual patient
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Appendix 


Smoking Cessation Decision Aid from St. Elizabeth’s Physicians 
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Sangre de Cristo Internal Medicine PSA Decision Aid 
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Grants Pass Clinic Decision Aid – Colon Cancer Screening 
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Grants Pass Clinic Decision Aid – Colon Cancer Screening Policy and Procedure 
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Grants Pass Clinic Decision Aid – Colon Cancer Screening Ordering and Documenting 
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Generations Family Medicine of SW Ohio Antibiotic Decision Aid 
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Practice Spotlight 4 January 10, 2014 


Located in far west Colorado in Grand Junction, Primary Care Partners is a multi-site practice 
that employs 52 physicians and 10 mid-level practitioners. Michael Pramenko, MD, is the 
practice’s executive director and a past president of the Colorado Medical Society (2010–2011). 
In this article, Dr. Pramenko discussed how Primary Care Partners’ journey with Shared Decision 
Making began and what work still lies ahead to fully integrate SDM  
in primary care.  


According to Michael Pramenko, MD, successfully integrating Shared Decision Making into  
a practice takes aligning three drivers: incentives, incentives and incentives. 


He fired off the three sides of this SDM triangle: “The patient needs an incentive to say ‘this 
is something I want to do,’ the payer needs an incentive to create the sustainable model 
that matches the utilization and the physician needs the incentive to open up 
communication in a new way.” 


Dr. Pramenko continued, “We believe Shared Decision Making will reduce health care costs. 
That’s not the question. The question is how do we align the patient, the payer and the doctor?” 


Let’s Start with the Practice 
Dr. Pramenko saw two opportunities in 2011. First, he learned of the CPC initiative and knew that Shared Decision Making 
figured prominently in the Milestones. Second, the Informed Medical Decisions Foundation approached Primary Care 
Partners as a beta site to test the organization’s tools for Shared Decision Making. 


In 2012, the practice started using 36 tools covering a range of topics and 
conditions. The tools are a mix of videos and booklets. The videos include 
a pre- and post-test to gauge the patient’s understanding of the 
condition as well as to evaluate the usefulness of the tool. IMDF 
provided the tools at cost. “We started using the tools before we had a 
care management system in place, and the workflow wasn’t very clean,” 
Dr. Pramenko described the process. “As we developed care 
management with CPC, our workflow shifted to having designated staff 
(care managers) help eligible patients view the materials either before or 
after the encounter. Then, eventually we designated rooms and 
equipment where patients could view the videos.” (See sidebar titled 
“Primary Care Partners’ Workflow for SDM” for specific steps.)  


Primary Care Partners is testing and tracking end-of-life care patient 
decision aids for CPC. In addition to the IMDF tools, the practices’ care 
managers use a Colorado state-based form/booklet titled, "Your Right to 
Make Healthcare Decisions." 


“We selected this first as it has a significant effect on the quality and cost 
of care at the end of life,” said Dr. Pramenko. “We have many patients 
over 80, and we have seen many cases where opportunities for more 
age-appropriate care were missed because proper planning and 
counseling did not occur ahead of time.” 


The Doctor Weighs In 
“We want people to be fully educated on their options,” Dr. Pramenko said, “but it’s a time-consuming process.” 


 
Michael Pramenko, MD, 
Primary Care Partners 
executive director 


 


The Shared Decision Making statement from  
the Primary Care Partners website:  


“After a challenging diagnosis, you have some 
decisions to make. 


Family Physicians of Western Colorado and 
Western Colorado Physicians Group provide their 
patients with information on a newly diagnosed 
condition and then explore the best treatment 
options available. 


Together, you can then choose which treatment 
option is best for you. Treatments can vary, 
depending on each patient’s needs. As your 
partner in health, we are here to help guide you 
as you make those decisions.  


We share your challenge. We respect your 
choices. We are your Partner in Health.” 



http://www.informedmedicaldecisions.org/

http://www.informedmedicaldecisions.org/category/da-programs/end-of-life-programs/
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Dr. Pramenko described the push and pull of patients’ expectations and needs, “Some patients will still rest on every word  
I say, and that’s hard to change. These decisions are a huge gray area in medicine, where you know something needs to 
happen. Patients get polarized in the gray area when they shouldn’t. Shared Decision Making means they take ownership 
over a decision that’s right for them. It can put the brakes on business-driven decisions.”  


At Primary Care Partners, embedded behavioral health professionals can meet with patients along with the physician as 
needed to help with the decision-making visit. Dr. Pramenko notes that high utilizers also often have a behavioral health 
concern and meeting with both providers ensures a well-rounded approach. In this context, the behavioral health 
specialists assist in facilitating the patient communication — tapping into motivation and behaviors to support the process.  


Currently, leadership at Primary Care Partners is crafting an incentive plan to encourage multiple patient-centered 
initiatives, including SDM. In the meantime, posting providers’ SDM utilization rates spurs conversation about improving 
use and rouses a competitive spirit among the teams. 


The Patients’ Turn  
Patients weren’t reluctant to participate in Shared Decision Making, 
according to Dr. Pramenko. The biggest barrier was time, or rather 
lack of it, to view the tools. The viewing time ranges from 20 to  
55 minutes. 


The practice shared the tools with its Patient and Family Advisory 
Council, which had the same feedback: These are fabulous resources, 
but they’re too long. No one plans to be at the doctors’ office for an 
additional hour. Patients want to watch when it’s convenient for 
them. They may want to include a family member. 


“Now we’re looking at a web-based solution,” Dr. Pramenko said. 
“Patients are very comfortable looking at materials from the web. 
We’re working out how to expand our patient portal so that we can 
document the use of our online SDM tools.” 


What’s the Incentive for Payers? 
Dr. Pramenko pointed to Primary Care Partners’ agreement with 
Hilltop, a local, self-funded employer, which created a list of  
13 procedures that are considered elective to some degree. Hilltop 
employees who are considering any of these procedures are eligible 
for a $500 reduction in their out-of-pocket expenses if the employee 
views the decision aid for that procedure and has a follow-up decision 
conversation with the primary care physician.  


“This is a great example of how the payer is addressing the costs with 
us at the primary care level,” Dr. Pramenko said. “We know these 
patients and we’re best equipped to help them. The payer knows that 
spending dollars with us treating the patient and working through 
these decisions is money well spent.” 


Sources and more reading: 


D. Arterburn et al., “Introducing Decision Aids at Group Health Was 
Linked to Sharply Lowering Hip and Knee Surgery Rates and Costs” 
Health Affairs, September 2012 31: 2094-2104. (Abstract) 


Informed Medical Decisions Foundation: 
http://www.informedmedicaldecisions.org/ 


Is your practice ready for the Spotlight? Email Belinda McGhee, belinda.mcghee@tmf.org, with your story suggestions. 


This material was prepared by TMF Health Quality Institute under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of 
the U.S. Department of Health and Human Services. Any statements expressed by the physician and resources cited in this publication are not an 
opinion of, nor endorsement by, TMF or CMS.  


Primary Care Partners’ Workflow for SDM 
Provide an educational opportunity to patients 
at their convenience. Patients may schedule a 
specific time to come in, walk in during office 
hours or view videos before or after their 
scheduled appointment. 
• The provider’s nurse will notify the 


appropriate staff member of the patient’s 
location in the clinic and which Patient 
Decision Aid (PDA) is to be viewed. 


• Documentation by the provider in the EMR 
under “plan” is particularly helpful if the 
patient prefers to return on another day  
to watch the video. 


• Assigned staff will meet with patients and 
walk with them to a private room where  
a portable DVD player will be available. 
Patients will be given a booklet to follow 
along with the DVD.  


• The staff member allows the patient and 
family to watch the video privately; staff 
members help the patient complete the pre- 
and post-survey while in the viewing room. 


• An order will be entered into a flow sheet 
called “Patient Decision Aids.” To document 
either the video or the booklet, the assigned 
staff goes to the Lab/Procedure tab in the 
Add Clinical Item area, type in PDA, which  
will pull up the order for the Patient Decision 
Aids. From here, staff members use the drop 
down arrow to select which PDAs were used 
with patients on that day.   


• Staff enters “No Charge” in the encounter 
charges for the PDA. This enables tracking 
and reporting of the data.  


• Staff also enters the patient responses to the 
pre and post survey questions in an online 
“Survey Monkey” form for routine analysis. 



http://content.healthaffairs.org/content/31/9/2094.abstract

http://www.informedmedicaldecisions.org/
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Monitoring using the PHQ-9	� Miller (2010)
�


The PHQ-9 is a tool that can be used for treating and managing depression treatment. As a nine item 


questionnaire, the PHQ-9 can be easily administered, scored and utilized during the course of an office visit. For 


the purposes of the DARTNet protocol and decision support, below are suggestions on how to use the PHQ-9 for 


depression monitoring. 


1)	� Symptom severity based on score: Scoring the PHQ-9 is simple. 


a. <4 – normal score- ongoing treatment depends on clinical situation 


b. 5 -14 – using clinical judgment with impairment index (See below), taking into account history 


(i.e., previous scores and treatment) – treatment may be offered through non-medicinal (i.e., 


therapy) or medicinal routes (mild – moderate), many patients with chronic illnesses will score 5 


to 9 even when their depression is in remission 


c. 15 - 19 – medicinal treatment likely warranted; however, patient preference, clinical judgment 


and impairment index should be taken into account prior to the initiation of treatment 


(moderate) 


d.	� >20 – begin medicinal trial with possible adjunctive therapy (severe) 


2)	� Question #9: Examining specifically question #9 (suicidality) can help a provider know if an action step 


needs to be taken immediately or if a more comprehensive approach can be taken in the context of 


additional information gained from the PHQ-9 score. 


3)	� Impairment index: Below question #9, there is a section that examines how the depressive symptoms are 


affecting a patient’s impairment. This question should also be examined in the context of the larger PHQ-9 


score to help with decision support. For example, borderline scores of 12-15 may be interpreted 


differently if the patient’s level of impairment is significant. In the same vein, if the impairment question is 


a 0 or a 1 with a mid range PHQ-9 score, a provider may wait and see before initiating treatment. This, 


and the clinical assessment, could help a provider with making the best decision for the patient. 


4)	� What to look for in PHQ-9 score changes: 


a.	� 3 point change by week 4 – check medication adherence and dosage if <3 improvement 


b.	� 5 point change by week 6 –check medication adherence and dosage if <5 improvement 


c.	� 50% drop in overall score 


5)	� If no changes in score, consider the following: In/out of class medication recommendations - Consistent 


with the STAR*D study -


a.	� Change within class if full dosage doesn’t show changes described above 1
st 


failure 


b.	� Change out of class 2
nd 


failure same scoring as above 


c.	� Add therapy as an alternative or adjunct at any time by 3
rd 


drug failure without question 


6)	� PHQ-9 <10 and stable prior 12 mos: 


a.	� With current med therapy >6 mos, consider decreasing dosing; 


b.	� With current med therapy <6 mos, continue therapy; 


c.	� Without current med therapy w/ med therapy in prior 4 weeks – monitor for relapse (w/o med 


therapy consider resolving depression) 
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Enhanced access to care 


Dr. David Kendrick 







Introductory Comments  


Laura L. Sessums, JD, MD 
Director, Division of Advanced Primary Care  
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Agenda 
• Review MS3 requirements 
• Compare with Meaningful Use Requirements 
• Choosing a Solution 
• Operationalizing the program 
• Important considerations 


 







Terms and Conditions for Milestone 3 
• Attest that patients continue to have 24-hour/7-day-


a-week access to a care team practitioner who has 
real-time access to the electronic medical record.  


• Implement at least one type of opportunity for care 
provided outside of office visits (e.g., through patient 
portal, email, text messaging, structured phone visit). 


• Communicate a commitment to timely responses to 
asynchronous forms of communication (portal 
messages, email, text messages and voice mail).  
 







Milestone 3: Intent 
• Increase access to care outside of the traditional 


office visit 
• 2013: Ensure that EHR content is available 24/7 


to support patient care 
• 2014: “Opportunities for care and consultation 


outside of office visits” 







Milestone 3 in 2014: Guidance 


• Communications may be: 
–Synchronous 


• telephone, video conference 


–Asynchronous  
• text messaging, instant messaging, email, 


eVisit, etc. 


 
 







Milestone 3: Quarterly Attestation 
• Attest to 24/7 availability of medical record to the 


provider caring for your patients. 
• Between visit care & communications: 


– Identification of approach(es) to be used 
– Estimation of time that provider and staff will spend 
– Indication of how this option is communicated to 


patients 
 







How to evaluate the options? 
1. Identify the options that meet the requirements 
2. Review the options for efficacy 
3. Estimate cost of the options (total cost of 


ownership) 
– Tech cost (implementation and ongoing) 
– Staff cost (training, ongoing support) 
– Risk (malpractice, etc.) 


4. Align with other requirements/investments 







Options identified 
1. Phone - protocol 
2. Secure email or text 
3. Direct Messaging email 
4. Patient portal with Direct email 
5. Patient portal with structured eVisits 
6. Patient portal with structured eVisits and Live 


Video consults 
 
 







Consideration of requirements for 
Meaningful Use Stage 2 
• Patient must be provided with the ability to: 


– View a summary of their record in web-based format 
– Download a copy of their record 
– Transmit or share their record with someone else 
– Review an activity log on VDT 


• Patient portal is required to do this, with a target of:  
– 50% of all patients seen must be provided with electronic 


access to their record 
– 5% of all patients seen must actually access their online 


record  







MS3: Potential Solution Spectrum 







Considerations: 
• Assess your access situation: supply vs. demand 


– 3rd next available appointments? 
– Post-hospital, post-ER, and post-Op visits fit in a timely 


fashion? 
• Decide where more demand exists: 


– Need more available visits? Use eVisits to expand 
availability, see the most appropriate patients 


OR 
– Have excess visit availability? Use excess/idle time to 


engage higher risk patients via eVisits  
 


 







Considerations: Cost 
• Technology costs – initial and ongoing 
• Staff costs – time 
• Provider costs – time 







Considerations: Revenues 
• Payment: Some payers will reimburse for eVisits 


– Must file and document appropriately 


• Shared savings:  
– Avoiding ER and Urgent Care visits will improve SS 


 







Phone visit with protocols 
• Requires no new technology 
• Protocols used for common conditions 


– UTI, URI, allergies, f/u stable chronic conditions, etc. 


• Requires documentation process 
• Phone visits should be scheduled 
• Excellent resources: 


– http://www.nursingceu.com/courses/290/index_nceu.html 
– National guideline clearinghouse, http://www.guideline.gov 


 







eVisits via email 
• Enables patient to communicate with provider or 


staff asynchronously. Three types: 
– Unsecured email: Must ensure that patient initiates or 


document patient consent to use unsecured email. 
– Secured email: Usually a proprietary system. Patients with 


multiple doctors will need to use multiple secured email 
systems. 


– Direct email: Federal standard required in S2MU, common 
protocol across all systems enables patient to reach all 
providers with a single account. 







Best practices for eVisits (1) 
• Offer e-mail “visits” only to existing patients whose medical history you 


are familiar with, rather than to patients you have never treated. 
• Keep complete records of your email exchanges. One of the benefits of 


e-mail is that it documents exchanges between physicians and 
patients.  


• Develop Terms of Service, Informed Consent, and other legal 
documents with your professional legal counsel. 


• Be up-front with patients about fees, services and “the ground rules” 
of email exchanges. 


• Establish an explicit turnaround time for messages (e.g., 24 to 48 
hours). 


https://www.transformed.com/e-Visits/e-Visits_Scherger.cfm 


 







Best practices for eVisits (2) 
• Use a disclaimer. A standard disclaimer appended to the footer of your 


emails could read as follows:  “Electronic mail is not secure, may not 
be read every day, and should not be used for urgent or sensitive 
issues.” 


• Clearly differentiate between online consultation for an existing 
condition and online diagnosis and treatment of new conditions. 
Develop and implement policies for each type of interaction.  


• If you exchange emails two or three times on an issue, or encounter a 
communication or emotional issue, recommend that the patient 
schedule an appointment. 


https://www.transformed.com/e-Visits/e-Visits_Scherger.cfm 


 
 







Best practices for eVisits (3) 
• Always clearly communicate follow-up plans and “next steps” to 


patients. Make sure you have a method for tracking follow-up. 
• If you provide links to patient education content sources or online 


services, it is your responsibility to assure that the resources are 
recognized, credible and authoritative. 


• Communicate professionally and politely — Never say in an email what 
you wouldn’t say in person. 


• Avoid sarcasm, irony and jokes — no matter how good your 
relationships are with your patients. Health care communications 
should be clear, concise and professional. 


https://www.transformed.com/e-Visits/e-Visits_Scherger.cfm 
 


 







Best practices for eVisits (4) 
• Never use abbreviations with patients. Limit your use of abbreviations 


in e-mails to close friends or associates. To the average patient, 
abbreviations most often lead to confusion. 


• Check spelling and evaluate your grammar before clicking the “send” 
button. Misspelled words and poor grammar, even in an email, reflect 
poorly on you as a professional. 


• Append a standard signature text block to each message that includes 
(at minimum) your full name, your contact information and 
information about security of the email exchanges. 


• Inappropriate uses of secure messaging include medical emergencies, 
time sensitive issues, communication of bad news, and sensitive 
issues.    https://www.transformed.com/e-Visits/e-Visits_Scherger.cfm 


 


 







Portal with Direct Email 
• Patient portals required in MU2 (not by CPC) 
• Some provide secure messaging, a few Direct 


Messaging 
• Advantages: 


– Clinical data in portal can be exchanged with providers 
– Direct enables patient to interact with all providers 


 







Online Patient Portal with eVisits 
• Most EHR vendors offer a patient portal 


– Integrate patient data 
– Secure messaging – likely Direct Messaging in 2014 


• Other vendors of patient portals have additional 
features 


• HealthVault is a free patient portal that offers: 
– Direct Messaging 
– Home device interoperability 
– Stage 2 Meaningful Use certification 







Health vault information 







Bp measurement 







David’s weight dashboard 







Activity log 







Health messages for david  







Health vault message 







Select information to attached 







Preview selected health info 







Message confirmation 







Screen shot of email in box 







Health vault continuity of care 
document 







Screenshot of analytics 







Sample email about med change 







Health vault opening page 







Peak flow measurement 







Structured eVisits 
• More advanced than Direct Messaging 
• Condition-specific templates used to gather 


detailed patient history 
• Workflows employed to support 


– Staff management 
– Provider engagement in appropriate cases 
– Reporting 







Video Visits – synchronous 
• Considered Telemedicine 
• Reimbursements vary by location but rarely to 


PCP office 
• Patient must have equipment 
• Skype can technically be used but best to get 


patient approval 
• Must document video visit in chart 







Operationalizing eVisits 
• Communication:  


– What messaging to give patients about the eVisits? 
Brochures, handouts, emails, etc.? 


– Add practice Direct Messaging address to appt. card 


• Enrollment:  
– Where will the patient account be created and given 


to the patient? 
– What training will the patient receive? 


 







Operationalizing eVisits  
• Support:  


– How will patient accounts be serviced (password 
changes, tech support, etc.)? 


– What is the escalation path for concerning messages? 
• Monitoring: 


– Who will monitor the communications and ensure 
timely responses? 


– How to deal with inappropriate use of the 
communications system? 







Risk and liability 
• Make sure that critical policies and procedures are 


documented and in effect 
• Ensure that patient consent documents clearly call 


out the patient portal or eVisits 
• If entertaining eVisits, emails, or video conferencing 


with patients consider adding: 
– Telemedicine coverage to your med-mal insurance (often a 


no cost option) 
– These new modalities of communication to your consent 


documents 







Questions? 
918-236-3434 


David-Kendrick@ouhsc.edu 







What’s Next 







Post Event Attendance & Feedback 







This material was prepared by TMF Health Quality Institute under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the 
U.S. Department of Health and Human Services. Any statements expressed 
by the individual and resources cited in this publication are not an opinion 
of, nor endorsement by, TMF or CMS.  
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This innovation addresses  
CPC Milestones 2 and 5. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Baseline data in Dec. 2012 was 3.8%; A1c <9 
rates in Aug. 2013 had improved to 30%. 
Most current data as of May 2014 is 76% for 
both practices. 


I – Identify: Use risk stratification methodology to identify patients with diabetes. 


N – Numbers: Most recent A1c values were evaluated as overdue, controlled and uncontrolled. 


C – Call Beforehand: Patients overdue for diabetes care were contacted for appointments. 


O – Organize: Staff called patients with diabetes the week before their scheduled appointments to ensure 
lab work was completed prior to the upcoming appointment. 


G – Goal Setting: During appointments, the care guidance nurse discussed personal goal setting with 
each patient. 


N – Needs: The care guidance nurse evaluated each patient for potential financial or social needs that 
prevented acceptance of medication recommendations and addressed those needs. 


I – Initiation: Based on assessment, the physician and care guidance nurse provide more in-depth and 
personalized diabetes education. The care guidance nurse sees all patients with an A1c >7. 


T –Telephone Afterward: Staff flagged patients with a history of poor acceptance of medication 
recommendations and planned follow-up contact within two weeks to evaluate current control and 
regimen effectiveness. 


O – Open Door Policy: Patients are invited to call the care guidance nurse any time with questions or 
concerns. 


 


CPCPracticeSpotlight16 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


 


Lower A1c Among Patients with Diabetes Through 
Standardized Team Approach 
Warren Clinic – Bishops offices 220 and 420, Tulsa, Oklahoma 
System; 37 physicians; 46,400 patients 
Situation: Warren Clinic physicians  
Dina Azadi, DO, and Christy Mayfield, MD, 
chose to address lowering A1c values among 
their patients with diabetes as one of the 
clinic’s clinical quality measures. Baseline data 
collected on Dec. 31, 2012, showed only 3.8% 
of patients with diabetes in their combined 
two practices had an A1c <9.  


Innovation: When Tim Ingram, BSN, RN, care 
guidance nurse, was hired in August 2013, he 
worked with the physicians to identify 
patients to whom this quality measure is 
applicable and to create a standardized approach called INCOGNITO. The strengths of this 
approach are that it leverages data to identify patients, uses the consistency of a team 
approach to reach out to patients, adapts to address each patient’s needs and provides a 
follow-up mechanism for patients who remain at high risk. Both practices’ care teams 
followed the steps below to help patients with diabetes: 


Most recent data show the practices’ combined rate has improved to 76% of patients 
with diabetes having an A1c  <9.  



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/

http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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Hello, everyone. I am Krystal Gomez from TMF Health Quality Institute. I'd like to welcome you to our 
national webinar entitled Milestone 3: Asynchronous Access. First a few announcements.  


Today's program is being recorded and will be posted on the collaboration site. The slides for today's 
presentation are available for download on the collaboration site as of today. We appreciate the 
presenters' time and effort in preparing for and sharing your valuable knowledge.  


Any statements regarding their technology, products, or vendors are expressions and opinions of the 
person speaking and not an opinion of nor endorsement by the Center for Medicare and Medicaid 
Innovations, nor TMF Health Quality institute, nor the host of the program. To enrich your listening and 
participation experience, here are a few tips.  


All the lines will remain muted throughout the session. To submit questions, click on the Q&A tab on the 
right hand side of your screen. I would now like to introduce our speakers for today, Dr. Laura Sessums 
and a Dr. David Kendrick.  


At this point, I'm sure you all know Dr. Laura Sessums. She's a general internist who joined the CMMI 
CPC team in December as division director of advanced primary care.  


Dr. David Kendrick is an associate professor of Internal Medicine and Pediatrics and the Kaiser chair of 
Community Medicine at the University of Oklahoma's School of Community Medicine. In addition, he 
serves the university's Health Sciences Center as the assistant provost for strategic planning and the 
chief of the Division of Community Medical Informatics.  


I'd now like to hand things over to Dr. Laura Sessums.  
Thank you, Krystal. Today's webinar is focusing on Milestone 3, the requirement for 24/7 access to your 
practice's EHR for patient care. And the focus today is specifically on the program year 2014 Milestone 
requirement for implementing at least one method of asynchronous communication. With so many 
methods of communication available today, this can be a thorny issue for practices.  
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Of course, patients call the office and leave messages as they always have. Yet, many want to connect 
with their clinician or care team via email, text, on Facebook, you name it. As a physician, I want to allow 
my patients to communicate in ways that meet their needs, such as sending in a prescription renewal 
request in the evening when they notice their statin prescription is about to expire, say. But at the same 
time, this can get overwhelming and worrisome.  


Some years ago, when patients first asked about emailing the office, I gave patients my work email 
address with verbal instructions on when to email and when to call. Simple communication on email 
about issues such as home blood pressure monitoring was certainly efficient and effective, and the 
patients really appreciated the ability to communicate this way. And I certainly found that their typed 
messages were often clearer than when they left messages by phone.  


Yet, then the email volume increased, and I started worrying about missing emails from patients. And 
since no one but me could see these emails, that this communication method precluded team-based 
care. Then one of my patients, a man in his 70s with known vascular problems, emailed me from the ski 
slopes while he was having chest pain. Yikes, this was clearly a real problem, and it was certainly time for 
me and my practice to consider clear written rules for patients about how and when to use the various 
methods of communication with our practice.  


So to use these non-face-to-face communication methods, you'll need to determine what 
communication methods your patients can and want to use and decide on which ones your practice has 
the resources to monitor and support. Importantly, the practice must decide how to communicate these 
choices to patients along with expectations of how to use them appropriately, unlike what I did back in 
the day, and when to expect a practice response.  


In this webinar, David Kendrick gives a very helpful overview of these various communication methods 
and lots of practical guidance on what a practice needs to consider before choosing to use one or more 
of them.  


Now, I'm going to turn it over to Dr. Kendrick.  
Thank you, Dr. Sessums. So welcome to this webinar. I hope you'll find it helpful. I've tried to really focus 
in on practical elements. And along the way, please use the Q&A box to ask questions. I'll try to answer 
as we go if they fit in the time line. Just clicking here.  


All right, so the agenda, first to review the requirements. Next, to compare those with the meaningful 
use requirements, which you're also grappling with at this point, how to choose a solution, and then 
operationalizing the program, and maybe some important considerations along the way.  


So the terms and conditions, as you know, for Milestone 3 read like this. First, attest that the patients 
continue to have 24-hour/7-day-a-week access to a care team practitioner who has real time access to 
the electronic medical record. And you did that last year as well. You'll continue to do that this year.  
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Implement at least one type of opportunity for care provided outside of offices, for example, through 
patient portals, through email, text messaging, or structured phone visits. And we'll talk about each of 
these today.  


And then, of course, when you implement a capability, you've got to figure out how to message that 
commitment to the patients that you're taking care of and the families that are caregivers for those 
patients so that you can be certain to keep track of it, as Dr. Sessums was indicating a moment ago.  


So the intent of Milestone 3 is to increase access to care outside of the traditional office visit. And as I've 
already mentioned, 2013 had that requirement just for EHR. And now in 2014, the level of interactive 
communication is being raised with this opportunity for care and consultation outside of the office visit. 
And I think we all know that as providers, we do a fair amount of between visit care, and this is an 
approach to formalizing that into our practice routines.  


So the guidance says communications can be synchronous.  
That is telephone call or video conference. And by synchronous I mean both parties live on the 
interaction at the same time. Or asynchronously, such as text messaging, instant messaging, email, 
eVisits, and any number of other things that have been developed in the last 5 to 10 years.  


So the quarterly attestation at this point is to attest quarterly that you have 24/7 availability of medical 
record to the provider caring for your patient, and now that between visit care communications are 
happening. And so what you'll need to attest is that you first identify the approach that you're using and 
then estimate the amount of time that provider and staff will spend. And presumably then you could 
true that out, adding subsequent quarterly, meaning that is — report actual time spent.  


And then some indication of how that option is being communicated to the patients. Is it a brochure? Is 
it verbal communication at the end of a visit, et cetera?  


So when I approach this question, first I wanted to know what are the — what's my rubric for evaluating 
the different options that are out there? And so I thought first I would identify the options that met the 
requirements.  


Second, look at those options for efficacy. Do they actually have any evidence in the literature that 
they've improved care, access to care, outcomes, or reduced costs? And then estimate the cost of those 
options, because these are not free things to do in our practices. At a minimum, they take staff time, but 
some of them also require technology purchases, and implementations, and so on.  


And then of course, we've also got to talk about risk in the setting of new kinds of communication. 
We've got to make sure that risk is covered as well.  


And then finally, because we've got lots of other things going on in our practice at the same time, of the 
lea least of which is meaningful use, but other things that we're doing in terms of quality and 
performance, we want to make sure that this investment aligns with the other directions that your 
practice is going.  
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So the options identified include from the most simple to the most complex, phone, protocol, secure 
email, texting, direct messaging emails. That is the new ONC protocol for secure email, is called direct 
messaging. A patient portal, that also includes direct messaging, or a patient portal with more advanced 
structured electronic visits with patients, which I'll talk more about in a moment. Or a patient portal 
with structured visits and even perhaps live video consoles or live video streaming.  


And so when I think about considerations for that range, I also want to make sure that we've got stage 
two meaningful use in the mix as well. And I know everybody's trying to work out exactly how they're 
going to adhere these things, but let's just review quickly what the requirements are.  


Typically, this is referred to as the VDT requirement, which stands for view, download and transmit. And 
in stage two of meaningful use, patients must be able to view a summary of their record in a web based 
format. They must be able to download a copy of their record and transmit it or share it to someone 
else, share it with someone else on their care team, or perhaps even a family member. And then finally, 
they have to be able to review an activity log on their VDT activity, so they can basically audit how their 
information is being shared and where.  


And then, of course, the performance requirement, which is the thing that really makes most providers 
swallow hard, is that first of all, 50% of our patients have to be provided with electronic access to their 
record. But more importantly, 5% of those patients must actually access that online record. And so 
generally, I believe most practices and certainly large health systems are rolling out individual patient 
portals, which we'll talk about more in a moment for those health systems or practices.  


And so, here's the potential solution spectrum that I was referring to earlier with the telephone 
protocols on one end. And when I say less and more complex here in this arrow, I mean technologically 
speaking. But certainly a telephone protocol can be every bit as challenging to manage from a staff 
perspective as an electronic protocol.  


Secure email or texting, secure direct email, that's the ONC standard for secure emails. Online patient 
portal with unstructured eVisits capabilities, and typically that could be direct email or other kinds of 
emails. And then an online patient portal with structured eVisits, and when I say structured eVisits, I 
mean the use of templates to gather specific data from the patient and then answer specific questions. 
And then finally, the online patient portal, the structured eVisits and some synchronous video 
capabilities, which is probably on the higher end of the complexity spectrum.  


And then, of course, I wanted to highlight here which of these qualify for stage two of meaningful use 
from a technology perspective. Of course, any technology you choose to meet meaningful use with has 
to have the ONC certification stamp on it, so be aware of that. But from a capabilities perspective, 
everything in this outlined box should meet meaningful use as long as the technology itself is certified.  


So some considerations for making a decision about which end of that spectrum to work on or where 
you are in this. And so the first question about what kind of investment to make I think comes down to a 
supply versus demand question. And that is, do you have an oversupply of visits or an under supply of 
visits for your patient population?  
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Or do you generally find yourself with your next available appointments being very far out, and 
therefore you really need some mechanism of increasing capacity in your practice? Or do you find that 
you have plenty of capacity left in your practice, and you want to leverage the technology to try and get 
your patients who need to be seen off the couch and into your clinics?  


So third next available appointment is something you may or may not be familiar with, but that's a 
standard way that is used in health services research to decide what capacity in the health care system 
is. So you look at your schedule, and you determine not the next available appointment or the second 
next available appointment, but the third next available appointment and how soon is that. Generally 
relates to the businesses of your practice and your schedule.  


And then, of course, you want to get ahead of these all important post hospital, post ER, and post-
operative visits and get those in your practice in a timely fashion, especially now with reimbursement 
tied to these things and certainly shared savings will have — these elements have a big impact on 
shared savings.  


And so once you decide where more demand exists, if you decide you need more available visits, then 
you can use these eVisits to expand your availability, that is to handle questions from patients that don't 
necessarily merit a full office visit to take up a slot, but they can instead redirect the patient with some 
education, maybe a prescription, to manage their condition at home.  


But if you're on the other of the spectrum and have excess visit availability, then you want to think 
about how to use these technologies and tools to use your excess or idle time that you might have in 
your practice, or your staff might have to focus in on your higher risk patients and deliver services to 
them. Because as you know with shared savings approaching, it's not necessarily the patients who 
choose to come to see us that are the ones that need the most touches and the most guidance in 
managing their care. So this is an opportunity with these eVisits to perhaps to do more engagement with 
those higher risk patients.  


So, of course, another consideration is cost, and you're going to want to factor in what those costs are. 
So you're going to have the technology costs, which will be both usually an initial set up and some 
ongoing fees, staff costs, time. And if you're going to work to build a telephone protocol from scratch, 
that's going to take some staff time, but so is managing an online environment, a portal, and handling 
structured eVisit capabilities.  


Provider costs, of course, it's your time as well. It's very important to manage here. And if you choose a 
system that is in Dr. Sessums' example at the beginning — emails you directly and has you on the hook 
for answering these things — that often is considered a bit risky, because when you get busy or you go 
on vacation, that inbox really needs to be monitored by someone else. But even important in this 
situation is that if you have sole responsibility for that inbox, it could take you away from clinical time, 
and you need the ability really to delegate the access. And so more sophisticated technologies provide 
those delegation capabilities.  
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And then revenues, there are a couple of things to think about on the revenue side, of course. First of 
all, I see you have a question about this, and so I'll answer it now. And that is some payers do reimburse 
for eVisits. There is a body of literature out there that demonstrates the possible improvements and 
outcomes but also reduce costs from having eVisits. And so a number of payers will actually reimburse 
for these, but it varies significantly from region to region and from payer to payer.  


So it's important to do some research on that. And of course, once you do that, you're going to have to 
figure out what the documentation burden is for those eVisits. You're going to make sure you adhere to 
those completely.  


An unfortunate challenge, of course, at this moment is that not all payers do it the same way or using 
the same codes, and so you'll have to nail that down. And certainly that would be, in my mind, a topic 
for the larger CPC community to centralize the knowledge on once you guys begin gathering that 
information. It'd be a tremendous resource, I think.  


And then, of course, the real reason or, the most important reason, we want to increase availability and 
access for our patients is to make sure that we're helping those patients make the most efficient use of 
the health care system and getting access to the input they need when they need it, not just when they 
haven't had a visit scheduled. So if we can avoid ER visits and urgent care visits by using these 
technologies, then the potential to earn shared savings from that will also increase.  


So the most basic of these from a technology perspective, not necessarily from a clinical perspective, of 
course, is the phone visit. It requires no new technology. You can put protocols in place for common 
conditions, UTIs, URIs, allergies, and so on. But it does require a good documentation process, and then 
there is risk in not documenting phone notes and the use of phone visits. So you're going to want to 
make sure that you have a protocol in your practice for getting these kinds of things documented.  


And another thought here is that phone visits should be scheduled so that you can — especially if you're 
in the second group where you want to make use of idle time for staff to get phone visits done, or even 
yourself. Try and get those on the schedule. So blood pressure follow ups and checks, post visits for 
certain kinds of acute visits, they're all pretty amenable to phone visit protocols.  


And there are a couple of excellent resources I came across as I was researching this that you want to 
consider using to guide your creation of a phone visit protocol if that's the route you choose. The first 
one there is a nursing continuing education site, but it's all about doing phone triage, and the different 
gotchas, and the kinds of patient categories that you probably shouldn't handle on the phone, and 
others that you could handle on the phone, red flag alerts.  


Things like a child with confusion is never something you want to deal with on the phone. That's 
something you need to get into care immediately. Those kinds of things are all available on that site, and 
it's freely available, though you can pay and get the credits if you happen to be a nurse.  


And then the second category you probably know well, and that's the national guideline clearinghouse. 
And that's a good place to start in writing your protocols.  







National Webinar: Milestone 3 Asynchronous Access, March 4, 2014  7 


The next category is eVisits via email. And email has lots of connotations these days, but generally 
enables patients to communicate with a provider asynchronously. And there are 3 types that I think 
about.  


One is unsecured email. That's the general inbox that you and I have today that we use with friends and 
family. It's unsecured, Gmail, or Hotmail, or whatever your preferred flavor is.  


And then there's the security email, and that is usually what folks have today who have patient portals, 
and that requires you to email someone a link. So when the patient clicks on the link, they create a user 
account, and then they're looking at the email. And it's very much a closed system.  


And the challenge with those, of course, is that when patients have multiple doctors or get seen in a 
couple different health systems, they've probably been required to access several different secure email 
systems, which creates basically an adoption problem. Why would the patient keep track of 5 or 10 
different email addresses and passwords for their bank? They certainly wouldn't do that. They don't 
particularly, I find, want to do that for their clinical environment either.  


Now the unsecured email, I should point out, if you're using unsecured email, you make sure that you've 
got a documented patient consent for that or that most people say that if a patient has initiated the 
emails, rather than they've consented to communication in that environment.  


And then the last is this direct email that I alluded to earlier. And the direct protocol is a new federal 
standard that's required in stage two of meaningful use, so it should be built into your electronic health 
record systems, in your upgraded systems, your 2014 version of those systems. Or you may have 
subscribed to direct messaging through a health information exchange or another system.  


But the idea behind direct email is that you can securely email anyone in the direct ecosystem, that is 
someone that uses a direct protocol who may be completely across the country and using another 
health information service provider. You should be able to reach them through the direct protocols. 
Now, this is early in its development, and the protocols are pretty well set. There's an organization 
called directtrust.org that certifies, but there are other certifying bodies for these.  


And so it's like the early days of the internet — or even really I should say the early days of email — 
when we had various communities would have what was called a bulletin board, and geeks at home — I 
guess like myself — would dial into those bulletin boards and would tee up a message. And that 
message would get sent from one bulletin board to the next bulletin board to the next bulletin board as 
they dialed to one another.  


And direct email works somewhat analogous to that, in that my HISP, or health information service 
provider, that I get my direct account from has to have a connection to the other HISPs around the 
country in order to move my message. But once they do, then we can be confident of a secure end to 
end messaging standard being in place. And since it's now a requirement and should be available to you 
in your EHRs, I think that provides a pretty good option for secure email.  
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Now, what comes up next is I have four slides on some best practices for eVisits. I discovered these 
online, and I've used them for a number of years. They're put together by Dr. Scherger, who was — and 
they're posted on the TransforMED site. You see the link there at the bottom of the page to get back to 
them. But I find these to be very helpful in thinking through my communications with patients.  


First of all, offer email visits only to existing patients whose medical history you are familiar with, rather 
than the patients you've never treated. It's bad to meet somebody the first time over email.  


Second is keep complete records of your email exchanges or direct messaging exchanges. One of the 
benefits, of course, is that it documents the full exchange completely to do an email. You're going to 
want to develop some terms of service, and phone consent, and any other legal documents with your 
professional legal counsel. And I didn't actually do a deep search, but there are probably samples of this 
that you can find online.  


And be upfront with your patient about any fees, if you're going to charge them a copay or something 
on that. And then, of course, give them the ground rules. And ideally you give them those ground rules 
in writing. And you should probably include in those ground rules the kinds of transactions and email 
that will get them, not fired from your practice but certainly eliminated, or remove their email privileges 
from you, because you're going to want to have that option, unfortunately.  


And then you're going to want to establish an expectation for the turnaround time for messages. Are 
you going to be doing these in 24 hours or 48 hours? And this, of course, highlights the real importance 
of creating this account as one that not only are you, the provider, able to see and read, but that your 
staff are monitoring and staying on top of, just like the voicemail inbox in the clinic.  


And some additional best practices here. Use a disclaimer. Make sure that your signature line in your 
email or your signature block says at least these words in it and anything else that you think is important 
or relevant. You want to clearly differentiate between online consultation for an existing condition and 
online diagnosis and treatment of a new condition, and try and be clear which of those you're doing, 
and implement a policy for each of those types of interactions. And then if you find yourself emailing 
back and forth with the patient several times on a topic or an issue, it might just be best to recommend 
that the patient schedule an appointment so that they can get their issue dealt with definitively and in 
person.  


Always clearly communicate the follow up plan and the next step to the patient. You're going to want to 
make sure you have a method for tracking the follow up on that, but it's almost like we learned in 
grammar school, the essential components of a short essay, the essential components of 
communication with a patient, or to make sure that you restate what they've said they have, or is there 
a concern, and that you indicate what you think might be going on, and that you indicate what the 
follow plan might be. And generally, I find it helpful as well to always include a statement at the end 
saying please call me if any of this doesn't meet your understanding or your expectations so that we can 
further explore it in detail.  
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If you provide links to other materials online in the email, make sure that you've vetted those and that 
they're credible and authoritative. There are several National Library of Medicine sites, NIH for patients, 
and so on that are helpful, and you can Google those, of course. But I find that those sources are kept 
accurate and up to date.  


As always, communicate professionally and politely. Never say something in an email that you wouldn't 
say straight to the person. And I would say even better, never say anything in an email that you wouldn't 
say to the person with other witnesses present. Make sure you stay professional there. Don't use 
sarcasm, irony, or jokes, no matter how well you know the patient, because these health care 
communications are part of the legal record.  


And then finally, don't use abbreviations with patients. Limit the use of them. Check spelling. Evaluate 
your grammar. Make sure that you've stated things clearly, no misplaced modifier, and so on, because 
at worst, they can harm the patient, and at best, they really don't reflect on us well as professionals.  


And then append that standard signature block, as I alluded to earlier, with all of your full name and the 
contact information for the clinic and of course, that information I showed you earlier about the security 
of the email exchanges. And then make sure that inappropriate — to call out inappropriate uses of 
secure messaging with the patients, and make sure that's in any information you give them about it. And 
of course, you're not going to want to email patients bad news obviously.  


So that concludes emails. The next step up in technology is to use a portal with direct email, and my 
presumption would be that you would be using a portal of some sort since that's a meaningful use 
requirement now, not a Comprehensive Primary Care initial requirement, of course. That is purely a 
requirement of meaningful use.  


And so a portal, of course, is an online environment where the patient can log in and access their 
information. And it's used primarily in the meaningful use sense for that view, download, and transmit 
that I was describing earlier. And some of those provide secure messaging as well, and a few even 
provide direct messaging.  


The advantage to a portal is that clinical data in the portal can be exchanged with providers and that the 
direct messaging in some portals allows patients to interact with all their providers. So that for example, 
rather than coming to my practice and picking up my business card out front with a phone number and a 
fax number only from my clinic on it and maybe a generic public email address, instead I can present our 
secure email addresses as well, our direct email for those patients who have access to direct messaging.  


And so, an online patient portal with eVisits, as I said earlier, most EHR vendors are offering such a 
patient portal. It usually integrates patient data from those EHRs into the portal. And as I said, direct 
messaging seems to be a coming format in those platforms.  


Other vendors of patient portals, not necessarily your EHR vendors, have additional or separate 
features. Maybe they support care management, more capability. Maybe they keep caregivers in the 
loop and allow more interaction with caregivers. And so, one in particular that I want to talk about today 
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— and of course it's a commercial system, but it is free to patients, and it has some advantages that I'll 
talk about. But there are others out there like this. I'm just using this as an example.  


And in our community we realize that every patient, every practice, and every hospital system was 
standing up their own patient portal system in part to meet to meet the meaningful use requirements. 
But also in part, frankly to help brand and market the practice or the health system to patients to help 
bring patients in and further engage them in their providers. And so that's very helpful, except that what 
we're seeing evolve, I think, is that patients who see more than one provider — which is almost every 
patient — are being asked to log into different patient portals. And then that effect of that we think is 
decreased utilization of any given patient portal.  


And so HealthVault was attractive, because it was freely available and could be connected to by any 
other patient portal. It also includes direct messaging for patient use. It also has home device 
interoperability — which I'll show you more about in a moment — and it is now certified for stage two 
of meaningful use, which is helpful for providers.  


So this is HealthVault. This is my account, my personal account. It's not very fancy. I haven't put a skin on 
it or even a photo in it. But you can see that it has all the major components of a medical history on the 
page there. And I can log in and manage each of these myself, and I can even manage permissions on 
them as well.  


You can see here a sampling from blood pressure management, and I have a blood pressure cuff that 
anyone can buy at Walgreen's for $40, or Walmart, or any of the big box — or even independent — 
pharmacies have these devices. And they have it come with a USB plug or even a Wi-Fi built into them.  


And through that connection, the patient can upload their blood pressure readings. Or there are 
glucometers now. I think there's a glucometer that's only $18 that will upload its data to these 
HealthVault portals. And so that's a really helpful capability to have built in here, because then the 
patient has the capacity to send me that.  


I also have a set of scales, Wi-Fi scales. They're about $100, maybe $110. And every time I step on the 
scales, my body weight, BMI, and body fat estimate are all transmitted into the system so that they're 
uploaded here. If we're managing patients with congestive heart failure, renal failure, or even just 
obesity management, this is a great option to have in the patient's home. In fact, I've often thought that 
hospitals discharging patients with CHF would be wise to send them home with one of these sets of 
scales so that the primary care provider could do more monitoring.  


So in this environment, what you see is the ability to have pretty rich interaction, not just with the 
patients having to enter their own data, which I think is the downfall of most patient portals. Because 
patients generally speaking don't want to spend more time thinking about their health than they think 
about other things in their lives. And for them to sit down and type in all their data, they're going to 
have to have a block of time.  
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In the case of this system, you can actually push their data out for them to their HealthVault account by 
sending a direct email to their HealthVault account, and then their data from say a CCD — a Continuity 
of Care Document or CDA, which is a new format for patient chart summaries — could be uploaded and 
attached to their HealthVault account. So they'd have a starter set of their information.  


And then, of course, other kinds of devices, you may notice the explosion of consumer health devices 
out there now, everything from EKGs on your iPhone to now Fitbits and activity monitors. And these 
activity monitors are very interesting from my perspective as a primary care provider, because now I've 
got not just what's your activity level, but here's some objective measures of the patient's activity, 
calorie burned, and even diet in some cases when they enter that information. This happens to be a 
Fitbit, but there are lots of other tools out there from Nike and others.  


And one of the things I find interesting about these tools that I'm excited to start using in my practice is 
the sleep patterned tracking. Some of these tools actually track patients' sleep patterns, which can be 
very helpful.  


So those are some of the capabilities of a patient portal, and I really appreciate and enjoy the ability to 
have device interoperability. But now HealthVault also has direct messaging built into the system. And 
one of the things that you may know — and I've actually got a question here about it — with direct 
messaging is that in order to be a participant in directtrust.org, which is a certification level, the 
organizations, the protocol requires that the recipient of a direct address be identity proofed or that 
their identity be verified at the time of receiving that address. And that's how we know that people 
aren't just creating these direct accounts and spoofing or impersonating someone.  


And so in our situation, when we use HealthVault's direct messaging, when we connect to a HealthVault 
account from our environment, we basically do so with the patient in the clinic where we can identify 
the patient and get their address. And that's something you might want to consider doing for yourself.  


Now, the directtrust.org still leaves the option up to HISPs or the direct email providers as to whether 
they're going to insist on only communicating with systems that are in directtrusr.org. But many are for 
reasons of having direct email of patients are not restricting themselves to that environment. But it is a 
good idea to know when you're receiving direct emails to have confirmed the identity of the patient and 
their address before you do that.  


So what you see here is my direct messaging account in HealthVault, and it looks like any other online or 
web mail tool. And when I open to send a new message, you can see that the from account is me in my 
HealthVault account, and then I'm sending it to myself on our health information exchange.  


And I'm just crafting a message here about blood pressure control, asking Dr. Kendrick, letting him know 
my home blood pressure readings have been getting higher and I'm wondering about a medication 
change. And you'll see these other two buttons here, Attach Health Info From HealthVault or Attach A 
File.  
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If I choose Attach Health Info From HealthVault, you see that I get a picker here where I can actually 
choose the different kinds of data that I want to attach to this email and send across. And I can choose 
all dates or a specific date range.  


And then when I attach those, this is the information. It allows me to preview what will be attached. You 
can see my blood pressure's here in a tabular form to this message that now will be sent in to the 
provider. And then once sent, I get a receipt back from the receiving end that this message went across.  


And so now I'm the physician looking in my direct inbox, and I can see here this message from patient 
David Kendrick, and see the message there. And you also see the HealthVault recorded data as a CCD 
attached there. It's an XML file. And if I click on that open it, now I'm looking at this patient's chart 
within from just that email.  


And so if I scroll down through this, I get down to the bottom here of the day that it came off of the 
home blood pressure monitor, and I can see the trend in home blood pressure readings there. And so 
then I can just generate a response, and say here's what I'm going to do with your medications or you 
need to come see me, whatever the response is. And I have a log of everything that went on in that 
transaction.  


So that's a pretty nice closed loop, and it's entirely free to have that kind of interaction with your 
patients, using a tool like HealthVault, or perhaps others as well. Now, the other thing that I've found 
helpful about this particular tool and is a good feature you should look for in these tools is the ability to 
have proxies.  


And so you can see here I'm in my personal as a patient account for HealthVault, and in here I have 
proxy capabilities on, say, my elderly parents or my kids. And so my son happens to have pretty bad 
asthma, and so I can drop into his account and see his peak flow meter readings that have also been 
uploaded from his digital peak flow meter. And I can send a similar email to, say, his pediatrician about 
what his control has been for the last day or two or week on his asthma. And it allows then me as a 
parent or a caregiver to coordinate care for a number of folks in my life just by using these free tools.  


All right, so that concludes the basic portal, a free portal with direct messaging. Then you get into the 
more advanced kinds of messages, which are structured eVisits. And as I say, they're more advanced. 
And typically there are condition specific templates that you would use, like choose which of the 10 
things your messaging is about.  


Is it a rash? Is it a fever? Is it a cough? And each of those chief complaints would lead the patient down 
some logic tree that gets the appropriate history gathered from the patient so that I can use that in 
responding to the question, or my staff can use it. And typically structured eVisits employ some 
workflow to them.  


So you notice in the previous example, really it comes down to patient using a blank sheet email, 
provider using a blank sheet email, and maybe the provider has some protocol where I would have my 
staff monitor that inbox and maybe even answer certain questions.  
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Well, eVisits form, the good ones, as far as I'm concerned, allow you to do some workflow so that maybe 
you have a triaging person in your practice who can triage these cases and route only those that are 
most important over to the provider. Now, you could accomplish this in direct email as well, but it might 
not have all the same bells and whistles to it. And of course, the eVisits in a structured form usually have 
more robust reporting as well.  


Now, the last category on the far right into the spectrum we talked about are these video visits, which 
are synchronous. I consider these to be telemedicine, and of course telemedicine is reimbursable in 
some situations and coming from certain groups — I mean, coming from certain locations. So Medicare 
rarely, as far as I know, reimburses for telemedicine to the primary care office. Although it might do so 
in certain states and in certain rural areas.  


But other places like critical access hospitals and others are places where telemedicine can be 
reimbursed. But it does require the patient to have equipment, which is every patient has Skype now, 
even in the palm of their hand on their phone. So it's not quite the heavy lift it used to be.  


And as I mentioned, Skype or something like Skype, the Apple equivalent, could technically be used, but 
you're going to want to make sure that encryption levels are appropriate or that you get patient 
approval to use that technology. And of course, you're going to need to document the video visit in your 
chart. So it's just like a face to face visit, except that you would be doing it over video, so you really 
should have a documentation of that in your chart. I'm not aware of anybody who actually records all of 
these visits and saves the video, but I suppose that could be done as well.  


So how do we operationalize these eVisits? We talked about quite a spectrum of capabilities and 
technologies. The first is, how do we communicate it to the patient? What message are we going to give 
to our patients about the eVisits? Are they going to get brochures, handouts, or emails?  


That's something you want to be very concrete about doing. You want to add your practice direct 
messaging address to your appointment cards, I would suggest. And one thing I tend to counsel 
physicians I work with on is it's probably a good idea to have a direct account for appointments, maybe a 
direct account for refills, and so on so that you can break out the workflow. And then of course, your 
individual staff can monitor those.  


And then enrollment, where will the patient account be created and given to the patient? And this 
comes back to that definitive identification requirement. You're going to want to make sure that the 
patient gives you their account in person, so you know that that's somebody that you can accept 
messaging from and that you know their identity.  


And then what training will the patient receive? Again, they're going to want to make sure they 
understand everything in the literature you give them about this, but you're also likely to want to have 
somebody in your practice at least go through what's appropriate and what's not for these kinds of 
messaging.  
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Then support, how will the patient account be serviced? If you're doing it internally, say, on proprietary 
email or in a proprietary portal, you're going to have to manage the patients' password changes, give 
them tech support, and so on. If you use a free portal like with HealthVault, patients can manage their 
own password changes.  


And then, of course, what is the escalation path for concerning messages? You're going to want to have 
what I always call concentric rings of notification. You're going to want to have after a certain period of 
time additional people looped into messages that might be concerning.  


And then monitoring, who's going to monitor the communications and ensure timely responses? And 
how do we deal with inappropriate use of the system? And I alluded earlier to the fact that in your 
literature, you're probably going to want to have the right, the option always to refuse to do eVisits with 
certain patients or for certain conditions.  


And then finally, risk and liability, this is one that everybody appropriately wants to discuss and 
understand. And the issues with risk and liability are numerous. First of all, you're going to want to make 
sure that you have critical policies and procedures documented and in effect before you do these kinds 
of activities. You're going to want to ensure that the patient consent documents clearly call out the fact 
that you have a patient portal and not give them access to the patient portal, or that you would use 
eVisits with these patients.  


And if you're entertaining doing eVisits, emails, or video conferencing with a patient, you're going to 
want to consider adding a telemedicine writer to your med-mal insurance. In my experience, that's as 
simple as checking an extra box with your provider, but you're definitely going to want to have the 
backup from your med-mal provider that you do engage potentially in telemedicine activities.  


There has never been shown any additional risks, and telemedicine visits have generally been seen to be 
as safe as face to face for what they're used for. That is there's not a big case law indicating that 
telemedicine is risky or anything. And therefore, most med-mal insurers — in fact every one that I'm 
aware of — doesn't even charge any extra for it. But it's just important to make sure they're aware that 
you might be using these new modalities. And then, of course, you're going to want to make sure your 
consent documents have these new modalities in them.  


So I've got a couple of questions here that I want to answer. One is, what do we do if our patient 
population is elderly? I mean, how do we get, for example, 5% of them to use the patient portal. And I 
agree, that's a challenge we struggle with.  


One of the things that I've done in the past when we want to get something, say, a risk assessment tool 
or a piece of communication that happens to be digital out to patients is really to focus on their 
caregiver, if they happen to have a caregiver that comes with them to the clinical environment. And 
grandkids are also a great way to get the elderly connected to technology.  


In fact, sometimes I think — I showed you the proxy tool where I was able to drop into my son's chart. 
You can imagine if you were taking care of your elderly mom or dad, it would be really helpful to have all 
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their medications and records in one place. And so it may be that the caregiver, not the patient, is the 
target of focus for getting this kind of capability launched.  


David, this is Bruce Fink. I might also say, just taking a line from your previous slide for that particular 
practice, this might be a reason to look at a less technologically intense form of access.  


Absolutely.  


And you might like phone visits.  


Yeah, absolutely. Yeah, I tend to talk only about the technology piece, but the phone is just as valid a 
mechanism for engaging patients in between visits. Thanks, Bruce for bringing that up. Any other 
questions?  


Dr. Kendrick, it looks like there's a question from Dr. Holly Miller.  


OK.  


For a directtrust.org providers, do they need to be level 3 ID proofed?  


So that's what I was alluding to when I was talking about the difference between directtrust.org certified 
HISPs, or health information service providers, and others is Direct Trust does have a requirement for 
identity proofing, but it doesn't necessarily prevent you from connecting to systems that don't have that 
level of identity proofing.  


But my strong recommendation is that you should know who's on the other end of that account you're 
communicating with, which is the equivalent of level 3 ID proofing. And so in our practice, patients who 
we are willing to do electronic mail with have either been given the account by us directly, which is what 
happens with a proprietary patient portal, or they share with us their direct account when they come to 
the clinic so that we can know that a message coming from them is indeed them. So I agree that's a 
really important element to have in this brave new world.  


David, there's one question —  


[INTERPOSING VOICES]  


Go ahead.  


Did you have another question that you were going to ask, Krystal?  


No, I don't see anything else in the question and answer tab.  


There was one question that was asked that's more I think directed to CMS privately in the chat, but I 
think others may be interested in. So I'll — this is Bruce Fink. I'll recap the question and then answer it if 
that's OK.  
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You had pointed out, David, that meaningful use requires a certain threshold percentage of patients 
who use the portal for meaningful use requirements. And the question was asked, does CPC have similar 
kinds of thresholds or numbers that we require for this Milestone. And the answer is no.  


For those of you who looked through the web app reporting summary for the quarterly reporting, we 
ask that you tell us what you're doing and tell us how you're communicating that and communicating 
expectations around it with your patients. So we can get a sense of what you're doing there. And that 
you count — that you have a sense of how many folks are using it and also how much of your staff time 
it's requiring. I mean, this is all — these are all things you'll want to know — as I think Dr. Kendrick 
pointed out really well. You need to have an understanding internally of what resources this is taking.  


And then you are in the position to assess whether to expand it, and how quickly to expand it, and how 
much to use it. We recognize that this is moving into new territory for many of you, and I think the idea 
of testing small and then gradually increasing as you gain confidence in the technology and comfort with 
it is a proven way to go. So we don't set — again, CPC doesn't set any thresholds. We just ask that you 
monitor how it's being used and how much of your own staff time you're allocating to this resource.  


Yeah, this is David again. I would agree that I this is a situation where everybody's going to need to 
figure out their own way through the requirement. And in that vein, I think some vignettes or some 
messaging back about how you find it helpful or not would be helpful too to get over time, even more 
than just the time spent. But some specific cases if they become of interest.  


And you pointed out, David, that there's some areas for sharing here about what a purchase people are 
taking. And of course, that's been a place the collaboration site has really helped us. Many of you have 
shared experience or approaches that you're taking on the collaboration site, and we get some good 
conversation going back and forth on that. So that's a great way to begin to take advantage of the large 
community of innovation that we have here, both nationally. And of course, also there'll be 
opportunities within your own regional learning communities.  


Great. I see another question has popped up. It says can you clarify whether patients can sign up 
independently for a direct email address, or do they have to be assigned one through the use of a portal 
or HISP. The latter is my experience. And I would agree that's typically the way this is done, but I would 
— the example I showed you in HealthVault, every patient whom has a HealthVault account has a direct 
account as well, at least the way it's configured.  


And that's why I wouldn't limit my communications via direct with patients to — I mean, I would make 
sure that I'm aware or that you're aware when you are doing direct messaging with a patient, if you 
didn't actually give them the account through the portal or HISP, they may have received it themselves 
by logging in and creating their own account. And in that situation, that's the one where we find it most 
critical to make sure the patient themselves gives us a copy of their address so that we know who it is 
when it comes in. And actually in our workflow, we have the ability to assign or link the patients' 
HealthVault account with their account in the health information exchange, and that's very helpful for 
making sure the patient's identity is what they say they are.  
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Dr. Kendrick, it looks like we have one more question, and while you're answering that, if you could pass 
me the ball, I'll cover the last couple of slides.  


Okie doke. What is that question? I don't see it.  


It says if an insurance company doesn't cover eVisits, can you charge the patient for an eVisit?  


I think we're free to charge patients for anything we want. And in fact, I'm aware of systems that state 
very clearly up front, run your credit card first, and then you can ask your question. So it is possible for 
you to charge for your services just like anyone else does.  


Now, whether that conflicts with a contract you might have with that insurance company, I don't know. 
You're going to want to make sure that your contract with that particular payer doesn't forbid you from 
charging other fees or whatever; but generally speaking, I think we're professionals and allowed to 
establish our fee schedules.  


And, David, I would point out from a CMS standpoint, of course, that — or from a CPC standpoint simply 
— the aim of this Milestone, it's not primarily a revenue enhancement Milestone. It's great if you have 
avenues for charging services to increase access. That's terrific, but the idea here is to, again, use the 
enhanced payment resources as a framework for building more comprehensive primary care.  


So I would say to meet the Milestone requirements for CPC then would be to figure out how you can do 
that in a sustainable way that doesn't involve necessarily charging patients for these services, and 
certainly not Medicare patients for whom I think by law you've agreed not to charge additional beyond 
Medicare for these services.  


Thank you for that. I suspected each payer might have their own opinion on that, so that's good to 
know. I don't see any other questions there, Krystal. Do you see anymore that I'm missing?  


Great. I do not. So I'm just going to quickly point out that on March 11 at 1 PM, come prepared with 
questions and copies of your survey results for a very informative webinar called Put a Feather in Your 
CAHPS, reviewing your CAHPS results.  


We also have two deep dives coming up, one on the behavioral health integration and also on self-
management support on the 18th and the 25th. There's a CPC attributions refresher and a national open 
mic event coming up soon as well.  


So, this concludes our webinar, and I want to thank you so much for attending. We hope that you found 
this presentation very informative. You can exit this session by clicking on the File menu option at the 
top left of our screen. Select the option to leave this session. You will be taken to a post-webinar survey 
that needs to be completed in order to receive credit for attending this presentation. Thank you so 
much.  
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Everyone, I'm Krystal Gomez from TMF Health Quality Institute. Welcome to our National CPC Webinar 
entitled CPC Milestone 2, Integrating Medication Management Services. I'd like to start off today's 
presentation with a few announcements. The slides for today's presentation will be available for 
download on the collaboration site. You can also download the slides directly from the WebEx 
environment today by using the top toolbar and selecting file, which will open a drop-down menu. Then 
select "save as" and then "document." Today's program is being recorded and will be posted on the 
Collaboration Site once transcripts have been completed. We appreciate the presenters' time and effort 
in preparing for and sharing their valuable knowledge. Any statements regarding their technology, 
products or vendors are expressions and opinions of the person speaking and not an opinion of, nor 
endorsement by, the Center for Medicare and Medicaid Innovations, nor TMF Health Quality Institute, 
nor the host of the program. As a reminder, all lines will remain muted throughout today's session. To 
submit questions, click on the Q and A tab on the right-hand side of your screen. I am delighted to 
introduce today's speakers. I would like to introduce our subject matter expert for today's presentation, 
Marie Smith. Marie Smith is a Palmer Professor and Assistant Dean for Practice and Public Policy 
Partnership at the University of Connecticut School of Pharmacy. In 2013, she was on faculty leave to 
work with CMMI, where she was on the CPC team and helped develop the Milestone 2 Medication 
Management Strategy. I am especially excited to announce that we will have two practices that will be 
sharing on today's Webinar. First, Angela Vinti, is a clinical pharmacist working at OHSU, Internal 
Medicine and Geriatrics. We also have Amy Stump, who is a clinical pharmacist from Associates in 
Family Medicine, PC. Now I'd like to hand over the presentation to Dr. Laura Sessums, who is a Decision 
Director for Advanced Primary Care at the Center for Medicare and Medicaid Innovation. Dr. Sessums. 


Thank you Krystal. Hello again everybody. It's been a while, it feels like, since our last webinar, so I know 
many of you have been engaged in your regional learning sessions in the interim. And I'm very aware 
some of you all had some great sessions on medication management there in the region. But now that 
all of you have made your choice of an advanced primary care strategy under Milestone 2, I am pleased 
we'll be spending time today learning more about medication management. And the results are in from 
your Quarter 1 reporting. We had 78 practices choose Medication Management across the CPC. For all 
of you who chose Medication Management as your primary strategy and for those who didn't make this 
choice, but are considering the addition of a pharmacist and medication management capability to your 
practice, this webinar will review some wonderful opportunities to improve your patient's [inaudible] 
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and treatment outcomes, and at the same time, potentially reduce health care costs. In my own 
practice, I've seen many examples of the benefits of having an on-site pharmacist. One example is 
medication monitoring, such as with Coumadin, and I'm sure many of you have either experienced this 
or heard of the involvement of pharmacists with this kind of activity. Medication reconciliation, while 
that can be a fairly simple task that we do ourselves in the office, especially after care transitions, this 
can be really complex, given the change in clinical situation and perhaps multiple changes in medications 
and hospitalization or a nursing facility stay. Another really, really useful and important function for 
pharmacists is medication education and adherence. Say the patient is on a complicated regimen, such 
as CHF patients with episodic diuretic titration at home, or a diabetes patient titrating glucose meds, 
patients, especially those with limited English proficiency or perhaps low health literacy, and their care 
givers, who require additional time to review and understand the regimen, and perhaps need help 
making a medication list. Pharmacists can spend time with patients reviewing something, say how to use 
inhalers, how to take bisphosphonates, and the like. The sort of thing that's very difficult for providers to 
spend the necessary time doing. Two other aspects of having pharmacists in the practice, that I didn't 
think back when I first started down that journey some years ago, is physician advocation, one, and I 
found that pharmacists are often so comfortable with and have access to medication databases that I 
didn't have or wasn't familiar with, and the pharmacist could help with detailed evaluation of patient 
concerns about possible, but less common, medication side effects, help with sorting out medication 
interactions and the like, help with formulary questions, and then another one was assistance with 
prescribing quality improvements across the practice. Neither of those two things had I anticipated, but 
were terrific helps in improving the quality of care and patient safety. I'm sure each of you have thought 
some about how to start this work, or how to take the next step if you've already begun, and that will all 
be included in today's talk. I'm really pleased to have Marie Smith with us today. As you heard from 
Crystal, Marie is the national expert on the subject of medication management and primary care, and 
notably, was also the author last fall when she was with CPC of the survey of CPC practices, who had a 
pharmacist in the practice prior to Program Year 2014. She is going to provide you with some of the 
results of that survey, and obviously as a result of doing that survey, has a detailed understanding of 
what CPC practices have done with medication management prior to their choice of that under this 
option, under this year. So with that, I'll let Marie take it away.  


Thank you Laura, very much, for that intro and welcome to everybody on today's call. As we heard, I'm 
going to spend a little bit of time talking about Milestone 2, the Care Management Strategy around 
integrating medication management services. And we are really very lucky today to have some 
pharmacists on the call with us. And so throughout the call, we're going to be asking them some 
questions as panelists as well, and I think they'll give you some good front-line responses to the topics 
we're talking about today. Just as a way of an overview, this is more of a slide that shows the Medication 
Management Milestone 2 goals, and the systematic approach to providing services, so it's here more as 
a place holder. I know most of you already know this. With regard to our time, we're going to talk a little 
bit in the beginning, I have a few background slides, and I'm going to go through rather quickly, around 
medication use and safety challenges we have today in primary care, care transitions and for 
readmission. Talk about team-based care models, which is part of the essence of CPC's program, and 
then there, as Dr. Sessums mentioned, we are going to talk about the key questions and focus most of 
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our time on the key questions that you'll see in your implementation guide and I'll weave into that 
discussion some of the results from the survey we did with pharmacists who were actively involved in 
CPC practices as of last fall. So we have two panelists, and Krystal, do you want to have —you have a few 
questions for our panelists, I think? 


Yes, thank you Marie. So let's start off with Angela Vinti. Angela, can you tell us a little bit about you and 
your practice? 


At OHSU Internal Medicine and Geriatrics Clinic, we are an academic facility. We have 68 providers, 24 
of whom are faculty physicians, and 44 are resident learners, we have one nurse practitioner, five nurse 
care managers, a triage nurses, a host of medical assistance and administrative staff in the phone room. 
We have an active census of about 13,000 patients, meaning they've had one office visit within the last 
three years. I've been with the practice for about a year, and prior to that, the internal medicine clinic 
has had a pharmacist for about five years before that.  


Thanks Angela. Now, how about you, Amy? Will you tell us a little bit about you and your practice?  


Yes, thank you. So Associates in Family Medicine is a private practice family medicine office in Fort 
Collins, Colorado. So we're in northern Colorado, north of Denver. We have approximately 50 providers, 
and physicians, PAs, nurse practitioners, and about 70,000 patients that we care for in the area. We 
have clinics in three different cities across the front range here, and we have what, 8 clinical sites, where 
we have sort of small family medicine clinics. We have an urgent care, and we also run an employee 
health clinic for the local health system and school district. I've been here with Associates in Family 
Medicine for about, oh, 9 months-ish. And I'm the first pharmacist that they've had on staff.  


10:11 
Thank you. Now I'll turn it back over to Marie Smith. 


Great, thank you. And you're going to hear from our panelists along the way. We have some questions 
that are interspersed, so they'll be coming back in to tell us a little bit about their practices some more. 
So this is just, again, a placeholder slide, a background slide, that I know most of you know. But if you're 
looking for some reference material, I thought this might be a good way to consolidate and talk about 
the places where you might go to find some information about some justification for adding a 
pharmacist, maybe looking at your own medication management practices in your work flow and 
practices in your settings. But it just shows that we actually have a lot of data that has been 
accumulated and reported out now about medication use and safety challenges in primary care and care 
transitions in readmissions. Both in terms of quality improvement opportunities, and also cost savings 
opportunities. This slide is actually a bill slide. So what you see here is a, what we tried to do in some of 
the work we've done in Connecticut, in our work in primary care settings, is to map primary care 
medication related problems to the medication use cycle. So the traffic you see now is really the starting 
at the top with prescribing, prescription processing, medication use by the patient at home, meaning 
what they really are doing at home, as opposed to maybe what was intended, or what you believe they 
may have understood, and then the cycle continues for medication monitoring outcomes, and then it 
becomes an iterative process. But it starts with the patient prescriber, interaction in the middle. So it's a 
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patient-centered model. Our work has shown that we actually map medication related problems in a 
study that we published in Health Affairs in April of 2011. We mapped, actually, what we were seeing for 
primary care medication related problems that were what we call upstream factors, and three quarters 
of the problems we were seeing in primary care related to prescribing practices or processes as well as 
medication monitoring and outcomes. The upstream factors are really important to us, because we 
believe that those are practices where the clinical teams and the approach that CPC is taking toward 
medication management really can address these head-on. So it has high impact value. The more 
upstream the problem can be addressed, the greater impact it's going to have for both quality and for 
cost savings. The other side of the cycle, we see what we call downstream factors. So these relate to 
patient behavior, health literacy, medication adherence issues, very important. I'm not trying to 
promote that one set of factors is more important or less important than the other, but it's important to 
designate them the way that we've done here in the graphic, as upstream and downstream. And the 
reason for that is because the gaps in safe and effective medication use, we find, are due to both 
clinician influence factors, those that are in the upstream category, relate more to clinician influence 
factors, and things that we can change in, as clinicians working with patients and families, and as well as 
the downstream factors. So it's both patient influence factors and clinician factors. And the other thing 
I've tried to use this slide a little bit to show you where some of the CPC milestones map out to, and 
there may be more reach for this, but today we're going to really focus more on those aspects that 
relate to Milestone 2, which is the care management for high-risk patients, even though CPC Milestones 
you see, 5, 6, 4 and 7, also relate to medication management issues. I wanted to also just before we get 
into our key questions, just give you another couple of references for dynamic clinical teams. As you 
know, the medication management milestone really promotes a team-based approach, and so there are 
two articles that I like to use when I'm speaking or in my teaching, and that is the Annals of Internal 
Medicine article that you see there, the position paper that they wrote in October of 2013, talks about 
dynamic teams. And I think it's important to note what they call the dynamic team, it's a team that really 
assembles around the needs of the patient, it's very specific to the patient's clinical needs and 
circumstances, and it's an inter-disciplinary team that you see has a whole host of health care 
professionals listed there. But what is unique about this is that this team comes together with training 
and skills that are needed to provide high quality and coordinated care services that are very focused on 
the patient's needs. The second article I like to reference is one that really is now ten years old, hard to 
believe that, but it's ten years old. It's from Kevin Grumbach and Tom Bodenheimer, who many of you 
I'm sure know, from the University of California, San Francisco, have done a lot of work in team-based 
care. And they talk about teams really do have complementary skills, and the skills of the team members 
should be very complementary to those of the physician, to address both quality improvement and 
productivity, as well as work flow processes. Just another background slide. I've had questions along the 
way, when I was at CMI, and then more recently talking about, you know, what really is the background 
training and expertise for pharmacists today? So I've included that there, again, for your background. I 
think it's important just to take away from this slide the message of the fact that a pharmacist's 
competency are very synergistic, with those of other health care professionals. On the right-hand side 
you can see the expertise areas. There's a lot of breadth and depth in the pharmacology sciences, 
pharmacotherapy, pharmacokinetics, and you can see the list there. But that's a curriculum that I 
believe is somewhat unique to pharmacists in terms of their depth and breadth throughout the year, 
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both didactically and in their clinical practice. This is a slide that I want to talk a little bit about. The value 
of what we're starting to see reported now, more and more, to the value of medication management 
services. And the example I've pulled here is really from Community Care of North Carolina. And two 
examples here, both of these examples have pharmacists involved as members of their inter-disciplinary 
care teams. The pharmacist does provide medication management services, focused primarily on high-
risk, complex patient populations. The top bar, with the little info-graphic is really meant to just show 
you that they are now seeing a fairly strong directional trend that says when you have pharmacists 
involved in team-based care, they're seeing decreased patient admissions, preventable admissions, and 
also decreased emergency department visits. In the graph on the left, the line graph with blue and red 
lines there, is really —comes from their article that they published last summer, in Health Affairs, that 
looked at transitional care versus usual care, for high-risk patients, and the transitional care group did 
have very much an integrated model of pharmacists involved for medication management, and I 
commend you to go to that article for a lot more detail on how they did their care transition program. 
But the key message there was that the group of patients that were receiving transitional care and 
interdisciplinary team approach, were 20 percent less likely to experience a readmission during the 
subsequent year. So many times I'll get the question from people who have not worked with 
pharmacists in the past, and don't really have a knowledge of a lot of the literature in the best practices 
around medication management. The question is very simple. What is it? And what is involved in it? So 
I'd like to think of this, this graphic to help us think through the processes. And as you heard earlier, 
medication reconciliation is really one step. It, many times, is the beginning point of the step in 
medication management, but it's necessary, but not sufficient to really get to the complexities that 
we're talking about, that you're going to see, and that you're working with in your patient populations in 
the CPC program. So Med Rec is really the process we think of to identify discrepancies between 
medication list and everything from the medical record to what the patient reports to what they might 
bring in, if they bring in, and you are asking them to bring in a box or bag or whatever, of all their meds. 
Some of you may have access to pharmacy prescription filling histories, and then you'll also see on care 
transitions discharge summaries. And as you know, from a practical standpoint, every day, you hardly 
see these lists always identically matching 100 percent. So we want to first identify the discrepancies for 
the purpose of building and updating this complete, accurate, active, patient med list. Once we have 
that list built, or at least we think we've got a good handle on it, then the next step is really to optimize 
those medications. And this is a very systematic process that pharmacists are trained to do. They will 
assess each medication for its appropriateness, efficacy, safety and adherence. And we actually do that 
in that order. And you might say, "Well why?" The reason being is, I know there's a lot of focus today on 
adherence, and that's a really critical area we need to address, but philosophically, we look at really 
focusing on appropriateness, efficacy and safety first, because there's no sense in really making a 
patient, in developing a nice plan for them to be adherent to a med, if it really isn't the most appropriate 
drug for them or maybe the dosage is not as efficacious as it needs to be, or if they've had some kind of 
an adverse event or interaction. Then we really don't want to promote just adherence alone.  


21:01 
You'll see there in the rest of the bullets in that green box, some of the things that we look for in terms 
of detecting drug therapy problems, or looking to develop a medication action plan for the patient, 
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especially care transition. This is an important thing to look at, what medications do they remain on, 
which ones are new and have been added to their regimen, maybe there has been a change in dosing, 
or maybe they've even had discontinued medications. And many times, patients aren't really aware or 
thinking that what they heard at a visit or on discharge was to really stop a drug, and especially if they 
have remaining refills on a chronic —meds used for a chronic disease. They may still go and get those 
refills. They may have them sent to them or delivered to them maybe in their plan, and it's really 
important to reinforce if they're discontinued medications, make sure the patient really understands 
that. And then the last step in that optimization process is that any of those recommendations and 
changes that have any actionable recommendations are circulated and communicated to the primary 
care physician and any other prescriber that is involved in that patient's care. Medication coordination 
would be the next step, and again, this is really critical, as many of you know, at times of care transition 
or if someone really is being —a patient is being seen and has prescriptions written by multiple 
prescribers, they may be going to, you know, getting home health service or hospice service or dialysis 
services as well, and so there can be multiple ways that their medication regimens can change on a very 
quick basis, between —you know, before they come back maybe to their primary care visit, and that 
needs to be coordinated very closely. The other point under there, in the second bullet, is that many of 
you know, and if you're working with patients in a primary care environment, that today it's the 
exception that somebody uses just one pharmacy. Many patients will have multiple pharmacies, and it's 
hard to get a handle on where all their meds are being filled, even if you want to go, you know, and 
check with a pharmacist about what they currently are receiving. And the last step there is really 
critically important, and that is the monitoring step. And we sometimes, you know, in the plan we really 
focus more on the meds and the optimization of them, the coordination of them, but we really should 
also, at the time of prescribing, and certainly in making any changes in the regimen, make sure that 
there is a monitoring plan, if there are lab tests involved that they've been done and properly reported, 
and monitoring the patient as well for any symptoms or side effects or adjustments that they may have 
made at home, that need to be communicated back to the prescriber. So now we're getting to our key 
questions. So we've finished the background. We're going to go into the key questions. The first 
question really deals with what is comprehensive medication management, beyond medication 
reconciliation? So that last slide really gave you kind of the big picture of it. But I wanted to intersperse 
here the results that we were seeing from the pharmacists who were involved in about 19 practices in 
the fall of last year. I was able, when I was at CMI, to survey pharmacists in 19 practices. And this is the 
range of activities that you'll see here. So everything from managing chronic meds to educating patients, 
resolving drug therapy problems that were found, improving QI programs, improving med safety, 
achieving milestones is part of what they were doing. I think we heard earlier the importance of a 
pharmacist working in the practice to educate clinicians and staff members. There's a prevention role 
for helping to work with other professionals and the patients and maybe families, caregivers as well, 
about preventing drug therapy problems. So knowledge, especially with new prescriptions or changed 
prescriptions. And you can see the rest that are there. I also asked them to not only just tell me what 
they were doing, but of that list of 12 activities, to provide some idea from the pharmacist's viewpoint of 
where they thought the highest value was. And so you see them there, high being managing meds and 
educating patients, resolving problems to the lowest around controlling cost and care coordination. I 
don't think that's an indicator of the fact that those lower ones aren't important, but maybe I think they 
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just didn't do them as much. The only thing that I will say surprised me personally, based on my 
experiences, I think there's greater opportunities for managing meds at care transitions, and we'll talk 
about that a little bit later. Key question 2 really focused on how do you engage a pharmacist as part of 
your care team, and how do you go about doing it, in terms of what kind of an arrangement do you have 
with the pharmacist? So the survey, again, gives us a little indication of how people are doing it today. 
Most of the pharmacists who were involved in the practices and CPC practices were trained with 
advanced degrees, the PharmD degree, by the way, is the entry level degree today in our profession. 
They also had pharmacy residencies, or had some sort of specialty board certifications or some 
advanced certifications. So very highly trained in the clinical aspects of health care. And most of them 
had been practicing, if not in the CPC, had been practicing direct patient care in ambulatory settings for 
four plus years. In terms of, you know, the question of who employs these pharmacists, and how do you 
create the arrangements to have them work with your practices? You can see there's a real mixture 
there, so I think the message here is there's not one model that works across the board. Really you have 
to look at what your resources are in your own area, but you can see that a little over a third of them 
were actually employed by a school or college of pharmacy. Some had mixed employment in that they 
were partially employed or paid by the CPC practice, a pharmacy school, and even some hospitals or 
health systems, where part of that employment structure, and then about a fifth of them were 
employed solely by the CPC practice. Another question that we asked was how much time do you spend 
in a practice? And so about two-thirds of the pharmacists work between a quarter and a half FTE, some 
of them worked at multiple practices. I think there were two or three people I can think of who actually 
rotated around. They have a full-time job, but their job was really to work with three practices in a close 
geography. So they would rotate across practices. I think the main thing to think about is if you are using 
some type of a shared resource model, or have pharmacists who are in a group that is rotating through 
practices, it's really important for both the clinicians in the practice, as well as the patients in the 
practice, to maintain as much continuity as you can with the same pharmacist at the one location or 
practice site. Something to think about if you're looking to engage a pharmacist in your practice for the 
purpose of medication management. Here are some things to think about, in terms of qualifications, 
these would be everything from things you would do as you engaged any new clinician in your practice. 
This would apply directly to the pharmacist as well, so making sure they're licensed in your state, looking 
at what their background and experience is, how much of a direct patient care role they've had, how 
much of an inter-disciplinary, team-based experience they've had. In terms of where to find 
pharmacists, that seems to be a common question I hear today, this list is in no way meant to be rank 
ordered, but many times a school of pharmacy, a college of pharmacy in your state, the faculty there are 
really good resources. If they, themselves, can't be involved, and as you heard, we have some of our 
panelists today are involved in a faculty-based practice setting, if you, if they themselves aren't able to 
participate, they usually have a pretty good handle on where pharmacists are who have the right 
background, training. They keep in touch with former graduates, who might be looking to come back to 
a region or to change positions in a region. They also will know a lot about ambulatory care pharmacy 
residency programs in their state, and that's a good resource for finding pharmacists who might be 
interested in some of these positions as they become available.  


^M00:30:00 
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Hospital pharmacists are being utilized as well, and I know in some states the quality improvement 
organizations may have pharmacists on staff or, again, can be a good resource to keep you informed of 
where you might look for pharmacists. In terms of business arrangements, there are multiple models. 
Everything from like we heard, employed, contracted, a consulting basis, a shared resource base, I think 
it's important to note, I want —because I know there's been some comments and some questions I've 
received about, well, what about a model that includes pharmacy students? And pharmacy students can 
be really great; however, they need to be supervised. They are not licensed, they require supervision of 
a pharmacist, a faculty member, a preceptor, and so that's really important. They, alone, really should 
not be providing the kind of services we're talking about. They just really aren't trained, and aren't 
licensed, to be honest, to do that. In terms of fees, I put some ranges in there, if you're looking to do any 
contractual arrangements, that might be a good estimate for a benchmark you might be able to use. So 
peak question 3, how does the pharmacist on your team engage in patient care? So how are the 
patients coming to the pharmacist? You see these are responses, by the way, on these questions. Really 
the ones that are listed in your web application in the implementation guide. So if we look at how some 
pharmacists that responded to our survey, you see that a very high percentage of them, 93 percent, get 
referrals directly from CPC team members for patients that they believe have some complex needs that 
a pharmacist could help with. There are collaborative drug therapy agreements that are in place in 86 
percent of the people —pharmacists, who responded. They involve e-consults, so this was a situation 
where the patient does not necessarily need to be present, but the pharmacist has access to the 
patient's electronic medical record, and they're referred by a clinician within CPC with a question that's 
very patient-specific. And there are times when actually patients are in the office, in the CPC practice, 
where clinicians may actually bring a pharmacist in or hand out the patient who can benefit from having 
a pharmacist work with the patient on medication management issues after the clinician visit has been 
completed. Either way, it's really the most critical thing here is to work it out in your work flow. It may 
not always look the same in your practice. I think as clinicians in a practice get more comfortable with 
having a pharmacist involved in their patient care processes. You'll see some of these models may 
actually involve more collaborative drug therapy agreements and that sort of thing. Regardless of what 
the process is, it's important that the pharmacist does have read/write access to the patient's chart, 
which I think in most cases in CPC is not going to be an issue. They need to look at and access it from 
background information as well as communication of any of their actionable recommendations to 
clinicians on the team. In terms of work flow analysis, think of the situations where pharmacists bring 
their unique skillsets and knowledge in therapeutics, pharmacoeconomics, they have a really good 
understanding and deep understanding of pharmacy systems and how the medication process works, 
but ultimately, they really are there to do two things. They should be saving clinician time within the 
practice, in terms of productivity and efficiency, as well as improving the outcomes that we see from the 
—for patients and families as well. Here are some ways I think of it in terms of looking for ways that you 
might want to kind of evaluate where to start. Look at your practice processes, they have listed some 
there. Clinician roles, and again, I think care transitions really create a great opportunity for inter-
disciplinary care with regard to medication use and medication safety issues, and monitoring between 
any follow-up between visits. So now the panel of questions time. Maybe our panelists, Angela or Amy, 
can you talk about, in your own experiences in your practices about medication reviews? Are they 
retrospective or are they concurrent?  
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This is Angela. Actually they're both, and with respect to retrospective reviews, it's usually based off of a 
trigger. Either a referral, or a consult question, which is, you know, chart review, but there's no patient 
contact required, and then the medication reviews can also be concurrent, just like your previous slide 
has said, Marie, when the physicians pull you into a visit for a patient who is there at the point of care. 
Or thinking prospectively about how to help manage the patient's medications moving forward.  


This is Amy, and I agree. The one thing that I also do is with the retrospective review, we have a lot of 
managed care contracts, and so we get these hot spotter lists, and lists of high-risk medications, and I 
work those. And so those are sort of retrospective because it's been triggered by, you know, the 
contracts that we have.  


Great. Thank you. So we'll move on to question 4, and the fourth question is how are patients selected 
for medication management services beyond routine med reconciliation? And in terms of surveys, we 
heard, I think it was Angela, who talked about progress and triggers, so you see here, the survey that we 
had for the CPC practices really indicated a lot of different ways that pharmacists will get patients 
targets and triggers, everything from patients who have been identified as having complex med 
regimens, to adherence challenges, high-risk meds, lists of meds like with an elderly population, the 
Beers List. So many of you probably know about Beers List. So it's a patient's —I have some high-risk 
meds, warfarin, I think was mentioned earlier. If there's the presence of any adverse events or 
suspected adverse events or side effects, that might be another trigger. Patients who have cost 
considerations that may be affecting their adherence would be another mechanism, multiple meds from 
multiple prescribers, probably fits in, again, with the complex med regimens. Care transitions, we're 
going to talk about those in a separate question. And high-use, high-utilizers, so the hot-spotters, as I 
think it was Amy that mentioned would be another mechanism to identify patients. So panelists, Amy 
and Angela, you mentioned this a little bit, but anything else you'd like to comment on with regard to 
the process you see being most effective for referring patients to you in your practice?  


This is Amy, and one thing I think is starting to work really well for us is our chair coordinators and our 
RN navigators, who are working with our highest risk populations, and they and I have been working 
together to help identify the patients that might need me the most, and so I'm starting to get a lot of 
referrals, not just from our providers, but actually from our navigators and our care coordinators. So I'm 
getting in touch with patients earlier in some instances than I maybe would be if I waited for them to 
see their physician.  


Great.  


And this is Angela, I would just comment that here in internal medicine, when I first started with the 
practice, they had been without their pharmacist for a year, and there was some thought that, you 
know, maybe a formal referral process within the EHR wasn't necessarily the, would create barriers to 
people accessing my services. So a lot of physicians can refer patients to me any number of ways. Either 
coming to find me in my office or wherever I am in the clinic, paging me, utilizing three different ways in 
the electronic health record, so I'm taking it from many different ways. And the hope is probably to 
formalize that process. Because there are, there are patients who truly do need a formal referral, 
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meaning an office visit or a phone visit with the pharmacist. But there are a lot of consults that come our 
way too, so it's kind of important to tease those out, and understand the expectations from the provider 
as to what they mean by referral.  


Okay thanks, that gives us some good practical advice. This is just a summary slide here, for high-risk 
patient targets and triggers. So something to think about, that you might want to talk with the clinicians 
in your practices. Do you have a population of patients who really are on medications for a chronic 
condition and haven't achieved a therapeutic goal? Would that be a group that you would want to have 
a pharmacist involved with? We talked about high-risk medications for adverse events. You see a 
number of them there. Patients who have multiple care transitions within a six- or twelve-month period. 
And when I speak about care transitions, I'm thinking about really two types. One is the one we probably 
think about most often, and that is the patient who moves between let's say home and emergency room 
or urgent care clinic, or hospital, and home, or hospital and post-acute care for rehab, maybe long-term 
care, or home care. So we think of it as a setting change. Many times there are meds that are adjusted 
or changed or discontinued with a setting change, a care setting change, but I also, more recently, have 
become more aware of what I'm going to call changes around provider change. So gaps in PCP visits, 
maybe the patient has changed practices, maybe the provider has left the practice, or joined the 
practice, and it's really not so much a care setting change, but a provider change, that really can also 
give us a time when it might be really important to kind of do a timeout and make sure we have the 
most complete, active med list and what the patient's really understanding and doing at home.  


40:44 
And then complex med regimens are another one. So a little box there, it says think about these as 
factors in your risk verification approaches, don't use sole criteria for just the number of meds or the 
cost of meds. I know we've seen here in our own work with patients that if that list is generated, let's 
say by a health plan, for example, they tend to give you a list based on number of meds, or maybe cost 
of meds, with some threshold that they're using to generate a list of what they consider high risk 
patients. And we've seen patients who really needed the services and needed medication management 
services who were on two generic medications that had a severe adverse drug event, they weren't high 
cost, they only had two meds, but it was a good indicator of a patient who really did need some 
additional help and we were able to do that and prevent multiple cycling through the ED and 
hospitalizations for the adverse drug event that kept recurring. Question 5 is does your practice provide 
collaborative drug therapy management, and if so, for what conditions? This map of the US comes from, 
and I'm going to skip to the next slide because there's a reference there, it comes from this document 
that is boxed in blue at the bottom of the slide, so Centers for Disease Control and Prevention, they 
produced a really great document at the end of 2012, called Program Guide for Public Health Partnering 
with Pharmacists in Prevention and Control of Diseases. And it does a really nice job of identifying the 
states that have some type of collaborative drug therapy agreements in their scope of practice for 
pharmacists. So there are about 47 states where it is allowed. However, they vary very much, so you 
really need to make sure you understand what the agreements are and the level of practice that allows 
for collaborative practice in the state that you are in. It does —a collaborative drug therapy 
management agreement —does delegate authority from the physician to the pharmacist under very 
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prescribed circumstances. It talks about the functions, the procedures, any decision-making criteria that 
needs to be in place, but it can vary from prescribing in some states too, for certain classes of drugs or 
types of drugs, to responsibility for assessment, for ordering lab tests, or even administering 
medications. So it's important to know what really is happening in your state. So questions for our 
panelists again, we haven't talked much about billing, but can either of you share anything about the 
question around current billing requirements for services, and if so, how it's done, and if you are not 
doing it, if there's any discussion for billing in the future? Because I think sometimes the fact that 
pharmacists aren't recognized by some payers that have a mechanism to bill, sometimes can preclude 
practices from wanting to engage them. So can you —either of you, comment on that?  


This is Angela. And I would completely agree with your last statement, Marie, about different payers not 
necessarily recognizing pharmacist services as being payable. So because we want to treat all patients 
across the practice fairly, we currently bill for my services, if we have a visit with the patient, as a 99211 
CPT code. And the thought is, in the future, as health care changes, to hopefully progress to using 
pharmacist-specific CPT codes.  


Okay great. And Amy do you have any comments?  


Yes, so we're billing using the incident 2 physician referral method, and the information that was 
recently published, the letter that went from CMS to the American [inaudible] physician is kind of what 
has helped us to be able to strengthen that position, and so that's been really helpful. And then we also 
have some local health plans that are interested in paying for pharmacist services, so we're going to 
start some talks with them about possibly doing some contractual agreements to be able to pay for my 
services to take care of their members that are already part of our practice.  


Great. And you know, you brought up a really good point, Amy, I did not go in and update my slides, but 
your comment is really well taken. It was just what, within the last two weeks? That there was a letter, a 
clarification letter, that AAFP, American Association, or Academy, I guess, of Family Physicians, asked 
CMS to give some clarification around billing using an incident 2 method, and so it sounds like that's 
been helpful for you then, Amy, to get a better understanding of that. And my understanding, from what 
I've seen —I've just seen the letter —is that the guidance was that it can be done as a billing, as an 
incident 2, using 99211. Is that what you're doing?  


Our compliance is still kind of reviewing it, but they feel that it may have blessed us to bill at higher 
levels, and they're still looking into that.  


Great. So I think that's a good point. But if you can ref —anyone can go in and just Google the AAFP 
letter, with CMS, to clarify pharmacist billing, you should be able to see the letter, and that may 
generate some internal discussions, as Amy pointed out. Question 6 is does your practice target care 
transitions for comprehensive med services, and what are these triggers? So this is really one I 
mentioned a little bit about this already, but you know, first thing is to look at, you know, what are your 
capabilities to monitor for multiple care transitions within a six-month or twelve-month, whatever time 
frame you think is critical for being that trigger, and then looking at gaps, not only in care setting, but 
also with provider changes in your practices. And our last question, the key question is kind of a 
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question that probably leaves a lot to be still worked on here, but it talks about process measures that 
can be used in the practice to improve medication effective and safety. I can tell you that I serve on a 
national pharmacy quality alliance, with a number of multi-disciplinary stakeholders in our work groups, 
and we are working very much on what are some measures that can be used and validated without 
getting too crazy and doing a lot in the way of creating more measure for burden purposes, but some 
meaningful measures. Measures around the gaps in care. And so these are some of the direction, I 
would say they're directional measures here, is to look at for patient clinical outcomes, one of the great 
measures you can look at is what percent of your patients are on chronic meds, for whatever conditions 
you want to focus on, who are at goal, and then which ones are not at goal? And then maybe working 
with those that aren't at goal becomes a good process measure that you can use in your practice to 
target patients as well. Improving practice efficiencies. Sometimes people will look at the use of pre-visit 
comprehensive med reviews for new Medicare patients, as an indicator, maybe a process measure, but 
an indicator of maybe who needs some work on just preparing for those visits and whether they're new 
patients, or existing patients, wellness, annual wellness visits, that kind of thing. There are several 
quality metrics, I know that we all know about, including the CPC metrics, the HEDIS, the Meaningful 
Use, the ACOs, or other quality measures you've got from other plans you work with. Financial impact, I 
think more people who have pharmacists involved in their teams are really looking at total cost of care 
around the impact on drugs, and utilization of medical services, and hospitals, and those sorts of things. 
We're all trying to optimize performance incentives related to medication use and safety. And then the 
last, these are process measures that pharmacists tend to use a little bit, maybe more than a primary 
care team, but you might want to think about, depending on what your pharmacists are using to 
document their metrics, and what their services are, to look at, you know, something around these four 
areas. You know, a simple one would be the number of active medication or, I'm sorry, collaborative 
drug therapy management agreements you have in place. Do you have any? Do you want to expand in 
that area? And you can just monitor what are those agreements over time. Is the pharmacist involved in 
developing and delivering medication action plans to patients and families? What kind of 
recommendations and how many recommendations over a period of time are they making to care team 
members? And ultimately, if you've got medication related problems that are being identified, what 
percentage of them are being resolved?  


50:07 
And how is the pharmacist interaction in that team helping to resolve in an efficient and timely manner 
any kind of problems, medication-related problems, that are identified? So questions, we have a couple 
closing questions here. For the panelists. How do you see medication management role in your practice 
growing in the future?  


This is Amy. And one thing that I am really excited about is more strongly ruling out my collaborative 
drug therapy management agreement, and part of that will be rolling out a new anticoagulation clinic 
across all of our clinics, using some of our RNs, and then also for me to see more patients by referral for 
the CDTM with our diabetes management program.  


Great, and Angela?  
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Similar to Amy, I have a couple of CDTMs in place right now, and more to come, so that's very exciting. 
Formalizing the referral process is going to be very helpful, so we're going to pilot that in a small work 
group within the clinic. I think for myself, being here for just a year, and being more reactive to 
physician's needs, I'm hoping in the future to be more prospective, and thoughtful, about identifying 
high-risk patients, similar to the way our nurse care managers have identified those who would benefit 
from having the pharmacist be the care manager, be in that primary care management role for the 
patient. As well as champion like quality improvement, prescribing habits for the docs, and the 
identifying clinic work flows here, that involve medications and need improvement, such as clinic stock 
and not wasting medications, as well as identifying protocols for in-clinic administration of meds and 
high risk situations.  


Great, thank you. So we are running short on time, so I'm going to hand the microphone over to Krystal.  


Hello everyone, we've had a few questions that have been submitted through the chat function. If 
anyone has any additional questions, please submit those through the Q and A tab. I believe we have 
time for one question, and any of the questions that are not addressed today will create a FAQ 
document and load it to the collaboration site. So one of the questions that we have, can you give 
examples of hospital pharmacists doing this work before patients are discharged? It seems like the 
pharmacist should be part of a medical neighborhood and collaborating with PCP and specialist teams.  


So this is Marie, that certainly is happening today. It probably depends on your setting and location, but 
yes, pharmacists are, in some hospitals and health systems, actively involved in interdisciplinary teams, 
where they are spending the time from the time that the patient is admitted to the hospital, they're 
actually working very closely in a team environment to when the patient, as an inpatient, working with 
them on identifying medications and working with the team, they also will be instructive for the patient 
when they are discharged. Some of them are using models where you have a hand-off between the 
hospital pharmacist and the community pharmacist. So there are some good models. I would say that 
one place to look for the literature in terms of current practices would be, there are articles within the 
American Journal of Health System Pharmacists, and that seems to be where most of that work that's 
done is being published today.  


This is Amy, and I would say, you know, I'm not working in a hospital setting per se, but I help with the 
medical neighborhood with my patients almost every day. I can think of many examples of where a 
patient may come in to see me, and they've recently been to nephrology or to GI or any other sub-
specialists, and I might be the first one in our primary care office to learn about the changes, and get the 
med list right, or find out that something was stopped, and now we're worried about, you know, care of 
a primary care disease state that we're managing, and that there's just been some communication gaps. 
And so I think we all help with that as much as we can, because often times we find out about those 
things through our work as well.  


And this is Angela. We do have, here at OHSU, which is the academic medical center for the state, 
located in Portland. I'm sorry if I didn't mention that earlier. We do have a care transition program, and 
the inpatient pharmacy side is very active in that role for, especially medication reconciliation, and 
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education for new medications, when the patients are discharged from the hospital. And I do have 
hand-off with that pharmacist on the inpatient side, to help transition the patients who reside with us as 
their primary care home for that transitional care.  


Thank you. So quickly, we have three minutes, but we have one more question that I feel really needs to 
be addressed today. In clinic practice, do you see medication reconciliation being localized to a single 
person, or is it done by multiple parties who may touch the patient in the clinic setting?  


This is Marie. I think that this is a good discussion to have in your practices, to have all the people who 
touch the patient for med rec purposes sit down and talk about what they each do, to look at more 
efficient work flows. I can tell you in our survey, this was a question that I didn't put up there, but it was 
one that I can tell you from the 19 practices we surveyed, there are multiple people who are doing this 
from the MA to nurses, to a pharmacist, to physicians, to nurse practitioners, so everyone is doing it. 
And I think first it should point out just a kind of a flag to say who is doing that? Talk to each other, find 
out what the efficient work flow is, and then decide what's going to work best in your own practices.  


Thanks Marie.  


I'm sorry Krystal.  


Go ahead.  


So here at OHSU, there has been an institution-wide initiative as to medication reconciliation and what 
each individual's role is in the process, from MA, to physician, to pharmacist, to nurse. And that has 
been really helpful in clarifying and from a pharmacist perspective, I can tell you that our MAs take a 
major role in identifying discrepancies in the patient's medication reconciliation process during rooming, 
and then if there are large discrepancies, where there are multiple discrepancies which requires some 
more teasing out, then they begin to involve me through a page or a consult.  


Thank you. I believe that's all the questions, all the time for questions that we have today. I want to 
point everyone's attention to the screen just for a moment. There has been a change in the curriculum. 
The May 27th National Webinar is going to be on Milestone 6, Compact and Collaborative Agreements. 
And the June 10th National Webinar is now going to be on Self-Management Support with Virtual Site 
Visits. So there has been a slight change, and I wanted to point everyone's attention to that. Also I want 
to really thank everyone for attending today. I want to thank Marie Smith, our subject matter expert, as 
well as Angela and Amy, for representing the clinical pharmacists within CPC. We hope that you found 
this presentation informative. You can exit the session by clicking on the file menu option at the top left 
of your screen and select the option to leave the session. You will be taken to a post-webinar survey 
which needs to be completed in order to receive credit for this presentation. Thank you.  


58:27 
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Primary Care – Specialist Physician  
Collaborative Guidelines 


I. Purpose 


• To provide optimal health care for our patients. 


• To provide a framework for better communication and safe transition of care 
between primary care and specialty care providers. 


II. Principles 


• Safe, effective and timely patient care is our central goal. 


• Effective communication between primary care and specialty care is key to providing 
optimal patient care and to eliminate the waste and excess costs of health care. 


• Mutual respect is essential to building and sustaining a professional relationship and 
working collaboration. 


• A high functioning medical system of care provides patients with access to the ‘right 
care at the right time in the right place’. 


III.  Definitions 


• Primary Care Physician (PCP) – a generalist whose broad medical knowledge 
provides first contact, comprehensive and continuous medical care to patients. 


• Specialist – a physician with advanced, focused knowledge and skills who provides 
care for patients with complex problems in a specific organ system, class of diseases or 
type of patient. 


• Prepared Patient – an informed and activated patient who has an adequate 
understanding of their present health condition in order to participate in medical 
decision-making and self-management. 


• Transition of Care – an event that occurs when the medical care of a patient is 
assumed by another medical provider or facility such as a consultation or hospitalization. 


• Technical Procedure – transfer of care to obtain a clinical procedure for diagnostic, 
therapeutic, or palliative purposes. 


• Patient-Centered Medical Home –a community-based and culturally sensitive model 
of primary care that ensures every patient has a personal physician who guides a team 
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of health professionals to provide the patient with accessible, coordinated, 
comprehensive and continuous health care across all stages of life. 


• Patient Goals – health goals determined by the patient after thorough discussion of 
the diagnosis, prognosis, treatment options, and expectations taking into consideration 
the patient’s psychosocial and personal needs. 


• Medical Neighborhood – a system of care that integrates the PCMH with the medical 
community through enhanced, bidirectional communication and collaboration on behalf 
of the patient.  


Types of Transitions of Care 


• Pre-consultation exchange – communication between the generalist and specialist to: 


1.  Answer a clinical question and/or determine the necessity of a formal 
consultation. 


2. Facilitate timely access and determine the urgency of referral to specialty 
care. 


3. Facilitate the diagnostic evaluation of the patient prior to a specialty 
assessment. 


• Formal Consultation (Advice) – a request for an opinion and/or advice on a discrete 
question regarding a patient’s diagnosis, diagnostic results, procedure, treatment or 
prognosis with the intention that the care of the patient will be transferred back to the 
PCP after one or a few visits. The specialty practice would provide a detailed report on 
the diagnosis and care recommendations and not manage the condition.  This report 
may include an opinion on the appropriateness of co-management. 


•  Complete transfer of care to specialist for entirety of care (Specialty Medical Home 
Network) – due to the complex nature of the disorder or consuming illness that affects 
multiple aspects of the patient’s health and social function, the specialist assumes the 
total care of the patient and provides first contact, ready access, continuous care, 
comprehensive and coordinated medical services with links to community resources as 
outlined by the “Joint Principles” and meeting the requirements of NCQA PPC-PCMH 
recognition. 


• Co-management – where both primary care and specialty care providers actively 
contribute to the patient care for a medical condition and define their responsibilities 
including first contact for the patient, drug therapy, referral management, diagnostic 
testing, patient education, care teams, patient follow-up, monitoring, as well as, 
management of other medical disorders. 
 Co-management with Shared management for the disease -- the specialist shares 


long-term management with the primary care physician for a patient’s referred 
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condition and provides expert advice, guidance and periodic follow-up for one 
specific condition. Both the PCMH and specialty practice are responsible to define 
and agree on mutual responsibilities regarding the care of the patient. In general, 
the specialist will provide expert advice, but will not manage the condition day to 
day. 


 Co-management with Principal Care for the Disease (Referral) – the specialist 
assumes responsibility for the long-term, comprehensive management of a 
patient’s referred medical/surgical condition.  The PCMH continues to receive 
consultation reports and provides input on secondary referrals and quality of 
life/treatment decision issues. The generalist continues to care for all other 
aspects of patient care and new or other unrelated health problems and remains 
the first contact for the patient. 


 Co-management with Principal Care for the Patient (Consuming illness) – this is a 
subset of referral when for a limited time due to the nature and impact of the 
disease, the specialist practice becomes first contact for care until the crisis or 
treatment has stabilized or completed. The PCMH remains active in bi-directional 
information, providing input on secondary referrals and other defined areas of 
care. 


• Emergency care – medical or surgical care obtained on an urgent or emergent basis. 
 


IV. Mutual Agreement for Care Management 
• Review tables and determine which services you can provide.  
• The Mutual Agreement section of the tables reflect the core elements of the PCMH 


and Medical Neighborhood and outline expectations from both primary care and 
specialty care providers. 


• The Expectations section of the tables provides flexibility to choose what services 
can be provided depending on the nature of your practice and working arrangement 
with PCP or specialist. 


• The Additional Agreements/Edits section provides an area to add, delete or modify 
expectations. 


• After appropriate discussion, the representative provider checks each box that 
applies to the commitment of their practice. 


• When patients self-refer to specialty care, processes should be in place to determine 
the patient’s overall needs and reintegrate further care with the PCMH, as 
appropriate.  


• The agreement is waived during emergency care or other circumstances that 
preclude following these elements in order to provide timely and necessary medical 
care to the patient. 


• Each provider should agree to an open dialogue to discuss and correct real or 
perceived breaches of this agreement, as well as, on the format and venue of this 
discussion.  


• Optimally, this agreement should be reviewed every 2 years.  
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Transition of Care 


Mutual Agreement 


• Maintain accurate and up-to-date clinical record. 
• When available and clinically practical, agree to standardized demographic 


and clinical information format such as the Continuity of Care Record [CCR] 
or Continuity of Care Document [CCD] 


• Ensure safe and timely transfer of care of a prepared patient. 


Expectations 


Primary Care Specialty Care 


 PCP maintains complete and up-to-
date clinical record including 
demographics. 


 Transfers information as outlined in 
Patient Transition Record. 


 Orders appropriate studies that 
would facilitate the specialty visit. 


 Provides patient with specialist 
contact information and expected 
timeframe for appointment. 


 Informs patient of need, purpose 
(specific question), expectations 
and goals of the specialty visit 


 Patient/family in agreement with 
referral, type of referral and 
selection of specialist 


 Determines and/or confirms 
insurance eligibility  


 Identifies a specific referral contact 
person to communicate with the 
PCMH 


 When PCP is uncertain of 
appropriate laboratory or imaging 
diagnostics, assist PCP prior to the 
appointment regarding appropriate 
pre-referral work-up. 


 Informs patient of need, purpose, 
expectations and goals of 
hospitalization or other transfers. 


 Notifies referring provider of 
inappropriate referrals and explains 
reasons. 


 


Additional agreements/edits: ____________________________________________________ 


______________________________________________________________________________


______________________________________________________________________________ 


______________________________________________________________________________ 
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Access 


Mutual Agreement 


• Be readily available for urgent help to both the physician and patient. 
• Provide adequate visit availability. 
• Be prepared to respond to urgencies.  
• Offer reasonably convenient office facilities and hours of operation. 
• Provide alternate back-up when unavailable for urgent matters. 
• When available and clinically practical, provide a secure email option for 


communication with established patients and/or providers. 


Expectations 


Primary Care Specialty Care 


 Communicate with patients who 
“no-show” to specialists. 


 Determines reasonable time frame 
for specialist appointment. 


 Notifies PCP of first visit ‘no-shows’ 
or other actions that place patient 
in jeopardy. 


 Schedule patient’s first 
appointment with requested 
physician. 


 Provides PCP with list of practice 
physicians who agree to compact 
principles. 


 
 
Additional agreements/edits: _____________________________________________________ 


______________________________________________________________________________


______________________________________________________________________________ 
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Collaborative Care Management 


Mutual Agreement 


• Define responsibilities between PCP, specialist and patient. 
• Clarify who is responsible for specific elements of care (drug therapy, referral 


management, diagnostic testing, care teams, patient calls, patient education, 
monitoring, follow-up). 


• Maintain competency and skills within scope of work and standard of care. 
• Give and accept respectful feedback when expectations, guidelines or standard of 


care are not met 
• Agree on type of care that best fits the patient’s needs. 


Expectations 


Primary Care Specialty Care 


 Follows the principles of the Patient 
Centered Medical Home or Medical Home 
Index. 


 Manages the medical problem to the 
extent of the PCP’s scope of practice, 
abilities and skills.  


 Follows standard practice guidelines or 
performs therapeutic trial of therapy prior 
to referral, when appropriate, following 
evidence-based guidelines. 


 Resumes care of patient as outlined by 
specialist, assumes responsibility and 
incorporates care plan recommendations 
into the overall care of the patient. 


 Shares data with specialist in timely 
manner including pertinent 
consultations or care plans from other 
care providers. 


 Reviews information sent by PCP and 
addresses provider and patient concerns. 


 Confers with PCP or establishes other 
protocol before orders additional services 
outside practice guidelines. Obtains 
proper prior authorization. 


 Confers with PCP before refers to 
secondary/tertiary specialists for problems 
within the PCP scope of care and , when 
appropriate, uses a preferred list to refer 
when problems are outside PCP scope of 
care. Obtains proper prior authorization 
when needed. 


 Sends timely reports to PCP and shares 
data with care team as outlined in the 
Transition of Care Record. 


 Notifies the PCP office or designated 
personnel of major interventions, 
emergency care or hospitalizations. 


 Prescribes pharmaceutical therapy in line 
with insurance formulary with preference 
to generics when available and if 
appropriate to patient needs.  


 Provides useful and necessary 
education/guidelines/protocols to PCP, as 
needed 


 
Additional agreements/edits: ________________________________________________ 
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Patient Communication 


Mutual Agreement 
• Consider patient/family choices in care management, diagnostic testing and 


treatment plan. 
• Provide to and obtain informed consent from patient according to 


community standards. 
• Explores patient issues on quality of life in regards to their specific medical 


condition and shares this information with the care team. 


Expectations 


Primary Care Specialty Care 
 Explains, clarifies, and secures mutual 


agreement with patient on 
recommended care plan. 


 Assists patient in identifying their 
treatment goals. 


 Engages patient in the Medical Home 
concept. Identifies whom the patient 
wishes to be included in their care 
team. 
 


 Informs patient of diagnosis, prognosis 
and follow-up recommendations. 


 Provides educational material and 
resources to patient when appropriate. 


 Recommends appropriate follow-up 
with PCP. 


 Be available to the patient discuss 
questions or concerns regarding the 
consultation or their care 
management. 


 Participates with patient care team. 


 
 
Additional agreements/edits: _____________________________________________________ 


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________ 
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V. Appendix 


• PCP Patient Transition Record 


1. Practice details – PCP, PCMH level, contact numbers (regular, emergency) 
2. Patient demographics -- Patient name, identifying and contact information, 
insurance information, PCP designation and contact information. 


3. Diagnosis -- ICD-9 code  


4. Query/Request – a clear clinical reason for patient transfer and anticipated 
goals of care and interventions. 


5. Clinical Data -- 


 problem list  
 medical and surgical history  
 current medication 
 immunizations  
 allergy/contraindication list  
 care plan  
 relevant notes  
 pertinent labs and diagnostics tests  
 patient cognitive status   
 caregiver status  
 advanced directives  
 list of other providers 


6. Type of transition of care. 
 Consultation 
 Co-management 


• Principal care 
• Consuming illness 
• Shared care  


 Specialty Medical Home Network (complete transition of care to 
specialist practice) 


 Technical procedure 
 


7. Visit status -- routine, urgent, emergent (specify time frame).  


8. Communication and follow-up preference – phone, letter, fax or e-mail 
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• Specialist Patient Transition Record --Initial 


1. Practice details – Specialist name, contact numbers (regular, emergency) 
2. Patient demographics -- Patient name, identifying and contact information, 


insurance information, PCP designation. 


3. Communication preference – phone, letter, fax or e-mail 


4. Diagnoses (ICD-9 codes) 


5. Clinical Data – problem list, medical/surgical history, current medication, labs 
and diagnostic tests, list of other providers. 


6. Recommendations – communicate opinion and recommendations for further 
diagnostic testing/imaging, additional referrals and/or treatment. Develop an 
evidence-based care plan with responsibilities and expectations of the BHP 
and primary care physician that clearly outline: 


1. A- ssessment:   
New/changed primary and secondary diagnoses with ICD 9/10 
codes, controlled vs. uncontrolled. 


2. D- ecision-making:  
Supportive evidence and logic for diagnosis, differential diagnosis 
and rationale for medication treatment or cognitive therapies. 


3. A- dvice to patient and patient goals:  
Summarize information, patient education and community 
resources provided to patient. Specify patient goals and methods 
to activate/engage patient in their care.  


4. P- lan:  
Recommended treatment plan and expectations with timeline of 
future tests or secondary referrals and who is responsible to 
institute, coordinate, follow-up and manage the information. 


5. T- ask List:  
Outline next steps in treatment and who is responsible for each 
task; specify when does patient return to the PCP. 


7. Technical Procedure – summarize the need for procedure, risks/benefits, the 
informed consent and procedure details with timely communication of 
findings and recommendations. 


8. Follow-up status – Specify time frame for next appointment to PCP and 
specialist. Define collaborative relationship and individual responsibilities. 


1. Consultation 


2. Co-management 
• Principal care 
• Shared care  
• Consuming illness 
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3. Specialty Medical Home Network (complete transition of care to 
specialist practice) 


4. Technical procedure 
 
 
 


• Specialist Patient Transition Record  -- Follow-up 


2. Practice details – Specialist name, contact numbers  
3. Patient demographics -- Patient name, DOB, PCP designation. 
4. Clinical Data –interval history and pertinent exam, current medication and allergies 


list, new labs and diagnostic tests. 


5. Diagnoses (ICD-9 codes) 


1. Note new or changed diagnoses  
2. New or current secondary diagnoses. 


6. Care Plan Recommendations –  


1. Communicate opinion and recommendations for diagnosis, further 
diagnostic testing/imaging, additional referrals and/or treatment.  


1. Technical Procedure – summarize the need for procedure, 
risks/benefits, with timely communication of findings and 
recommendations. 


2. Develop an evidence-based care plan that clearly specifies responsibilities 
and expectations of the specialist and primary care physician: 


1. Medication or medical equipment changes, refills and monitoring 
responsibility. 


2. Recommended timeline of future tests, procedures or secondary 
referrals and who is responsible to institute, coordinate, follow-up 
and manage the information. 


3. Community or medical resources obtained or needed such as Home 
Health, Social Services, Physical Therapy, etc. 


4. Patient goals – 
• Outline education and consultation provided to patient on 


med/surgical condition, prognosis and management and 
summarize their desired outcome/needs/goals/expectations 
and understanding. 
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3. Specify Follow-up status –  
1. Specify Transition of care status – Consultation, Co-management 


(shared care, principle care, consuming illness), Technical procedure 
2. Specify preference for bi-directional communication (phone, letter, 


fax or e-mail) – how does specialist prefer to send information to PCP 
and how does specialist want to be contacted by PCP. 


3. Specify time frame for next appointment to PCP  
4. Specify time frame for next appointment to specialist.  
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		Primary Care – Specialist Physician

		Collaborative Guidelines

		I. Purpose

		 To provide optimal health care for our patients.

		 To provide a framework for better communication and safe transition of care between primary care and specialty care providers.



		II. Principles

		 Safe, effective and timely patient care is our central goal.

		 Effective communication between primary care and specialty care is key to providing optimal patient care and to eliminate the waste and excess costs of health care.

		 Mutual respect is essential to building and sustaining a professional relationship and working collaboration.

		 A high functioning medical system of care provides patients with access to the ‘right care at the right time in the right place’.



		III.  Definitions

		 Primary Care Physician (PCP) – a generalist whose broad medical knowledge provides first contact, comprehensive and continuous medical care to patients.

		 Specialist – a physician with advanced, focused knowledge and skills who provides care for patients with complex problems in a specific organ system, class of diseases or type of patient.

		 Prepared Patient – an informed and activated patient who has an adequate understanding of their present health condition in order to participate in medical decision-making and self-management.

		 Transition of Care – an event that occurs when the medical care of a patient is assumed by another medical provider or facility such as a consultation or hospitalization.

		 Technical Procedure – transfer of care to obtain a clinical procedure for diagnostic, therapeutic, or palliative purposes.

		 Patient-Centered Medical Home –a community-based and culturally sensitive model of primary care that ensures every patient has a personal physician who guides a team of health professionals to provide the patient with accessible, coordinated, compre...

		 Patient Goals – health goals determined by the patient after thorough discussion of the diagnosis, prognosis, treatment options, and expectations taking into consideration the patient’s psychosocial and personal needs.

		 Medical Neighborhood – a system of care that integrates the PCMH with the medical community through enhanced, bidirectional communication and collaboration on behalf of the patient.

		Types of Transitions of Care

		 Pre-consultation exchange – communication between the generalist and specialist to:

		1.  Answer a clinical question and/or determine the necessity of a formal consultation.

		2. Facilitate timely access and determine the urgency of referral to specialty care.

		3. Facilitate the diagnostic evaluation of the patient prior to a specialty assessment.



		 Formal Consultation (Advice) – a request for an opinion and/or advice on a discrete question regarding a patient’s diagnosis, diagnostic results, procedure, treatment or prognosis with the intention that the care of the patient will be transferred b...

		  Complete transfer of care to specialist for entirety of care (Specialty Medical Home Network) – due to the complex nature of the disorder or consuming illness that affects multiple aspects of the patient’s health and social function, the specialist...

		 Co-management – where both primary care and specialty care providers actively contribute to the patient care for a medical condition and define their responsibilities including first contact for the patient, drug therapy, referral management, diagno...

		 Emergency care – medical or surgical care obtained on an urgent or emergent basis.



		IV. Mutual Agreement for Care Management

		Transition of Care

		Mutual Agreement

		 Maintain accurate and up-to-date clinical record.

		Expectations

		Specialty Care

		Primary Care

		 Determines and/or confirms insurance eligibility 

		 PCP maintains complete and up-to-date clinical record including demographics.

		Access

		Mutual Agreement

		 Be readily available for urgent help to both the physician and patient.

		Expectations

		Specialty Care

		Primary Care

		Collaborative Care Management

		Mutual Agreement

		 Define responsibilities between PCP, specialist and patient.

		Expectations

		Specialty Care

		Primary Care

		 Follows the principles of the Patient Centered Medical Home or Medical Home Index.

		 Reviews information sent by PCP and addresses provider and patient concerns.

		 Confers with PCP or establishes other protocol before orders additional services outside practice guidelines. Obtains proper prior authorization.

		 Manages the medical problem to the extent of the PCP’s scope of practice, abilities and skills. 

		 Follows standard practice guidelines or performs therapeutic trial of therapy prior to referral, when appropriate, following evidence-based guidelines.

		 Prescribes pharmaceutical therapy in line with insurance formulary with preference to generics when available and if appropriate to patient needs. 

		Patient Communication

		Mutual Agreement

		Expectations

		Specialty Care

		Primary Care

		 Informs patient of diagnosis, prognosis and follow-up recommendations.

		 Provides educational material and resources to patient when appropriate.

		V. Appendix

		 PCP Patient Transition Record

		1. Practice details – PCP, PCMH level, contact numbers (regular, emergency)

		2. Patient demographics -- Patient name, identifying and contact information, insurance information, PCP designation and contact information.

		3. Diagnosis -- ICD-9 code

		4. Query/Request – a clear clinical reason for patient transfer and anticipated goals of care and interventions.

		5. Clinical Data --

		 problem list

		 medical and surgical history

		 current medication

		 immunizations

		 allergy/contraindication list

		 care plan

		 relevant notes

		 pertinent labs and diagnostics tests

		 patient cognitive status

		 caregiver status

		 advanced directives

		 list of other providers



		6. Type of transition of care.

		 Consultation

		 Co-management

		 Principal care

		 Shared care



		 Specialty Medical Home Network (complete transition of care to specialist practice)

		 Technical procedure

		7. Visit status -- routine, urgent, emergent (specify time frame).

		8. Communication and follow-up preference – phone, letter, fax or e-mail

		1. Practice details – Specialist name, contact numbers (regular, emergency)

		2. Patient demographics -- Patient name, identifying and contact information, insurance information, PCP designation.

		3. Communication preference – phone, letter, fax or e-mail

		4. Diagnoses (ICD-9 codes)

		5. Clinical Data – problem list, medical/surgical history, current medication, labs and diagnostic tests, list of other providers.

		6. Recommendations – communicate opinion and recommendations for further diagnostic testing/imaging, additional referrals and/or treatment. Develop an evidence-based care plan with responsibilities and expectations of the BHP and primary care physicia...

		1. A- ssessment:

		New/changed primary and secondary diagnoses with ICD 9/10 codes, controlled vs. uncontrolled.

		2. D- ecision-making:

		Supportive evidence and logic for diagnosis, differential diagnosis and rationale for medication treatment or cognitive therapies.

		7. Technical Procedure – summarize the need for procedure, risks/benefits, the informed consent and procedure details with timely communication of findings and recommendations.

		8. Follow-up status – Specify time frame for next appointment to PCP and specialist. Define collaborative relationship and individual responsibilities.

		1. Consultation

		2. Co-management

		 Principal care

		 Shared care

		3. Specialty Medical Home Network (complete transition of care to specialist practice)

		4. Technical procedure

		2. Practice details – Specialist name, contact numbers

		3. Patient demographics -- Patient name, DOB, PCP designation.

		4. Clinical Data –interval history and pertinent exam, current medication and allergies list, new labs and diagnostic tests.

		5. Diagnoses (ICD-9 codes)

		1. Note new or changed diagnoses

		6. Care Plan Recommendations –

		1. Communicate opinion and recommendations for diagnosis, further diagnostic testing/imaging, additional referrals and/or treatment.

		1. Technical Procedure – summarize the need for procedure, risks/benefits, with timely communication of findings and recommendations.

		2. Develop an evidence-based care plan that clearly specifies responsibilities and expectations of the specialist and primary care physician:

		1. Medication or medical equipment changes, refills and monitoring responsibility.

		2. Recommended timeline of future tests, procedures or secondary referrals and who is responsible to institute, coordinate, follow-up and manage the information.

		3. Specify Follow-up status –

		1. Specify Transition of care status – Consultation, Co-management (shared care, principle care, consuming illness), Technical procedure

		2. Specify preference for bi-directional communication (phone, letter, fax or e-mail) – how does specialist prefer to send information to PCP and how does specialist want to be contacted by PCP.

		3. Specify time frame for next appointment to PCP

		4. Specify time frame for next appointment to specialist.
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Introduction 


To meet the aims of CPC, practices need to operate 
in an environment that is supportive of the changes 
in care that they are making. Commercial and public 
payers have aligned with CMS in this alternative 
payment model, providing a population-based 
payment and the opportunity for practices to share 
savings.  In each region there have been efforts to 
aggregate or align the delivery of data to practices 
and the demands for quality reporting from 
practices. Through a multi-stakeholder process the 
CPC initiative is engaging with regional stakeholders 
to create the environment to support 
comprehensive primary care and to align CPC with 
regional and statewide health care reform efforts. 
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Secondary 
Driver Change Concept Change Tactics 


Suggested Search Terms  
to Locate Applicable Resources 


5.1 


 
Engaged 


Community 


A:  Engage stakeholders with an 
interest in better care, better 
health outcomes, and lower 
overall cost of care in support of 
CPC practices. 


• Engage consumers, employers, unions and other regional or 
local entities in support of CPC practices. 


• Engage policy-makers at the regional or state level in the 
work of CPC. 


• Ensure that other regional or state primary care 
improvement efforts are aware of and can align with CPC. 


• Culture of improvement, 
payment, population health, 
revenue, shared savings 


B:  Support processes that integrate 
care across the Medical 
Neighborhood. 


• Engage hospitals, nursing facilities, pharmacies, other 
ambulatory providers and community-based services in 
efforts to improve coordination of care. 


• Care coordination, medical 
neighborhood, population 
health 


5.2 


 
Aligned Payment 


Reform 


A:  Use population-based payment 
to purchase comprehensive 
primary care services. 


• Prospectively align every member or beneficiary with a 
primary care provider, care team or practice. 


• Provide a per-member or beneficiary per-month supplement 
to fee for services for comprehensive primary care services. 


• Use a methodology shared with practices to risk adjust per 
member/beneficiary per month payment. 


• Align standards for Comprehensive Primary Care services. 


• Culture of improvement, 
payment, population health, 
shared savings 


B:  Provide actionable and timely 
cost and utilization data to 
practices. 


 


• Provide at least quarterly reports of timely data, by provider 
and practice, of services received by beneficiaries from 
outside of the primary care practice. 


• Notify providers and practices of ER visits and admissions, as 
soon as possible. 


• Engage with practices to improve the usability and 
functionality of data reports. 


• Analytic capability, high risk, 
medical neighborhood, 
population management 


C:  Reward practice actions to 
reduce total cost of care through 
shared savings or other 
mechanism. 


• Use shared savings or similar methodology to reward 
achievement of better care, better health outcomes and 
lower total cost of care. 


• Provide regular data that practices can use to guide practice 
changes to create shared savings. 


• Seek alignment between payment incentives and contract 
terms and the five Comprehensive Primary Care functions. 


• Analytic capability, outcome 
measures, payment, revenue, 
shared savings 


D:  Align quality measures. • Seek alignment on all three types of CPC quality measures 
(quality of care, patient experience and cost of care) with 
CMS and other major payers in the market. 


• Clinical quality measures, 
expense, patient experience, 
revenue, shared savings  
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Secondary Driver 5.1: Engaged Community 


 
Change Tactic: In addition to a strong payer group, engage consumers, employers, unions and other  
regional or local entities in support of CPC practices.  
 


Arkansas  
• Multi-stakeholder meetings include payers, practice representatives, employers, patients and community health 


organization representatives and continue to expand. 
• The focus of discussion in the past year has been on health literacy and data sharing.  
• Lessons learned: 


o Provide early clear and consistent facilitation to focus members on concrete and attainable goals 
o Choose areas in which many or the most influential members could take action 
o Don’t use workgroups or sub groups. Most topics are of interest to most members 


 


Colorado  
• Meetings began with 10 payers and now include physician leaders, participating practices, and later in the process, 


representatives from the State Department of Health Care Policy & Financing. There are plans to further expand 
participation to include patients, employers, hospitals and professional associations.  


• The focus of efforts in the past year has been primarily on selecting a vendor to provide a data aggregation product, 
including development of technical requirements, making a determination on best value, contract award and program 
development.  


• Lessons learned: 
o The importance of clear purpose, goals and agenda (and continually revisiting these) 
o Successful facilitation requires providing materials and interim communication to participants 
o Consistent, neutral facilitation creates a feeling of inclusion and common purpose 
o Group meetings should be transparent and allow generous discussion of post CPC payment options 
o Maximize stakeholders in messaging and other related activities (e.g., data aggregation) 
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Secondary Driver 5.1: Engaged Community, continued 
     
    New Jersey  


• Multi-stakeholder meetings include payers, 16 participating practices, New Jersey state hospital association and consumer 
groups. Planning is underway to include the patient perspective and expand to add other provider types.  


• The focus of efforts in the past year has been on including physicians, adding the patient perspective to the group, 
improving hospital data sharing, regional strategy for performing well in CPC and educating patients and hospitals on the 
benefits of CPC. 


• Lessons learned: 
o All practices want to have knowledge of what the group is doing even if they are not participating. 
o Group can serve as leaders at the learning session and advocate for best practices that can improve regional 


performance.  
o Need to intentionally draw out smaller payers while allowing the major market player to be an inclusive regional 


leader and remain engaged.   
 
New York  
• Multi-stakeholder meetings includes payers, practices, consumer representatives and state financial and regulatory 


agencies tied to the CMMI State Innovation Model (SIM). 
• The focus of efforts in the past year has been on the following: 


o Preparing for CMS to participate in regional all payer database (i.e., data aggregation) 
o Looking for opportunities to prompt larger organizations in the medical neighborhood to improve outflow of 


information to primary care about “their patients” 
o The effects of the non-overlap policy applying to CPC and the new Medicare Part B Chronic Care Management code 
o Advising the New York state department of health as they flesh out the SIM plans for Advanced Primary Care 


standards state-wide; engage CMS in strategies to align payment post CPC 
o Discussing drivers for lower utilization/costs with Regional Learning Faculty and encouraging all practice transparency 


for feedback report consolidation and collaboration  
• Lessons learned: 


o Commercial payer signals to practices regarding their continued engagement and commitment to CPC-like non-
visit/population payments are imperative in managing post-CPC anxiety. 


o Payers appreciate consistent and definitive leadership from CMS especially around data aggregation. 
o Consistent leadership by recognized regional leader ensures cohesion and consistent engagement by multi-


stakeholder group members. 
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Secondary Driver 5.1: Engaged Community, continued 
 
Ohio/Kentucky 
• The Multi-stakeholder process builds on a multi-year effort in the region, with monthly meetings consisting primarily of 


CPC payers and providers, but which also include several purchasers and purchasing groups. This group engages with the 
employer community in CPC by coordinating ASO (Administrative Services Only) site visits. Multi-stakeholder process also 
involves non-CPC providers and systems (e.g., Mercy Health, which is a Medicare Shared Savings Program ACO). 


• Focus has been on data aggregation and quarterly regional cost and utilization review. 
• Lessons learned:  


o A vocal payer with opt-out inclusion of ASO clients can help to boost employer participation when combined with 
robust participation by employers and purchasers in the multi-stakeholder process. 


o Experienced and respected multi-stakeholder faculty is critical for identifying and inviting purchasers and consumer 
groups in the region. 


 
 
Oklahoma 
• Multi-stakeholder meetings include payers, practices and just recently included two major area employers, both of whom 


are very engaged and vocal: Mazzio’s, a large multi-state restaurant franchise, and the Oklahoma Public Employees Health 
and Welfare Plan, which insures the majority of Oklahoma’s municipal employees. 


• The focus of the effort over the past year has been on data aggregation through the regional health exchange and 
continued use of the local payer contributed practice resources. 


• Lessons learned: 
o While challenging to coordinate initially, the local “Field Services Team” comprised of the local commercial payer 


supplied practice transformation and care management specialists who work alongside CPC-provided faculty are 
considered by all members of the stakeholder group to be essential to the positive results seen early on in Tulsa. 


o The multi-stakeholder group provides a sense of identity and authority to CPC, which helped faculty gain 100 percent 
practice cooperation in disclosing their identities for the cost and utilization data sharing effort. 


 
Oregon  
• The multi-stakeholder group includes payers, practice representatives, the Oregon Health Authority and the Oregon Office 


for Health Policy and Research.  
• The focus over the past year has been on alignment of quality measures and reporting requirements. The multi-


stakeholder group also has focused on aligning the timing and delivery methods of reports from the Oregon payers.  
• Lessons learned: 


o It is necessary to develop explicit agreements to encourage collaboration, such as to develop a decision-making 
protocol, to define “consensus” and to design a protocol for resolving disagreements. 
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Secondary Driver 5.1: Engaged Community, continued 
 


o In a market where there are many overlapping initiatives that focus on patient-centered care delivery, it is important 
to set a clear focus for the multi-stakeholder group and to streamline work processes to maintain and encourage effort 
toward the goals of the group.  


 


Change Tactic: Engage policy-makers at the regional or state level in the work of CPC. 
 
Arkansas 
• Department of Health officials participate in the multi-stakeholder group regularly and attend learning sessions. In 


addition, payers participate in an initiative called the Health Care Payment Improvement Initiative with the Arkansas 
Department of Human Services. CPC is directly connected to this initiative and efforts to move Arkansas toward a value-
based payment system over time. 


 
Colorado 
• Initial conversations with representatives from the Governor’s office have begun. Focus in on applying lessons learned 


from CPC to future SIM initiatives and other transformation efforts 
 
New Jersey 
• The multi-stakeholder meetings include consumer advocacy groups and a hospital association official working to develop 


statewide health care policy. The groups are interested in better educating patients and hospitals about CPC efforts and 
also improving the exchange of information so that health information is treated in a more patient centered manner.  


 
New York 
• The New York State agencies with oversight for implementing the state SIM, which draws heavily from CPC, attend and 


present regularly at the monthly multi-stakeholder meetings. Several group members are also active in the SIM steering 
committee charged with setting the Advanced Primary Care standards, which are the CPC-like standards the state of New 
York is formulating as requirements for non-visit/population payments by all payers to qualifying primary care practices in 
the state. 


 


  







Primary Driver – 5.0 Environment to Support Comprehensive Primary Care 
 


7 


Secondary Driver 5.1: Engaged Community, continued 
 
Ohio/Kentucky 
• The Multi-stakeholder group includes representatives from the Ohio Governor’s Office of Health Transformation, and is 


itself (the Health Collaborative) a regional convening body that focuses the region around health transformation.  
• CPC heavily informed the design of Ohio’s successful SIM test grant application, and the state works closely with the multi-


stakeholder body in designing its approach. 
 


Oklahoma 
• The state Medicaid agency participates in the multi-stakeholder group meetings. 
• My Health, which is the multi-stakeholder facilitator, is also playing a significant role in the Oklahoma SIM planning grant. 


Oregon  
• The Multi-stakeholder group includes the Oregon Health Authority and the Oregon Office for Health Policy and Research.  


 


Change Tactic: Ensure that other regional state or primary care improvement efforts are aware of and can align 
with CPC. 
 


Arkansas 
• Private payer participation in the CPC effort allows for crosstalk with the SIM efforts and the Healthcare Payment 


Improvement Initiative in Arkansas. These payers are involved in most of the efforts taking place in the state – such as the 
Medicaid medical home initiative. 


Colorado 
• Representatives from the Governor’s Office and their State Innovations Model (SIM) Manager participate in Colorado CPC 


Payer meetings and CPC practice models of integrated behavioral health informed the original SIM proposal. There are also 
separate SIM meetings which overlap significantly with the CPC payers. The SIM group also includes the regional CPC 
representative. 


New Jersey 
• One payer, Horizon, has a large primary care medical home program. That is the largest improvement effort taking place 


beyond CPC. NJ has a SIM design grant and all payers are involved in this. 


  







Primary Driver – 5.0 Environment to Support Comprehensive Primary Care 
 


8 


Secondary Driver 5.1: Engaged Community, continued 
 
New York 
• The state SIM initiative is coordinating regularly with the New York CPC stakeholder members and working to actively align 


the state’s Advanced Primary Care initiative (core of SIM) with CPC. 


Ohio/Kentucky 
• The Ohio SIM proposal has a significant PCMH component that aligns with the CPC model. 
• Other pilot demonstrations, such as the Integrated Care Delivery System and the Aligning Forces for Quality (ended in May 


2015) project, align in part with the CPC model. 
• Cincinnati ONC Regional Extension Center (REC) has been pivotal in assisting practices with HIT. 


Oklahoma 
• The state SIM planning grant is coordinating indirectly with CPC as the multi-stakeholder faculty is also actively engaged in 


the planning grant work. 
• The region and state have a small number of payers, the dominant of which, Blue Cross Blue Shield, is the major CPC payer, 


seeing gains and actively taking the payment model statewide. 


Oregon 
• Efforts are underway in the state of Oregon to develop a state-wide primary care collaborative.  This collaborative would 


include all major payers and other stakeholders in Oregon on a voluntary basis and would maximize the possibility for 
alignment of quality measures for payment incentives across the state. The CPC practices will be integrated into this 
initiative.   


 


 
Participation in Multi-stakeholder activities varies between regions, and may include patient representatives, consumer groups, 
employers, policy makers and other health care provider types. 


Change Tactic: Engage hospitals, nursing facilities, pharmacies, other ambulatory providers and community-based 
services in efforts to improve coordination of care. 
 


Arkansas 
• A variety of stakeholders – including pharmacies and community-based groups – have attended the multi-stakeholder 


 group. The group’s increasing focus on data sharing and health literacy is leading the group to involve more community 
 based stakeholders and also hospital association officials. 


 


Change Concept 
B:  Support processes that 


integrate care across the 
Medical Neighborhood.  
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Secondary Driver 5.1: Engaged Community, continued 
 
 
Colorado 
• Emphasis from CPC multi-stakeholder group to integrate in the future with health care entities that will facilitate a more 


integrated approach to care across the medical neighborhood. Strong emphasis on medication management and 
behavioral health integration.  


 
    New Jersey 


• The state hospital association has been engaged in response to practices’ need for better access to ER and discharge 
summary information. 


 New York  
• The Leadership group is working with a larger medical council to identify pathways for real-time direct transmission of 


clinical summaries as patients transition across CPC practices, acute care facilities, home health agencies and skilled 
nursing facilities.  


• There are two active regional health information exchanges, one affiliated with the multi-stakeholder facilitator and the 
other with the dominant payer, in the northern part of the region. Both are actively engaged with CPC in driving better 
connectivity with acute care and compacts with specialists.  


Ohio/Kentucky 
• The Area Agency on Aging is engaged with the CPC practices to develop better coordination with community-based 


services. 
• Multi-stakeholder group includes non-CPC providers. Medical and community partners staff booths at in-person learning 


sessions. 


Oklahoma 
• The My Health regional health information exchange is the multi-stakeholder faculty and thus serves as the central point of 


coordination for CPC needs for information from other health care suppliers. 


Oregon 
• The leadership group and multi-stakeholder group are both working on alignment of measures and timing and delivery of 


payer reports. Both of these forums allow practice leaders and payers to examine their systems of coordination on a larger 
scale.  
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Secondary Driver 5.2: Aligned Payment Reform  
 


All Regions 
• All payers have aligned with CMS, providing non-visit-based payment and an opportunity to share in savings. Each payer 


 uses their own methodology for patient attribution and risk adjustment and there is no coordination on payment 
 between payers.  


 
 
 
 
 
 
 
All Regions 
• Practices receive both aggregate practice-level feedback and patient-level data files from CMS every quarter. In May 2014, 


CMS began sharing with practice, payers and stakeholders quarterly region-level reports on descriptive trends and 
implementation findings, as well as practice-level data that can be used to identify practices with different outcomes. 
Outcomes are shown relative to all CPC practices.  


Arkansas 
• All Arkansas payers have started providing patient-level data to CPC practices. The format is not the same for these reports. 


The payers discussed how to access and use these reports at a learning session and will likely engage in more education of 
practices regarding these reports in the future. Some payers have been offering these reports for a longer period of time than 
others. Payers continue to provide quality, cost and utilization reports to practices on a quarterly basis. They are aligned 
around a set of core measures, not all measures. The core measures are calculated in the same way by payers so that 
practices can aggregate those measures. 


Colorado 
• Seven of 10 participating payers in Colorado have contracted with Rise Health to provide aggregated claims data to all 


Colorado CPC practices. The data aggregation tool will go live in May 2015. Practices and payers will use the web-based 
tool which allows authorized users to view and filter claims-based data across all seven participating payers. CMS is not 
currently participating in data aggregation but has started the approval process to participate. 


  


Change Concept 
A:  Use population-based 


payment to purchase 
comprehensive primary 
care services.  
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Secondary Driver 5.2: Aligned Payment Reform, continued 
 


New Jersey 
• All payers are offering reports to practices. The reports are not aligned. The largest payer in the region (covering roughly 40 


percent of the CPC population, with CMS covering another 40 percent) has implemented a PCMH data portal for practices, 
which contains utilization data at the patient level. 


 
New York 
• All payers are providing regular data reports to practices (these are not “aligned” as the payers had been providing an 


aggregated report through the Hudson Valley Medical Home program and are waiting on CMS to join the all payer 
database so they can re-start the provision of these reports).  


• The region is considering aligned data reporting as a secondary strategy to data aggregation.  
• One payer has implemented an online data portal for practices containing utilization data. 


Ohio/Kentucky 
• All payers are participating in aligned quarterly reporting as of fall 2014, providing reports to practices that report a similar 


set of utilization and quality metrics on a standardized timetable 
• All payers are participating in data aggregation effort with first reports anticipated in November 2015. Payers will start 


submitting data June 8, 2015. 
• Multiple payers have implemented a data portal for practices containing utilization data.  


Oklahoma 
• The regional HIE serves as data aggregator for all 62 Oklahoma CPC practices. 
• The regional HIE is incorporating data from commercial payers and the feedback reports from CPC and data from hospitals 


and other providers into a web-based tool to make cost and utilization data available online in real time to participating 
practices.  


Oregon 
• All payers have provided utilization reports with aligned formats, based on the Medicare reports, to practices since the 


spring of 2014. 
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Secondary Driver 5.2: Aligned Payment Reform, continued 
 


 
All Regions 
• All payers have aligned with CMS, providing non-visit-based payment and an opportunity to share in savings. Each payer 


uses their own methodology for patient attribution and risk adjustment and there is no coordination on payment 
between payers.  
 
Net savings will be calculated at the regional level and will be distributed by CMS in the third year of the program based 
on results from the second year. Distribution of any shared savings will be modified by CPC performance on quality and 
patient experience.  
 
Partnering payers each have their own specific methodology and do not coordinate. 


 
 
 
Arkansas 
• The payers have a core group of measures they report that are aligned so that practices can aggregate the measures if they 


desire to do so. Payers are also working to develop a regional feedback report similar to the CMS regional feedback report. 


Colorado 
• Colorado payers are aligned through the common data aggregation approach. 
 
New Jersey 
• Payers are not aligning quality measures but are actively sharing quality measure reports with providers and making 


changes to reports based on provider requests. For example, Horizon recently developed a unique report on the cost of 
specialists for patients being referred by CPC practices. 


 
New York 
• An initial assessment of the quality measures being used by the CMS and the four commercial health plans showed 34 


unique measures across the five payers, with only one measure was consistent across all payers. Multi-stakeholder faculty 
led negotiations across payers to streamline measures, resulting in a reduction of the measures and a higher degree of 
alignment. 
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Secondary Driver 5.2: Aligned Payment Reform, continued 
 
Ohio/Kentucky 
• All payers are participating in aligned quarterly reporting as of the fourth quarter of 2014; payers generally agreed on a set 


of 21 CQMs at the beginning of CPC, although a few payers have divergent definitions for similar measures. 
• Different payers are using different quality measures to determine eligibility for shared savings. 


Oklahoma 
• There are some very limited individual quality measures that each payer requires but are delivered by My Health, the 


regional health information hub. 


Oregon  
• This is a major focus of the Multi-stakeholder group, which is working to align measures and also to align timing and 


usefulness of payer reports for CPC practices. The group also is working to align and eliminate overlap of measures in 
various statewide initiatives to reduce the reporting burden on practices.  
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Medication Action Plan 
Any issues or problems that you may have with your medications are listed below. Also listed are 
concerns that you or our pharmacist brought up during your visit. Our pharmacist has listed the 
steps that you can take to fix or avoid these problems.  


Patient Name ______________________________   Date of Birth___________ 


Primary Physician__________________________________________________ 


Date: __________    


Medication or Condition of Concern Issue or Problem: _____________________ 


________________________________________________________________ 


How you can fix the problem: ________________________________________ 


________________________________________________________________ 


Date: __________    


Medication or Condition of Concern Issue or Problem: _____________________ 


________________________________________________________________ 


How you can fix the problem: ________________________________________ 


________________________________________________________________ 


Date: __________    


Medication or Condition of Concern Issue or Problem: _____________________ 


________________________________________________________________ 


How you can fix the problem: ________________________________________ 


________________________________________________________________ 


 


Date Prepared: _______________  Physician’s Phone Number: _____________ 


Remember to call if you: 
1. Have questions 
2. Are feeling ill and thinking of going to ER 
3. Immediately you are hospitalized 










