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May 22, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
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• 1.1: Access and 


Continuity 
• 1.4: Patient and 
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Change Driver 2: 
Enhanced Accountable 
Payment 
• 2.2: Analytic Capability 


Change Driver 3: 
Continuous Improvement 
Driven by Data 
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Review 


Change Driver 4: Optimal 
Use of Health IT 
• 4.2: Data Exchange 
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initiatives/Comprehensive-
Primary-Care-Initiative/.  
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The data shown here includes all 
radiology providers, not just those with a 
care compact agreement. Latest data 
shows a three-fold improvement. 


CPCPracticeSpotlight46 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Innovative Care Compacts Result in Timely Care, Continuity and Efficiency  
Comprehensive Primary Care Services, New Rochelle, New York; solo practitioner; 2,361 patients 


Situation:  After referring patients to specialists for routine screenings or specialty consultations, Comprehensive 
Primary Care Services (CPCS) repeatedly witnessed a frustrating mix of redundant testing, delayed reports or 
abandoned appointments. Further, the referral process often bewildered patients, who frequently were uncertain 
which physician was now leading their care and where they should go for treatment going forward.  


Innovation: Focusing on timeliness, patient experience and cost of care, 
Ijeoma Nduka, MD, and Basil Njoku, CPCS practice administrator, 
created a wrap-around process for their practice’s referrals to high-
volume specialists. Developed in collaboration with specialty providers, 
this process ensures patients have timely access to a specialist, the 
patient is prepared and educated on the need for the specialist visit and 
the patient knows to return to CPCS for follow-up and ongoing care as 
appropriate. Additionally, specialists are granted temporary access to the 
practice EHR for the most up-to-date patient information. 


Data for Quarter 2 of 2014 showed CPCS sent the most referrals to 
radiology, gastroenterology and pain management. Dr. Nduka then 
personally contacted physician leadership at these specialties to propose 
a care compact agreement. Specialists were initially hesitant, mistaking 
“compact” as a “contract,” or a legally binding agreement. Dr. Nduka 
clarified that the agreement was to create an enhancement of a team-
based care model that provides greater continuity for the patient across 
care settings, which ignited interest among the specialists. 


Dr. Nduka then handed the process over to Basil Njoku to finalize with the providers. Using a template as a starting 
point, Basil collaborated with each provider to work through the finer points. However, these key points are 
common across every agreement: 


• The specialist receives secure access to CPCS’ EHR for a designated period to view pertinent patient 
 history and recent lab and screen results. This eliminates the possibility of duplicative testing. 


• The specialist agrees to see non-urgent cases within one week and urgent cases within 48 hours.  
 Dr. Nduka’s staff will call the specialist to alert the provider if an urgent case needs to be scheduled. 


• The specialist commits to returning consultation notes within 48 hours of the appointment. Currently 
 these are faxed, and in June CPCS will roll out an option to upload notes directly into the patient record. 


• Dr. Nduka personally prepares the patient. She explains the consultation’s purpose and the follow-up 
 processes as well as emphasizes her role as the patient’s primary care provider. 


• Dr. Nduka schedules the patient’s follow-up visit at CPCS before the patient leaves the office. Knowing 
 the specialist will see the patient within a week and notes should be returned two days following the 
 appointment, the CPCS scheduler sets the patient’s appointment generally about two weeks later. Urgent 
 cases are seen sooner. 


• The specialist agrees to report any further referrals back to Dr. Nduka as well as refer only to providers 
 within the patient’s network of covered providers.  
Dr. Nduka marks referrals as an “in process” or “pending” task, making tracking and follow-up part of everyday 
workflow. If the consult process is not completed within the expected timeframe, nurses will follow-up with the 
patient or provider as needed.   


As a result of a compact agreement the assurance of a timely appointment with a specialist was the key for a patient of 
Dr. Nduka’s with a high risk for cancer. The patient resisted screening, telling Dr. Nduka she believed she was fated to 
die of the same disease that had claimed many family members. Dr. Nduka persuaded the patient that early detection 
and treatment could be the difference for her health. The patient finally agreed to the screening, and the quick 
response time minimized her anxiety. Unfortunately, the screening showed early stage cancer. The patient is currently 
in treatment with a positive outcome highly likely. Most importantly, the patient understands that the screening likely 
saved her life. 


Benefits/Outcomes: The timely receipt of consultation notes has dramatically increased (see graph above). Further, 
patients are less likely to become lost in a referral maze or not pursue specialist care due to lengthy wait times for an 
appointment.  
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June 22, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.2:  Planned Care for 


Chronic Conditions and 
Preventive Care 


• 1.4: Patient and 
Caregiver Engagement 
 


Change Driver 2: 
Enhanced Accountable 
Payment 
• 2.2: Analytic Capability 


 


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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CPCPracticeSpotlight48 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Million Hearts® ‘Champion’ Practice Honed Performance  
in Hypertension Control through Multiple Tests of Change  
Upper Valley Family Care, Troy and Piqua, Ohio; independent; 5 physicians, 2 NPs, 1 PA; 12,500 patients 
Situation: In February 2015, the U.S. Department of Health and Human Services’ Million Hearts® initiative recognized 
Upper Valley Family Care as one of 30 “Hypertension Control Champions” in the U.S. for its success in helping 
patients control their high blood pressure. 


Strategy: Upper Valley’s strategies for 
improvement originate with “transformation 
teams,” made up of physicians and clinicians 
from both sites along with the business manager 
and the nursing supervisor. The teams’ diverse 
expertise expedites decision making, plans for 
training, resource procurement as well as data 
analysis. To monitor their progress, the team 
followed the Million Hearts® reporting 
parameters and developed rolling 12-month 
reports. Upper Valley notes that engaged, 
consistent physician leadership is the bedrock for 
improvement work and cohesive teams. When 
physician leaders express confidence in their teams’ critical thinking and assessment skills, this encourages every 
team member to proactively participate in quality improvement and patient care.  


These teams leveraged multiple tests of change to hone workflow, techniques and care management follow-up to 
improve on strong baseline hypertension (HTN) control among patients with high blood pressure (<140/90). 


Timeline Highlights: 
2013 Q1 – Transformation teams met to create workflows for initial blood pressure (BP) measurements, follow-
up steps in the office (and subsequent visits), as well as ongoing care management for patients working toward 
HTN control.  


2013 Q2 – Began procuring patient education materials and testing workflows, including identifying where in the 
workflow to take the patient’s initial BP reading and manual versus electronic measurement (manual technique 
was not only more accurate, but patients preferred it over the electronic cuff, which some patients found 
uncomfortable). An evaluation of loaner wrist and arm cuffs for patients to use at home found that wrist cuffs 
were less accurate, but they were kept in use due to their value in engaging patients in tracking their own BP 
readings.  


2013 Q3 – Both sites implemented the tested workflows and techniques. As care managers and health coaches 
worked with patients to improve their HTN control through individualized care plans, they used motivational 
interviewing to shape plans that reflect the patient’s abilities and priorities. As a result, they realized that 
patients needed materials to support their changes in diet and exercise. The coaches created packets of targeted 
information (for example, exercise tips for beginners, beginning strength training, goal-focused regimens, etc.), 
encouraged patients to drop in anytime during regular office hours for blood pressure checks and loaned 
patients an automated cuff to take at-home readings and send updates through the patient portal. Patients 
seeking to make healthy eating a priority can meet with the staff registered dietitian. 


2013 Q4 – It was observed that measurement techniques varied among staff and was affecting consistency. This 
was addressed with a refresher training session for clinicians using videos from Million Hearts.® The refresher 
training then opened a discussion about allowing the patient to rest before taking the reading, which lead to 
additional PDSAs. 


2014 Q2 and Q3 – Teams tested taking measurements before and after intake, ultimately finding that readings taken 
after intake resulted in fewer false positives for HTN. This change in the order of steps led to equipping all exam 
rooms with cuffs, which was completed in 2014 Q3. 


Outcomes and Ongoing Improvement:  Over seven quarters, Upper Valley showed continuous improvement in 
control rates, moving from a baseline of 70.4% to 78.5% by 2014 Q3. Engaged physician leadership and 
teamwork have helped drive this improvement. The transformation teams are now creating visuals to post in 
each office to promote sustainability and friendly competition between the sites.  



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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July 2, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.1: Access and 


Continuity 
• 1.2:  Planned Care for 


Chronic Conditions and 
Preventive Care 


• 1.4: Patient and 
Caregiver Engagement 
 


Change Driver 2: 
Enhanced Accountable 
Payment 
• 2.2: Analytic Capability 


 
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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CPCPracticeSpotlight49 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Patient-Centered Care Plan Curbs Patient’s Hospital Use, Savings to Top $150,000 
Independence Primary Care, Independence, Kentucky; system affiliation; 6 physicians, 1 NP; 9,095 patients 
Situation: Suffering from acute anxiety and chronic conditions she struggled to manage, Anna* is a well-known 
patient to providers at Independence Primary Care and St. Elizabeth hospitals. A change in symptoms easily caused 
panic, prompting Anna to call and message Lori Catanzaro, DO, or her care team multiple times during the week for 
same-day appointments. On weekends or late nights, she would seek care at the emergency department. By early 2014, 
Anna averaged a visit to the ED about every 10 days, and more than half of those visits resulted in a hospital admission.  


Strategy: Dr. Catanzaro altered Anna’s care plan to ease Anna’s anxiety and build her self-management confidence 
to help her seek care at the appropriate setting as needed. Starting in March 2014, Dr. Catanzaro scheduled Anna for 
weekly appointments. The Monday afternoon office visit served three purposes. First, Anna wouldn’t miss work to 
make her appointment, which lessened that source of stress. Second, if she had a concern over the weekend, Anna 
knew she would be seen on Monday and wouldn’t need to resort to using the ED for care. Third, the set 
appointment eliminated the disruption for practice staff of continually working Anna into the schedule. 


Knowing this intensive care management approach hinged on Anna’s buy-in, Dr. Catanzaro had a frank discussion 
with Anna at the start to set boundaries. The team committed to helping her improve her health, but Anna had to 
stick with the schedule and follow through as asked.  


Every 10-minute appointment had a consistent pattern of self-management support and patient education. While 
everyone on the team worked with Anna, Dr. Catanzaro proved to be the most influential communicator. She 
repeatedly educated Anna about her care and how and when to contact the physician office according to her 
condition and needs. Previously, Anna would call Dr. Catanzaro, then her medical assistant and then send messages 
through the portal (EPIC’s MyChart). The flurry of communication often had several people working through Anna’s 
messages concurrently. Teaching Anna to use the portal for non-urgent issues – and assuring her that Dr. Catanzaro’s 
team would respond within a couple of hours – gradually decreased the multiple calls and emails.  


Because the team communicated about Anna’s current status during pre-visit planning, it became obvious to Anna 
during the office visits that her physician and care team were kept informed about her MyChart messages and her 
specialist visits. This added another layer of assurance that her needs were acknowledged and being met.  


The after-visit summary also served as a self-management tool for Anna. She was encouraged to refer to it for 
physician instructions, reminders about upcoming specialist appointments and other messages pertaining to her 
current state of health. Prior to this coaching, it was not unusual for Anna to leave an appointment and then send a 
follow-up question through the portal because she forgot what was directed in the office visit.  


The team was “insistent and consistent” about 
Anna’s follow through medications and specialist 
referrals – especially counseling sessions to help with 
her anxiety. The medical assistant or a healthcare 
advocate would call her between appointments to 
further encourage her to keep her specialist 
appointments as well as informally check in on her 
status.  


The frequency of Anna’s appointments made her a 
familiar face in the office. As she built a friendly 
rapport with the staff, she came to see everyone as 
someone on her team. This further aided her 
willingness to make improvements in her health.  


Outcomes: As of May 2015, Anna has been to the ED twice and had two admissions for a total utilization cost to date 
of less than $20,000. If this improvement rate holds steady and Anna continues to avoid seeking unnecessary care 
through the ED, this will reduce her health care expenditures by more than $150,000 in 2015. 


Anna’s ability to confidently self-manage continues to improve. Her follow-up with specialists and behavioral health 
providers is more consistent, and she has remarked to her care team that she feels she’s “getting better.” She will 
now occasionally cancel a standing appointment when she feels she’s on track and doesn’t need the check in. 


Anna’s story and how Dr. Catanzaro’s team used a tailored approach to address Anna’s needs has been shared 
across the St. Elizabeth’s system as a model for patient-centered care. 


* Name changed to protect patient privacy. 
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July 17, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.2:  Planned Care for 


Chronic Conditions 
and Preventive Care 


• 1.4: Patient and 
Caregiver Engagement 
 


For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Above: Run chart used with patient described in this story. 
The red oval highlights a point of considerable improvement 
and correlates to the patient’s increased exercise. 


CPCPracticeSpotlight50 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
A Simple Ask: How One Request Can Quickly Engage and Activate Patients  
Firstcare Medical Group, Lyndhurst and Verona, NJ; independent; 5 physicians, 8 PAs; 14,000 patients 


Situation: George Ambrosio, MD, knows that patients who follow a tailored plan of care are more likely to 
successfully manage their health conditions. He follows a simple two-part process to engage his patients with obesity 
and a co-morbid condition. First, he asks them to track behaviors that affect their health. Second, when patients 
return for the critical follow-up visits, he starts and maintains a collaborative dialogue based on what they learned.  


Innovation: When patients track their behaviors, it sparks what Dr. Ambrosio calls their “mindfulness,” which opens 
the way to meaningful activation and engagement in their care plans.  


Tracking is kept simple and tailored to the patient. To help patients track their daily activity by way of counting 
their steps, the practice provides a pedometer or shows the patient how to download a fitness app to their smart 
phones. Patients also track three foods, such as sugary drinks (including alcohol), bread and cheese. The food log is 
adapted to the patient’s lifestyle and habits and patients may substitute other foods to track, such as candy, rice or 
fried foods. However, the list is limited to three foods to keep it manageable for the patient. 


Patients then bring completed logs to the follow-up appointment, which is timed according to the patient need for 
support. This varies between a week to four weeks, but the necessity of a timely follow-up visit is emphasized to the 
patient as an important part of the patient’s care plan.  


Before each follow-up visit, care managers call or text patients with encouraging reminders about logging activity and 
food choices. They offer support or share helpful resources, such as a www.TheWalkingSite.com. This outreach helps 
keep patients on track and it also assures patients that Dr. Ambrosio and his team are available to offer continual support.   


At the report back and every follow-up visit, Dr. Ambrosio starts by asking, “Where’s your log?” and “How do you think 
you’re doing?” Then he listens. Patients frequently take the lead, sharing revelations, such as “The five coffees I drink 
every day have 14 teaspoons of sugar each,” “I eat ice cream every night” or “walking around the block is easier than  
I expected.” This heightened awareness then guides collaborative goal setting between Dr. Ambrosio and his patient, 
based on the patient’s abilities, feedback and willingness. He believes patients respond because they feel genuinely 
listened to and cared about, and “no one cares 
what you know, until they know you care,” he says, 
paraphrasing Teddy Roosevelt’s famous quote.  


Dr. Ambrosio also explicitly tells patients that 
“exercise is medicine.” He points to research from 
the American College of Sports Medicine that shows 
consistent exercise over time can create the same 
health benefits as many prescribed medications. 
Hearing their physician “prescribe” exercise stresses 
its importance and helps patients correlate 
increased activity to their overall wellbeing and not 
just a weight-loss strategy.   


One example of how this engagement helped a 
patient is shown in the chart on this page.  
Dr. Ambrosio and his team had been treating Barb*,  
a middle-aged, obese woman with diabetes, for 
many years. At a December 2013 check-in,  
Dr. Ambrosio asked her to start tracking her daily steps and three foods. By February 2014, Barb made considerable 
progress, averaging 10,000 or more steps per day. Over 12 months, her BMI dropped from 43 to 27 and her A1c 
dropped from 7.5 to 5.2. In late 2014, she wavered from her exercise commitment and by February 2015, her BMI 
increased to 31 and her A1c to 6.2. Barb is currently working on increasing her exercise and is back on track to once 
again improve her BMI and A1c. 


Sustainability: Dr. Ambrosio believes the challenge is to maintain the patients’ mindfulness of their behaviors after 
they have achieved their health outcome goals. Patients with acute needs are seen frequently, but those who reach 
their goals have less intensive care management from the practice. To this end, Dr. Ambrosio is exploring how patients 
can stay engaged by reporting steps and other metrics through an online platform. This would help patients and their 
care team monitor and promote healthy behaviors before adverse health outcomes develop. 


*Name changed to protect patient privacy. 
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July 31, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.4: Patient and 


Caregiver Engagement 
 


For more information 
about the CPC initiative, 
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Primary-Care-Initiative/.  
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Batesville’s PFAC suggested using this comment 
card to solicit regular feedback from patients. 
Comments from these cards drove improvement 
on wait times.  


CPCPracticeSpotlight51 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Developing a Highly Effective PFAC over Time:  
How Structure and Transparency Foster Useful and Actionable Feedback  
Batesville Family Practice Clinic, Batesville, Ark.; independent; 6 physicians; 8,800 patients 


Situation: When Batesville Family Practice Clinic first 
implemented a patient and family advisory council (PFAC) 
in 2013, the early meetings were not promising. Only two 
patients came to the kick-off meeting, and in later meetings, 
patients’ feedback was not always useful. Some patients 
focused on narrow topics of interest to them, while others 
were reluctant to offer any constructive criticism.  


Strategy: Batesville regrouped its efforts and broadened 
recruitment to build the council’s size and diversity. They also 
pursued a more structured meeting style where being open 
about their need for improvement would facilitate 
participation and actionable feedback.  


Recruitment — Combing through their panels, physicians and 
nurses nominated patients and caregivers from various 
backgrounds, family types and professional experience for the 
council. They also included “chronically displeased” patients to ensure representation of an array of viewpoints. Care 
managers called the nominated individuals, describing the PFAC’s function while inviting them to serve as advisors. 
Further, they stipulated conditions for participation included regular attendance and adherence to the council’s bylaws.   


Structured Meetings — In addition to setting bylaws for conduct and participation, Batesville cultivates a structured 
environment in its PFAC by using the rules of order to run meetings. Council members receive agendas and a call for 
discussion topics prior to meetings, which not only remind them about the upcoming meeting, but it helps them 
prepare for discussions and stay on topic. The agendas also eliminate repeating previous topics.  


Transparency — To elicit meaningful discussion from the council, Batesville shares its patient survey results as well  
as findings from in-house occasional surveys. Data from quality improvement projects are also reviewed in council 
meetings. By giving the council a complete view of the clinic’s activities and challenges, it helps them to provide 
actionable suggestions for improvement. Further, transparency has fostered rapport over time between the council 
and the Batesville team. As suggestions are carried out and shown to be successful, the “chronically displeased” 
members of the PFAC have turned into cheerleaders. Other members see the transparency as proof of the practice’s 
genuine commitment to improvement.  


Participation and Actionable Feedback — Council members are treated as experts on the patient experience, which 
demonstrates how the practice values the council’s input. Their fresh perspective also helps elevate the need to 
address patient concerns that might not have been a priority for the staff to resolve. For example, the council pointed 
to lengthy wait times as a negative experience for patients. Their recommended solution was for the staff to check-in 
with patients who had been waiting 15 minutes past their appointment time and provide a status update or 
explanation. The PFAC understood that tweaks to workflows and schedules were solutions but reminded them that 
patients value a personal touch too.  


An example is their suggestion to post an “Ask for a List of Your Medications” sign at checkout, a simple solution  
that allows patients to track their current medications plus gives them a list they can share with other providers.  
The council also suggested reducing patients’ frustration with “phone tag” by having patients’ emergent phone calls 
roll over to the care managers if that patient’s nurse was unable to take the call.  


Outcomes: Two years later, Batesville convenes a 10-member PFAC that provides astute guidance on patient concerns 
and perspectives. Its advice influences improvement across all aspects of the clinic, such as a robust New Patient 
Welcome packet with an array of practice information along with reminders about calling the practice before using 
the emergency room. The council advocated for education materials written in plain language and suggested posting 
education information in designated areas. The council assisted in developing a comment card (shown above) and 
brochures about the patient portal and community resources. The clinic tracks satisfaction and comments from the 
comment cards to keep tabs on trends as well as interviews patients during their visits about changes made in the 
clinic. Batesville’s approach had risks, such as openly sharing deficiencies and including their critics on the PFAC. 
However, taking those risks has afforded them invaluable insight into patients’ perspectives. 
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Aug. 14, 2015 


CPC Change Driver 1: 
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Use of decision aids are documented with a dummy 
procedure code in the patient record. The practice now 
also records if the patient accepts or declines the 
screening. Use of the mammogram decision aid started 
with another initiative with a high volume requirement at 
start. Santiam restarted the work in 2015 with CPC 
tracking measures. 


*Q3 data as of July 31, 2015. 
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CPCPracticeSpotlight52 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
A Small Practice and Shared Decision Making: Start Simple to Scale Up 
Santiam Medical Group, Aumsville, Oregon; system-affiliated; 2 physicians, 1 NP; 2,430 patients 


Situation: This small practice started CPC shared decision making (SDM) in 2014 when testing prostate-specific antigen 
(PSA) for eligible patients. To date, Santiam Medical Group has expanded its shared decision making (SDM) work to 
mammography and colorectal cancer screening following the same approaches and process measures described below. 


Innovation: While only a small number of its patients 
are eligible for the PSA screening, Santiam Medical 
Group designed workflows and process measures that 
could easily scale to new topics as the practice 
broadened its SDM work. 


After obtaining free decision aids on PSA testing from 
the American Cancer Society, Santiam printed some for 
patients to use in the office and to take home.  


Process measures are tracked within the EHR (Greenway 
Prime Suite). With help from the Santiam IT department, 
dummy billing codes and templates were set up to track 
use of the decision aid. The template documents the 
patients’ eligibility and also their use of the decision aid. 
If the patient receives the aid, a fake procedure code is 
entered into a discrete field. The practice has now added 
a field to record if the patient declined the aid. A search 
for those codes easily provides tracking data and reports 
for these process measures. The document template is 
not associated with a visit and can be pulled into the 
patient’s notes as needed. 


As medical assistants (MAs) complete a patient’s intake 
information, they ask eligible patients (men, age 50+, no history of prostate cancer or symptoms associated with that 
cancer) about PSA screening. MAs document if the aid was offered as well as if the patient accepted or declined the 
screening. 


Factors that affect implementation and outcomes: 
Regardless of practice size, several factors contribute to how shared decision making is deployed into routine 
workflows.  


Focus on effort — Competing priorities and initiatives affecting a larger population can make continuity of effort a 
challenge. Running data quarterly and sharing about outcomes with the team helps keep the effort visible. At Santiam, 
physician-led daily huddles include reminders about shared decision making and other quality improvement initiatives. 


Clinical judgment — Due to staffing changes, MAs have varying levels of expertise in identifying eligible patients. 
Training and guidance on patient eligibility is an ongoing process to ensure consistency in delivery and tracking. The 
practice plans to make all decision aids available in exam rooms for patients to read while waiting. Providers have 
found that patients will ask questions after viewing the materials, and this helps MAs with identifying eligible patients. 


Patient bias, expectations and behaviors — Questions in mass media about the efficacy of PSA screening have 
swayed patients to particular viewpoint. Conversely, messaging from other health care groups sets the expectation 
that PSA screening is a “must have” for preventive care. Other patients are surprised that physicians present options 
for screenings and would prefer to be directed toward the choice most appropriate for them. Although decision aids 
are generally easy to read with a mix of text and graphics, some patients resist taking five to 10 minutes to read the 
material and would prefer to have the physician present the options. 


Outcomes: Rates have remained relatively stable across implementation (see run chart above). Using templates and 
dummy billing codes have proven effective for tracking the process measures, and now they are in use as the clinic has 
started SDM for colorectal cancer screening options (all patients ages 50+) and frequency of mammography (women 
ages 40–49). Having established workflows for identifying patients and appropriately documenting SDM has made 
expansion and adoption easier for the care team. 
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While all patients with depression appear to have benefited 
from receiving direct BH services, patients with PHQ-9 scores  
of 20 or more (severe depression) have the greatest 
improvement in scores.  


CPCPracticeSpotlight55 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Measuring the Effectiveness of Behavioral Health Management 
Boulder Community Health, Boulder, Colo.; system affiliated (5 CPC sites); 22 physicians, 1 PA; 30,000 patients 
Situation: To evaluate effectiveness of its behavioral health (BH) services, Boulder Community Health designed a 
measurement strategy that not only fulfilled CPC reporting requirements but showed the benefit of the services.   


Strategy: In May 2015, the BH specialist in one 
clinic began tracking the PHQ-9 scores among 
patients with moderate and severe depression 
following direct treatment. She grouped patients 
according to baseline PHQ-9 scores: 0–14 is mild 
to moderate depression, 15–19 is moderate to 
severe and 20+ is severe depression.  


Screening process — All patients ages 12 and 
above receive depression screening annually. 
Scores are input in the EHR in an assistant 
flowsheet that tracks a “yes/no” value for 
administering the PHQ-2 and provides a drop-
down list of values (0–27) for the PHQ-9, if given. 
The completed PHQ-9 is scanned into the 
patient record to allow the provider to review 
and follow-up on specific responses, such as 
replies to questions about safety. 


Providers can access a BH specialist for 
immediate needs during a patient encounter, 
for warm hand-offs and for consultations.  
At this time, one specialist works across two 
clinics. If she is not available in person for a warm hand-off, the provider can create a task for the specialist to follow-
up with the patient by phone to schedule an in-clinic appointment. 


Eligible patients — The care teams refer patients to a BH specialist if their evaluation shows a potential benefit from 
short-term, solution-focused treatment. While patients are referred for a range of behavioral health issues, care 
teams may also refer patients with behavioral change needs, like weight loss and tobacco cessation strategies.  


Patients with complex behavioral health needs, such as severe substance use, chronic and persistent mental illness,  
or trauma recovery, are referred to external providers and were not included in this sample.  


Re-measurement — Patients re-take the PHQ-9 at any time after treatment begins but generally after three visits are 
completed. Patients meet with a specialist in 30- to 45-minute sessions, up to three times over a six-month period. 
The BH specialist may administer another PHQ-9 following treatment to assess the patient’s stability.  


Refinements — Initially the BH specialist measured change in all patients but then further refined the methodology  
by grouping patients according to the severity of their depression. This allowed the practice to identify which patients 
benefitted most from the embedded services.  


When BH services were first offered, high demand created a four- to six-week waiting time for visits. Boulder reduced 
the number of visits from six to three to open slots for quicker access. If patients have continuing needs after 
completing three visits, they are referred to an external provider. Boulder has emphasized with external providers 
that timely communication about patient treatment is an important part of the practice’s BH approach. Boulder also 
offers episodic care as needed.  


The team currently manually tracks pre- and post-treatment scores monthly on a separate spreadsheet but is working 
with its IT specialists to integrate tracking into the medical record. 


Findings to date: Cumulative data through August 2015 shows 65% of all patients in direct treatment had improved 
PHQ-9 scores at re-measurement, and all patients with severe depression (PHQ-9 of 20 points or more) had an 
improved score.  


In planning expansion of BH services, Boulder is now pinpointing clinics with the highest volume of patients with high 
PHQ-9 scores rather than just volume of patients with positive PHQ-2s. This strategy would put timely services within 
reach of those who need them most. 
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The letter outreach has resulted in only six 
responses (3% of target) to date. Note 
that expenses for those responses include 
more than $100 in postage and supplies, 
plus staff time. This roughly equates to at 
least $15 in costs per response. The portal 
message was sent with no hard costs and 
less than an hour of staff time, and it 
yielded 22 responses. 
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CPCPracticeSpotlight56 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Explore Potential Efficiencies Using Your Patient Portal as an Outreach Tool 
Warren Clinic – Tower 900 site, Tulsa, Oklahoma; system affiliated (St. Francis Health System)  
3 physicians; 3,727 patients 
Situation: As the Tower 900 site of Warren Clinic explored the full implementation of its EHR (EPIC), the staff realized the 
portal could also contribute to managing a quality measure if the practice messaged eligible patients with a call-back 
request. While this tied into meeting CPC Milestone goals for improving clinical quality measures, the practice’s larger, 
more sustainable intention was to reach out to and manage a large target group without increasing staff workloads.  


Strategy: This practice’s initial test for efficiency and effectiveness of the patient portal as a communications tool was 
with a call back message for patients due for colorectal cancer screening. The team is tracking response rates from its 
July 2015 outreach effort to weigh the portal’s effectiveness efficiency 
and costs versus those associated with traditional mail outs.  


Sample group of patients — All patients eligible for colorectal cancer 
screening — a total of 311 — were included in the July outreach. Of 
those, 132 patients who were registered in the MyChart portal 
received a message to call the office about scheduling screening. The 
balance of 179 patients received a traditional call-back letter with the 
same message.  


Processes —The message in MyChart was set up with existing features 
in the software and sent to all eligible patients with minimal staff time, 
estimated at less than one hour, or “just a few clicks,” as the clinic 
reported. To complete the mail out, various team members took on 
pieces of the tasks between other duties as time allowed. The letters 
were printed, folded and inserted into envelopes, and postage was 
applied. Material costs per piece were at least $0.60 (about $108 total 
for 179 pieces), plus staff time. The mail out was completed over the 
month of July.  


Patient response rates — The percentage of patients who responded 
to the portal message was nearly six times higher than the percentage 
of patients who responded to the traditional letter. Of 132 portal 
messages sent, 17% (22 patients) called the practice to follow-up on 
screening. Only 3% (six patients) from the 179 letters sent called the 
practice.  


Cost benefits — The costs associated with the portal-prompted 
responses were a fraction of the mail out’s costs. For the 22 responses generated from the portal messaging, about 
one hour of staff time was used to deploy the message with no associated hard costs in materials. For the six calls to 
the office prompted by the mail out, each response currently averages about $15 in materials, postage and 
accumulated staff time.  


The effectiveness of the portal messaging could be attributed to several factors. Because portal messaging is still 
relatively new to patients, they might assume there’s an urgent need to read and reply. It is possible that as portal 
messaging becomes routine, its effectiveness will wane.  An email from the physician office is likely to stand out 
among a patient’s email messages. Patients who access email through a smart phone may also be the type of 
recipient who responds immediately.  


Factors that likely influenced the low response rate to the mailed letters include patients’ skepticism that a letter sent 
through the mail requires an immediate response, even if it comes from the physician office. Or, letters that appear to 
be part of a mass mailing (i.e., affixed with metered postage and pre-printed address labels) are often mistaken as 
junk mail and are discarded unopened. 


Next steps: This first test shows immediate potential for increased response for multiple patient populations. Tower 
900 plans to continue portal messaging to alert patients due for other routine preventive screenings and tests, such as 
reminders for mammography, another round of colorectal cancer screening prompts and screens for patients with 
diabetes such as dilated eye exams, microalbumin testing and HgA1c.  


The practice has shared its success story and training tips with other Warren Clinic CPC practices, and results from 
future outreach efforts will be shared across the system in its Quality Improvement Council.   
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A snapshot of the decision aid Vanguard 
shares with patients to help them better 
understand and weigh options around adding 
an anti-depressant to their treatment plans. 
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• PHQ-2 on visit in-take form: As patients arrive for office visits, the front desk gives them a “My Agenda” form that 
includes a PHQ-2 at the top. Patients also have the option to check a “There is something else I would like to talk 
about but prefer not to write” line. The MA records positive screens in the EHR while rooming the patient. 


• During provider encounter: Providers may flag patients for PHQ-9 screening if they further assess the patient is 
depressed but didn’t self-score as such on the PHQ-2. Also, Vanguard providers have strong experience caring for 
their empanelled patients, relying on their clinical and institutional knowledge of the patient to order a PHQ-9. 


• During care coordination referrals: CCs completing transitions of care follow-ups on in-patient hospitalizations and 
ED visits will screen for depression, especially for patients who recently experienced an unplanned admission 
and/or a new diagnosis. These situations can be a trigger for additional behavioral health support. 


• Outreach to high-risk patients: CCs overseeing care plans for high-risk patients routinely screen for depression, with 
special attention paid to patients who continually struggle to self-manage chronic conditions. CCs make referrals to 
the PsyNP as part of the care team collaboration. 


 


CPCPracticeSpotlight57 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Shared Decision Making Can Be Part of Behavioral Health  
Vanguard Medical Group, Verona, New Jersey; independent; 16 providers; 17,000 patients 
Situation: When CPC kicked off advanced primary care strategies in January 2014, the team at Vanguard Medical 
Group was already well underway in integrating behavioral health, having embedded a psychiatric advance nurse 
practitioner (PsyNP) in its Cranford practice prior to CPC. Now with two PsyNPs on staff, Vanguard saw an opportunity 
to further broaden patient engagement by adding shared decision making for medications in behavioral health 
treatment. Their aim was to help patients better understand and weigh options around adding an anti-depressant 
medication to their treatment plans.    


Innovation: Physicians, nurse care coordinators 
(CC) and the PsyNPs together planned how a 
decision aid would integrate into BH visits. The 
practice’s existing health library contained four 
aids addressing specific aspects of depression and 
medication management, but this team opted to 
distill key pieces of each aid into a single, 
introductory-type decision aid. They also looked 
for content from the National Council for 
Behavioral Health.  


Knowing they often had these conversations when 
patients were distraught, the goal was to create an 
aid that would provide a high-level view of options in 
a brief, easy-to-read format that wouldn’t overwhelm a 
patient. Further, they wanted to be sensitive to the patient’s 
time and level of health literacy.    


The resulting aid is a single sheet (front and back) in a bulleted-list format that guides a focused decision-making 
conversation while succinctly framing options around anti-depressants. Along with listing the risks and benefits of 
using these medications, the decision aid reminds patients that lifestyle choices may also improve depression. It is 
shared with patients in a hard-copy format during BH appointments with the PsyNP.   


Identifying patients – The practice has several processes where patients with depression are identified: 


Implementation and usage of the decision aid – PsyNPs currently use the decision aid to discuss treatment options 
for depression with eligible patients. Additionally, Vanguard recognizes that more and more often patients seek 
medication from their PCP before being referred to BH or considering talk therapy. Thus, Vanguard may add the 
decision aid tool to the PCP workflow to support other providers in having consistent, succinct conversations with 
patients around treatment for depression. 


PsyNPs report that patients generally find the decision aid helpful by providing clarity, especially when the patient is 
distressed, and by presenting options. Patients also appreciate having the information on paper to take home with 
them if they opt to make a decision at a later visit. While the practice has more than 150 patients using embedded 
behavioral health services, total usage among the PsyNPs has remained below 20 patients per quarter total for both 
PsyNPs. Overall, providers are pleased with the decision aid; other Vanguard PsyNPs use it in their workflows. 
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FPG’s Process Measures 
1. Total number of assessment screening 


tools completed by patients 
2. Total number of PFT screenings complete 


as the result of positive results on the 
assessment screening tool and provider 
assessment 


 
FPG’s Outcome Measure 


Numerator: 
Total number of patients diagnosed  


with COPD as a result of positive results on the 
assessment screening tool and PFT screening 


Denominator: 
Total number of patients who have been 


diagnosed and received treatment for COPD 
as the result of a positive assessment 


screening tool and PFT screening 


FPG helped focus its teams’ efforts by clearly 
defining how they would know the process is 
working (the process measure) and how they 
would evaluate its effectiveness (the outcome 
measure). 
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CPCPracticeSpotlight58 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Setting Your Improvement Project in Motion:  
Get a Quick Start with Pre-Planning, Guidelines, Communication and Tools 
Family Physicians of Greeley, Greeley, Colorado; 24 physicians, 3 PAs; 33,000 patients 
Situation: A few weeks ago, RN care managers at Family Physicians of Greeley (FPG) proposed to their CPC 
committee that the care management team undertake a short-term improvement project focused on early 
identification and preventive treatment for COPD. The care managers prepared a brief proposal package that clearly 
articulated the project, identified resources and laid out a plan for improvement including measures. The pre-work 
and clear communication about the data-driven need and the expectations helped elicit key physician support to get 
the project quickly underway. 


Strategy: FPG care managers Kristy Munch, RN, and  
Maria Sanchez, RN, prepped a two-page proposal that zoomed 
in on key components. The first page described the current 
situation, the background and their goal in fewer than  
100 words, and the second page delineated the proposed work 
through a series of lists: a screening process, a workflow and  
a timeline. The result is a concise yet thorough presentation  
of the project. 


The set up (page one):   
The situation – In addition to identifying patients eligible for 
pulmonary function tests due to their risk factors, the care 
managers shared data that showed an opportunity for 
improvement among patients with a COPD diagnosis:  
“In May 2015, 1,507 FPG patients were identified as having 
COPD/emphysema/chronic bronchitis/asthma. Only 56% of 
these patients had a pulmonary function test.” 


The background – A driver (or effect) was described here.  
This proposal cited COPD as the diagnosis accounting for  
23% of hospital readmissions. 


The goal (aim) – Goal setting for an improvement project must 
be realistic for the proposed timeframe. This three-month project simply sought to make an improvement on the 56% 
rate cited earlier as well as to provide patients identified as at risk with preventive interventions. These are attainable, 
measurable goals for this time period. They also construct a basic framework that could be expanded upon later.   


The proposal (page two): This page described the “how” and “who” of making the improvement by listing roles and 
their responsibilities. This eliminated process gaps and established accountability.  


The screening tool – Medical assistants (MAs) would provide a one-page, seven-question screening tool to all patients 
18 or older, and/or those with specific risk factors. If the patients’ responses to the tool indicate a risk for COPD and 
the physician’s assessment concurs a pulmonary function test (PFT) is appropriate, the patient is scheduled for a PFT 
and referred to care managers. 


The care managers’ role – Care managers would complete the follow-up on setting the screening appointment, 
recording results, referring the patient for follow-up with the PCP as needed and meeting with the patient to create  
a care plan with self-management support resources.  


The timeframe – For the purposes of the CPC rapid cycle action group, FPG set the improvement period as three 
months. Currently, they expect to evaluate the outcomes in late December 2015.   


Progress to date: FPG is a few weeks into their improvement work, and a few issues have emerged. While one MA 
whose physician is on the CPC committee has become an enthusiastic champion of screening, others have resisted 
adding the screening to their workflows, citing lack of time. To help them with time management, a care manager 
sketched out the MA’s workflow as an example for others; care managers continue to work with MAs to blend the 
screening into their workflows. Another issue is calibrating the demand for PFTs and filling appointments in a timely 
manner. Screening slots are filling quickly, but patients whose appointments are few weeks out are cancelling their 
appointments. A key epiphany of this work is that the focused nature of the project permits tweaks and adjustments 
for improvement rather than overhauling a large, permanent change in office workflow. These limited-focus projects 
can also be used to test and create lasting change. 
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How Home Visits Bridge Gaps 
Patient A – When this patient refused to go 
to her scheduled appointments, concerned 
family members contacted her primary care 
physician, who requested Green make a 
home visit to rule out a medical or behavioral 
health cause. The NP’s examination included 
labs, which were normal. During the visit, 
Green noted that despite the patient’s 
declining ability to care for herself and other 
safety risks, the patient was adamant about 
remaining in her home. Green engaged the 
practice social worker to provide resources 
and options for the family, such as wrap-
around care from palliative services and 
home health. Green continues to visit the 
patient monthly. Albeit not a long-term 
solution, these interim safety-net measures 
respect the patient’s wishes and values while 
keeping her engaged with her primary care 
providers for care management. 


Patient B – This patient with mild dementia 
was seen in the office for a skin tear resulting 
from a fall. Knowing transportation was a 
barrier for this patient who lived alone, the 
physician asked Green to visit the patient to 
assess and treat the wound toward healing.  
At Green’s first visit, she assessed the patient 
had developed cellulitis and thus prescribed 
an antibiotic. However, this only moderately 
improved the patient’s symptoms, and the 
culture taken at Green’s next visit showed 
multiple resistant bacteria. This required 
either an expensive oral medication or IV 
antibiotics administered through a PICC line 
at a skilled nursing facility. Weighing costs 
and potential strain on the patient, the 
patient’s family opted for the oral antibiotic, 
and Green made more frequent visits until 
home health visits could begin 10 days later. 
To prevent future falls, Green helped the 
patient’s family set up wrap-around PT/OT 
services for strength and home safety, and 
the practice’s social worker has arranged for 
community resources to provide more 
support for the patient. This patient is on 
Green’s slate of regularly scheduled patients 
for consistent monitoring of her conditions. 
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CPCPracticeSpotlight59 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Home Visits Help Brittle and High-Risk Patients Stay in the Continuum of Care  
Providence Medical Group – Glisan, Portland, Oregon; multi-specialty; 13 providers; 9,723 patients 
Situation: Providence Medical Group (PMG) – Glisan has offered home visits with a Family Nurse Practitioner (FNP)  
to patients on an as-needed and regularly scheduled basis since spring 2014. These visits provide increased support and 
expanded access for patients whose struggles to come to the office for appointments could compromise their health. 


Innovation: Physicians at PMG’s Glisan office refer patients to 
Patricia Green, FNP, for a home visit for multiple reasons. This 
includes patients who have frequent hospitalizations or who have 
ongoing medication issues that need monitoring. Other patients 
may need more support with their chronic conditions or they are 
bed-bound and cannot easily travel to the clinic without extensive 
arrangements and support from family. Another group of patients 
referred to this service includes those whose behavioral health 
needs in tandem with debilitating chronic conditions make a trip  
to the clinic an overwhelming event. To avoid the stress, these 
patients may inadvertently opt out of the health care system, 
causing their conditions to worsen until they need emergency care 
or hospitalization.  


Green spreads her visits over two days per week, averaging seven 
visits per day. Her schedule is a mix of routine visits with high-risk 
patients who need to be seen frequently and patients with acute 
needs requiring short-term episodic care.  


Her office-on-wheels is a wireless-enabled laptop and a rolling bag 
stocked with clinical supplies. Clinical supplies in Green’s rolling 
bag include a blood pressure cuff, a pulse-oximeter, otoscope, 
glucometer, venipuncture kit, testing materials for labs (swabs and 
urine cups/hats) and supplies for wound care and immunizations. 


Connected by a hotspot created on her smart phone, Green can 
access patients’ records in EPIC for an up-to-date summary of the 
patient’s recent care, including labs and meds. During her visit, she 
will complete a home visit summary, a template with more detail 
than a regular visit that allows her to document the patients’ living 
situation and conditions, other resources/services patients have in 
their homes and what needs/assessments they may need to 
remain safely in their current environment.  The information  
is encrypted when transmitted, ensuring patients’ privacy.  


Benefits and outcomes: Home visits foster a continuity of care 
from the clinic setting to the home setting (reducing the need for 
an outside provider). The care is less expensive with a nurse 
practitioner who collaborates with the physician who has a long-
term relationship with patient. The physician can easily refer for 
home visit, and then the patient can seamlessly return to 
physician care at the clinic as needed. Also, home visits provide  
a clear picture of the patient’s home environment, which also 
supports improved quality of care.   


Further, adding home visits to Glisan’s care management strategy 
has likely contributed to the practice’s significant improvement in 
unplanned readmissions for Medicare beneficiaries. To date, the 
practice’s four-quarter average has dropped from 203 to 40. 


Lastly, Green reports patients tell her they are highly satisfied 
with home visits. Having a nurse come to them alleviates the 
stress of managing transportation and appointments, and they 
get the care they know they need to stay in their homes. 
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Dec. 4, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.2: Planned Care for 


Chronic Conditions and 
Preventive Care 
 


CPC Change Driver 2: 
Enhanced Accountable 
Payment 
• 2.1: Strategic Use of 


Practice Revenue 
 
CPC Change Driver 3: 
Internal Measurement 
and Review 
 
 
For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/. 
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The above tables are sampled from Banner’s 
tracking data. Along with outcomes measures, 
they track the pharmacists’ level of effort and 
also how much support different patient groups 
require. 


Pharmacist Consult Tracking, Q1–3, 2015 


CPCPracticeSpotlight60 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Pharmacist Integration Strategy: Working Directly with Patients  
to Improve Medication Adherence and Outcomes 
Banner Health (9 CPC sites), Denver, Colorado; system-affiliation; 37 physicians; 53,272 patients 
Situation: Banner Health currently has two (and soon to be three) pharmacists integrated across six of its nine 
Colorado CPC practices. While they are available to care teams for consults and to answer medication-related 
questions, the pharmacists primarily work directly one-on-one with patients the care teams have identified as needing 
additional support with their medication therapies. Banner’s data to date suggests that patients, specifically patients 
with diabetes, benefit from pharmacist consultations. 


Strategy: Banner Health identified two groups of patients as most 
in need of additional support that a pharmacist could provide: 
patients with diabetes (either complex medication management or 
new diagnosis) and patients using anticoagulation therapies.  


Banner then set up collaborative practice agreements between its 
clinical pharmacy services and the practices that allow the 
pharmacist to adjust doses and medications as well as order labs. 
Since April 2014, pharmacists have worked directly with patients.  


Referrals – Care teams identify patients who would benefit from 
pharmacists’ consultations. Along with the above-mentioned 
diagnosis groups, providers may refer patients for medication 
reviews (particularly polypharmacy) to help minimize side effects 
and eliminate unnecessary medications. Providers create a referral 
in NextGen for the pharmacist who contacts the patients for a face-
to-face intake appointment at the primary care office. As 
pharmacist availability increases in the coming weeks, office 
assistants will help with appointment setting. 


Patients with diabetes – These 60-minute intake visits include 
diabetes management education. While some are patients newly 
diagnosed with the disease, most patients simply need more help 
managing their medications. In addition to reviewing medications, discussing how to take them and adjusting dosages 
as needed, the pharmacist may also show patients how to use glucometers and inject insulin. 


Frequency and length of follow-up appointments with these patients are tailored to the patient’s ongoing needs. 
Natalie Yount, PharmD, BCPS, remarked that she has been on the phone every two to three hours to help patients 
experiencing a hypoglycemic episode avoid an emergency room visit. Others may need daily support as they build 
confidence in their ability to self-manage. Still others need only a check-in phone call every two weeks or so. Overall, 
having pharmacists work closely with these patients to effectively manage their medications has helped free up time 
for the providers in the clinics, and the patients benefit from timely access as the pharmacists’ schedules offer more 
flexibility than other providers’.   


Patients using anticoagulant therapies – At 30-minute intake appointments, pharmacists review current dosages and 
make any necessary medication adjustments. Patients new to anticoagulant therapies may be in contact with the 
pharmacists weekly until they are stable, and then appointments are every four to six weeks. 


Workloads – Currently, two pharmacists rotate across three sites each per week, working in designated office spaces. 
In the coming weeks, a third pharmacist will come on board, which will expand services to all nine Banner sites.  
Pharmacists balance daily workloads with intake, follow-up phone calls and completing clinical notes. Pharmacists are 
also available for care teams’ requests for ad hoc consultations and questions, which frequently pop up as instant 
messages during the day. Dr. Yount says she works with 15 to 20 patients per day on average, not counting 
impromptu consultations or requests for information from providers.   


Measurement and Tracking – Based on a patient list pulled from NextGen, pharmacists use a shared spreadsheet to 
record the number of referrals, types of visits, no shows and phone visits. At this time, they track A1cs for patients 
with diabetes, and they will soon start tracking outcome measures for patients on anticoagulant therapies.  


Outcomes: Data for quarters 1–3 2015 show that 78% of patients with diabetes who have met with pharmacists have 
A1c scores below 9% and a mean reduction of A1c of 1.7 points. Further, providers appreciate having another in-house 
clinician support patients toward successfully participating in treatment. Plans are now underway to expand referrals 
for patients for cardiovascular risk reduction (dyslipidemia and hypertension).   
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This graph shows the number of patient contacts Ingram  
has had with her three-day-a-week schedule in the clinic. 
*Note:  Ingram was out of office part of December. 
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Feb. 19, 2016 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.1: Access and 


Continuity 
• 1.2: Planned Care and 


Population Health 
• 1.3: Risk-Stratified Care 


Management 
• 1.5 Coordination of 


Care Across the 
Medical Neighborhood 


CPC Change Driver 2:  
Use of Enhanced 
Accountable Payment 
• 2.1 Strategic Use of 


Practice Revenue 


CPC Change Driver 3: 
Continuous 
Improvement Driven  
by Data  


 


 
 


 
For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/. 
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CPCPracticeSpotlight65 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Social Worker Contributes to Collaborative, Team-based Care Management 
Stillwater Medical Physicians Clinic, Stillwater, Oklahoma; single-site group; 9 providers; 10,484 patients  
Situation: In 2015, the care managers at Stillwater Medical Physicians Clinic worked with providers to determine the 
patients who physicians thought could have benefited from the assistance of an in-office social worker. After reviewing 
the data, they decided that adding a social worker would round out the care management team’s expertise and ability 
to address patients’ non-clinical needs. With the support of all nine providers, leadership approved the new position.  


Innovation: When recruiting for the new social worker 
position, finding someone who would fit well and 
contribute to a cohesive care team was important, 
shares Elizabeth Wilbourn, RN, care manager lead. The 
hiring process included peer interviews and meeting 
the care management team. Tonya Ingram, MSW, 
started in July 2015, working in the clinic on Mondays, 
Wednesdays and Fridays from 8 a.m. to 3 p.m. 


Broadening care – Having a social worker on the care 
management team enables Stillwater to provide non-
nurse driven services that the care managers struggled 
to manage. Ingram connects patients to community 
resources, such as food banks, housekeeping and meal 
delivery, counseling and support groups, and caregiver 
respite. Her training lets her address some behavioral 
health issues, such as using motivational interviewing 
to encourage patients to seek help for substance 
abuse. Ingram assists patients with filling out various 
applications, and she follows up on resources that patients are referred to, such as assisted living and prescription 
financial assistance. She helps overcome any roadblocks patients experience accessing these resources. Further, she 
conducts home visits, often in conjunction with a care manager. Stillwater is also exploring how to add Ingram’s social 
work expertise to the depression screening process for helping patients with positive PHQ-9s but who don’t have a 
current behavioral health diagnosis. 


Much of the assistance that Ingram gives patients focuses on connecting them with resources they need before issues 
develop into medical emergencies. For example, Ingram worked with a patient who had behavioral health concerns 
and who could not use the community clinic. He was also unable to keep employment and was uninsured, which 
prevented him from getting the medications he needed. Ingram intervened with the community clinic and worked with 
them so she could pick up the maintenance medications on his behalf, and then she personally delivered the 
medication to him. Ingram also coordinates community resources to help lower-income patients fill basic needs that 
are hindering their ability to self-manage their health. For example, a low-income patient with chronic conditions was 
struggling to pay for food and medications. Ingram helped the patient apply for disability, food stamps and Medicaid 
assistance. Taking care of basic needs lowered stress for the patient and helped her focus on her health.   


Creating a team – When she joined the clinic, Ingram was actively involved in developing the process for how her role 
as social worker would integrate into the care management workflow. Through conversations about the goals for her 
position and the current care management workflow, they added referrals to her as an option for care managers when 
they identify a patient who needs assistance or resources that a social worker can best provide. Sometimes these 
referrals result in immediate action, such as Ingram joining a patient visit to address an emergent issue. Other times, 
Ingram follows up with a phone call or by scheduling an appointment with the patient. In the beginning, Ingram was 
working with patients already under care management who needed additional resources. However, as providers 
witnessed the resources Ingram can provide patients, they began directly referring patients to Ingram when they 
identify a one-time need that does not require ongoing care management for the patient. Physicians give Ingram’s 
business card to patients and encourage them to call her, or providers can create a message in the EHR asking Ingram 
to follow up with a patient.  


Additionally, Ingram maintains a library of resources at her desk that care managers can access when she’s not there.  
If she knows a patient is coming when she will be out of office, Ingram prepares a packet of resource information for 
the care manager to go through with and give the patient. Ingram also networks with the hospital social worker to 
learn about and share new resources and updated information.  


Tracking – Ingram tracks the number of patient contacts she has, as well as resources and follow-up for each patient. 
Data includes a running total of patient encounters, as well as the number of new patients she works with each month.  


Takeaways: A social worker’s expertise can complement the clinical expertise of the care managers, enabling the team 
to provide person-centered care that addresses patients’ non-clinical needs that are affecting patients’ health priorities 
or access to care. Having Ingram in-office allows the care management team to seamlessly provide support and 
connections with community resources and to promptly address emergent issues. 
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When CSHP opened its urgent care and primary care co-located site at 
Roundhouse, ED visits among its patient populations dropped sharply. 
When comparing Q2 2013 with Q2 2015, ED visits are nearly the same, 
but overall ED costs have dropped $10 per patient. 


 


 


 


 


 


 


 


 


 


 


March 4, 2016 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.1: Access and 


Continuity 


CPC Change Driver 2:  
Use of Enhanced 
Accountable Payment 
• 2.2: Analytic Capability 


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


Measurement and 
Review 


 


 
For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/. 
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CPCPracticeSpotlight66 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Co-located Primary and Urgent Care Helps Reduce ED Use 
Colorado Springs Health Partners–Roundhouse, Colorado Springs, Colorado;  
multi-specialty (9 CPC sites); 4 providers; 4,520 patients  
Situation: In Q2 2014, Colorado Springs Health Partners (CSHP) opened CSHP–Roundhouse, a co-located urgent care 
(UC) and primary care office, in an effort to address rising emergency department (ED) visits among its patients. While 
the primary care side keeps traditional office hours, the UC side is open Monday through Friday, 8 a.m. to 8 p.m. and 
Saturdays, 9 a.m. to 5 p.m., and Sundays, 9 a.m. to 3 p.m.  


How they identified the problem—While monitoring several data sources in early 2013, CSHP leadership spotted an 
unwelcome trend. The CPC quarterly feedback reports, payer data and CSHP in-house research all revealed ED use 
continued to increase at CSHP CPC practices despite CSHP’s efforts to tamp down unnecessary or preventable ED visits 
(for example, 24/7 call center access, patient education and nurse follow-up for high-risk patients and offering same-
day visits with an easy online check-in system).  


Digging into other CSHP market data, a 
potential cause for the trend emerged: 
Patients could easily walk into any of 
Colorado Springs’ new stand-alone UC sites 
during evenings and weekends when their 
primary care office was closed. Further 
insight was gathered from patients’ anecdotal 
feedback in follow-up calls. Some patients 
perceived urgent care as an after-hours 
primary care, and yet other patients went to 
the ED when UC would have been more 
appropriate, quicker and, in many cases, less 
costly overall.  


Concurrently, overcrowding at other primary 
sites was prompting CSHP to scope new 
locations for expansion. 


Innovation: Opening CSHP–Roundhouse 
addressed both the need to expand primary 
care sites and to offer an UC option for CSHP 
patients and others. Two CSHP primary care physicians transferred their practices to Roundhouse location, and with 
the clinic’s location on Highway 24—a main east-west corridor that catches incoming traffic from the nearby mountain 
resorts—they had immediate business. To build sustainable patient volumes on both sides, CSHP mapped out multiple 
strategies described below. 


Spreading the word—CSHP alerted existing patients to the new UC through direct mail, in-office posters at other CSHP 
sites and refrigerator magnet giveaways. Fliers were sent to residences in ZIP codes adjacent to the new clinic. They also 
placed print and radio ads along with online advertising in social media channels. Within the medical neighborhood,  
CSHP promoted the UC through the local medical society, the Chamber of Commerce and an open house event. 


Planting the seed—High-risk patients rely on their care managers (called RN navigators at CSHP) for health 
information; the navigators updated their follow-up call checklists to include suggesting the Roundhouse UC as an 
alternative to the ED. CSHP also revised scheduling center scripts to mention Roundhouse’s expanded UC hours 
for acute needs.  


Closing some gaps—For patients who need to establish care with a  primary care physician, it allowed them the 
convenience to make an appointment with the primary care side located in the same building. Returning to a 
familiar place for follow-up helped ease the transition to a new PCP for some patients. 


The takeaways: Urgent care requires distinctly different capabilities than primary care in clinical aptitudes, team skills, 
time management and administration. While CSHP generally staffed the urgent care with providers experienced in 
acute care, an onboarding PCP with acute experience did cover shifts.  


The insurance and administrative workflows for UC differ from that of primary care. CSHP staff needed more time to 
plan out workable, efficient processes than they would have needed with simply opening another primary care site. 


The initial patient volumes at the Roundhouse UC surprised CSHP. They happened to open Roundhouse ahead of 
stand-alone UCs in this part of Colorado Springs. A subsequent CSHP UC in another part of Colorado Springs with more 
competition had smaller volumes in its opening weeks.  


Not only is the care timely and generally less expensive at Roundhouse UC than the ED, the patient experience has 
been positive. Survey feedback from fall 2015 ranks Roundhouse physicians at 4-plus points on a 5-point scale, with 
high marks in thoroughness, team work, communication and patient confidence in their physician’s care. 
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After strong performance in quarters 2 through quarter 5, Harrison 
began to see an uptick in ED visits starting in quarter 6. This shift 
prompted the practice to explore what factors had changed that could 
affect patient behaviors and which of those factors they could influence 
through education, information and outreach.   


 


 


 


 


 


 


 


 


 


 


April 29, 2016 


CPC Change Driver 1: 
Comprehensive 
Primary Care Functions 
• 1.4: Patient and 


Caregiver 
Engagement 


• 1.5: Coordination of 
Care Across the 
Medical 
Neighborhood 


 


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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CPCPracticeSpotlight70 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Practice ‘Re-attacks’ ED Visits Following Changes in the Medical Neighborhood 
Harrison Family Practice Clinic, Harrison, Arkansas; independent with hospital affiliation; 1 physician, 
2 APRNs; 2,800 patients  
Situation: By March 2014 (quarter 6), Harrison Family Practice could see sustained improvement in several key 
Medicare outcomes, including all-cause admissions, expenditures, 30-day readmissions and admissions through 
the emergency department. However, their ED visits began to show a small increase, and then despite continued 
progress in the other metrics over the next quarters, the ED visits persistently increased. 


Strategies: This practice has 
considerable QI experience, having 
engaged in PCMH before CPC, and 
they know how to dig deeper into 
complex problems to find multi-
pronged solutions. Part of their 
digging in was to assess conditions 
both inside and outside the clinic’s 
walls to identify factors that could 
affect the increased ED visits. The 
second part of their follow-up analysis 
was determining which factors they 
could effectively influence in the near 
term to slow this trend. 


Community-based factors — Rural 
and small-town practices like Harrison 
frequently struggle with limited 
community resources. The local 
community hospital recently acquired 
the only urgent care center in 
Harrison. Unfortunately they did not 
expand its hours, leaving the ED as 
the sole late-night acute care option in town. Patients needing prescription-strength pain medications after 
hours are another concern. The only 24-hour pharmacy is a 40-minute drive, and patients frequently turn  
to the ED for immediate relief. While these situations offer the practice little opportunity to influence change, 
the practice found other possibilities to act on after it reviewed its in-house data. 


Clinic-based opportunities — When Harrison broadened the types of information care managers were 
collecting on ED follow-up calls, this effort yielded a range of prospects the practice could explore for 
improvement. For example, they found a need to repeat and refresh their outreach to patients about  
the practice’s expanded same-day appointment availability and 24-hour on-call service through portal 
messages, posters and newsletter blurbs. To ensure the information was shared during appointments,  
they surveyed patients at check-in and check-out and repeated details if needed.  


When they looked at the diagnosis codes at time of treatment in the ED, they found fewer patients with 
higher risk conditions (e.g., COPD, CHF, CVD or depression) were being admitted through the ED, which 
indicated an improvement in their overall self-management of their conditions. However, some of these 
patients were still seeking care there for situations that were potentially preventable had they been seen  
at the practice first. A new process is to assign these patients to the APRN for more in-depth follow-up and 
outreach. As the former care manager, she was familiar with the patients and their specific situations, and 
her outreach was tailored to each patient’s needs.  


Some patients stated they used the ED for care because no payment was collected at the time of service or 
because they had an outstanding balance at the practice and didn’t want to call there first. Through Harrison’s 
hospital affiliation, a benevolent fund and other payment options are available to patients who need help with 
meeting their health care costs. The office manager works with patients to create workable payment plans to 
eliminate any stigma about seeking care at the practice due to financial reasons. 


Focusing on the Big Picture: At this time, the uptick in ED visits appears to have flattened, yet the practice 
continues to see sustained improvement in expenditures, any cause and ASCS admissions, 30-day readmissions 
and ED to inpatient admissions. For the team at Harrison, this is evidence that all of the work is connected, and 
the improvements will eventually spill across all areas, resulting in improved health outcomes and lowered costs 
overall for all of their patients.  
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100% CARE MANAGEMENT 
SUPPORT FOR HIGH-RISK 


PATIENTS 


 
Dr. Wang’s practice has been 
recognized for providing care 
management support for 100%  
of his patients in the top two risk 
factor tiers for three consecutive 
quarters in 2015. Additionally, 
this solo practitioner is a 
consistent top performer in the 
Ohio/ Northern Kentucky region 
in reducing admissions.  


 


 


 


 


 


 


 


 


 


May 27, 2016 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.2: Planned Care and 


Population Health 
• 1.3: Risk-Stratified 


Care Management 
• 1.4: Patient and 


Caregiver Engagement 


 


 
For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/. 
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CPCPracticeSpotlight72 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Small Practice Leverages Team-based Care and Care Management  
Lawrence P. Wang, MD LLC, Terrace Park, Ohio; solo practitioner; 1,500 patients  
Situation: In a region where 85% of CPC practices belong to a multi-specialty group or are affiliated 
with a hospital system, solo practitioner Lawrence Wang, MD, frequently stands out in regional CPC 
meetings — in a good way. His suburban Cincinnati practice appears consistently on regional high 
performance lists for Milestone performance and Medicare outcomes measures.  


Strategies: Dr. Wang says his practice “hit the ground running”  
in CPC’s first quarter due to the flexibility of being a small, 
experienced team coupled with considerable tenure with the 
same patient panel. While larger practices have more resources 
(i.e., staff), a solo practitioner benefits from a flat management 
structure. In short, fewer meetings and more action fast-tracked 
how Dr. Wang and his team were able to quickly test changes to 
re-structure their workflows into a proactive, care-management 
focused model.  


Where everybody knows your name — With about 1,500 patients 
in his panel, Dr. Wang says he can identify by name all of his high-
risk patients. In fact, so can everyone on the care team due to low 
staff turnover. Three of the four team members have been with 
the practice for more than 15 years, and the newest addition has 
been on board for three years. The small team with long-standing 
relationships with patients makes a difference, Dr. Wang 
emphasizes. When someone from the practice reaches out to 
patients for care management support or a hospitalization follow-
up call, patients have a face to pair with the voice on the phone 
line, and that makes the outreach personal.  


“Our patients know we are calling because we care about them,” 
Dr. Wang says. “They know it’s not a scripted call from a stranger at the insurance company,  
but from someone they know in my office and they know we’re here to support them.” 


Further, the long-term, personal rapport with patients has guided the practice’s expanded self-
management support efforts. The care manager reports that patients feel comfortable calling the 
practice to ask for assistance because they view the care team as a trusted partner in their health. 


Prioritizing areas for improvement — Looking through the lens of lowering costs and unnecessary 
utilization, Dr. Wang initially focused on working with those patients who were frequent users of high-
cost health care services, especially those patients using the ED for ambulatory conditions such as low-
back pain. Having daily access to the local health information exchange to check hospital admissions 
and ED visits made the effort considerably easier, but consistent outreach helped push overall 
admissions down. As of Q12 (July–Sept. 2015), the practice’s admissions had dropped 60% from its  
Q1 (Oct.–Dec. 2012) rate. ED visits for the same period are down about 15%. 


Hardwiring outreach — Recurring contact with high-risk or high-use patients was a priority item for 
this practice. By embedding the ongoing phone calls and messages into workflows, time was planned 
for these new tasks. This carried over to hospitalization and ED follow-up calls, so “everyone gets that 
touch” from the practice.  


Hurdles they’re still working on — The drawbacks of running a small practice in a data-driven 
environment is the lack of access to data. Dr. Wang feels as a solo, independent practitioner he lacks 
leverage with EHR vendors to influence custom reports or to add data reporting. He would like to see 
more work-arounds and flexibility from payers and EHR vendors for practices like his. 


Looking beyond CPC: For Dr. Wang, the underlying premise that care management for high-risk and 
high-utilizing patients leads to overall savings in dollars and resources for the system makes complete 
sense.  He sees care management as an essential part of his practice, not only for monitoring the usage 
and cost aspects but also because it provides the kind of wrap-around care those high-risk and  
high-utilizing patients clearly need. 
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Above: Education materials are 
placed in every exam room. Note 
the distinct appearance of each 
piece. This makes it easy when the 
provider enters the room to 
quickly identify what patient has 
been reading. 


CPCPracticeSpotlight76 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Strategies for Meeting Patients ‘Where They Are’ and  
Making Self-Management Support Work in a Busy Primary Care Practice 
Summit Family Physicians, Middletown, Ohio; independent; 3 physicians, 1 CNP; 7,500 patients  
Situation:  Several practical considerations needed to be addressed as Mark Frazer, MD, and his care 
management team at Summit Family Physicians integrated self-management support (SMS) into how they 
engaged patients. For example, how would they incorporate this work without it derailing the daily schedule? 
How should they tailor their efforts to make it meaningful for the patient and the provider alike? And, should 
they engage patients who simply wanted to be told what to do?  


Strategy: Together with Leah Brunie, CNP, and care coordinator Vickie 
Sawtelle, LPN, Dr. Frazer’s team found they could balance a busy 
workload with an extended effort to engage patients in SMS. Their 
foundational strategy was to provide every employee – clinical and 
administrative – with the knowledge and resources to start important 
SMS conversations if the opportunity arose. Next, they created a tool 
everyone could use to narrow the conversation about SMS to a specific 
goal with detailed steps. Finally, they set realistic expectations about 
how and when SMS would be appropriate, useful and effective. 


Marry preparation with opportunity — Dr. Frazer and his colleagues 
combed through stacks of collateral to select a core set of handouts for 
SMS and patient education. They narrowed the topics to those most 
frequently raised in the office: smoking cessation, weight loss, 
mammography, diabetes, depression medications and colorectal cancer 
screening options among others. 


Using these materials as a baseline resource, everyone at Summit 
learned the content and how to answer basic questions for each topic. 
The handouts are stored in a central area for the staff’s easy access as 
well as placed on every exam room wall in eye-level racks for patients.  


If the patient expresses interest in any of these health-related matters, 
someone can immediately step in to help and to bring the patient’s 
concern to the provider’s attention. By spreading the responsibility of 
active patient education and SMS across the entire clinic, this alleviates 
the provider from being the sole source of information. With appropriate handoffs, it also prevents an encounter 
from going over time and throwing off the day’s schedule. 


A guided, focused conversation — Summit’s care teams created a one-page tool to guide the SMS conversation. 
Deceptively simple, the tool asks the patient to name “the one thing I want to change about my health today” 
and then to state “my goal for next month.” This frames the subsequent prompts about action steps, overcoming 
barriers and resources as they relate to that one goal the patient (not the provider) has chosen. While the 
provider may see a high A1c as priority, the patient may simply want to have the energy to help her daughter 
with babysitting. Dr. Frazer emphasizes that goals should be framed around what is important to the patient. 
Successful SMS hinges on meeting patients where they are, not where you as the provider want them to be.  


Last, the form asks the patient to rate his or her confidence level on a scale of 1 (low) to 10 (high). Dr. Frazer 
warns that if the score is less than 8, the goal should be revisited. Patient confidence in their ability to self-
manage is built up incrementally; if you help them set goals with attainable, early wins, they will build their 
confidence as they work toward larger, more challenging goals.  


Set your own expectations appropriately — Some patients will resist SMS, while others cannot participate as 
your partner in their health. For example, some patients will want to be told what to do. While frustrating to the 
provider, at least the patients are being frank about their expectations. Patients with untreated depression are 
also poor candidates for SMS due to existing feelings of hopelessness or helplessness. CNP Leah Brunie refers 
these patients to appropriate behavioral health services but keeps in touch as a supportive partner as they seek 
treatment. Dr. Frazer emphasizes that continuing the SMS effort shows patients that their care team wants to be 
their partner and cares about their health. He sees evidence that patients acknowledge this effort in his practice’s 
CGCAHPS scores, where questions related to patient engagement and communication have steadily improved.  


Good for the patient, good for the team — While SMS is clearly essential to forming a partnership with patients 
in their health, Dr. Frazer says it benefits his staff. Their ability to engage meaningfully with patients has 
contributed to increases in employee satisfaction, despite working in an environment where change is the norm.  
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CPCPracticeSpotlight78
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


Manage Care Coordination with Teamwork, Persistence and Technological Support 
Farmingdale Family Practice, Farmingdale, NJ; independent; 2 physicians, 1 APRN; 11,358 patients  


Situation: The culture at Farmingdale Family Practice (FFP) 
emphasizes collaborative teaming and shared responsibility. 
While always evolving, the adopted processes are effective 
in providing patients with seamless coordinated care, 
according to FFP team members. 


Innovation: Teamwork is not left to chance at FFP—it’s a 
norm, outlined in the practice’s policy manual that all new 
employees must review. Mandatory cross training helps 
team members better understand each other’s workloads 
and helps them see how their efforts lead to FFP’s success in 
reaching its goals. Making collaboration a clear expectation 
contributes to FFP’s reputation for being “relentless” in 
meeting its patients’ needs.  According to Louann Hillegass, 
practice manager, at least three other characteristics 
describe FFP’s culture and help the practice manage care 
coordination: 


Fearlessly Diligent — Care coordinator 
Daniel Martinez, LPN, enjoys being “the go-
to person” for patients. Beyond hospital and 
ED follow-ups, Martinez scours his 
community for helpful, often free, resources to share with patients, such as where they can 
obtain medical equipment or find dietary advice. After one patient was treated for anxiety—he 
was overwhelmed by his duties as a caregiver—Martinez found several local agencies that could 
assist the patient in caring for his elderly family members. Martinez also gained login credentials 
for the EMR portals at two area hospitals*, better ensuring continuity of care if patients forget to 
name FFP as their primary practice. 


Mutually Supportive — FFP uses a team-based approach to deliver care, which is why cross 
training is so important. If his colleagues are busy, Martinez can help with intake and rooming. 
Likewise, Toni Crispono, senior front desk patient representative, Lynn Brower, CMA, and Susan 
Perrone, CMA, know what kind of data to share with Martinez so he can help patients arrange for 
appropriate tests or services.  Additionally, the team meets monthly with the practice’s lead 
physician to set long-term goals. On a day-to-day basis, the team huddles to address more 


immediate challenges, such as ensuring that release forms are obtained during check in. At all meetings, every 
team member can contribute, “from the administrative person to the clinical,” says Martinez.  


IT Inclusive — At FFP, those who work in information technology (IT) are fully integrated into collaborative culture 
and have been a part of all monthly and quarterly quality and procedural meetings since the inception of CPC. The 
value of making IT integral to the team became clear when the practice wanted to alter the workflow and 
documentation fields in its EHR. Such customization is usually cost-prohibitive. Fortunately, “we had someone 
with a deep understanding of the software and CPC requirements,” says Hillegass. As a result, the EHR now 
feature custom reportable fields, based on front desk, medical assistant, and provider workflows. These fields 
allow team members to set goals and track progress, and create system-wide notifications that help FFP “close 
the loop” when the patient is in the office.  


Input from IT was critical in improving the patient experience outside the office, too. When patient survey results 
revealed that few patients knew how to access care after hours, FFP sought to increase awareness through website 
announcements and patient portal bulletins, as well as on-hold messaging. The message was clear and consistent: 
patients should always call the practice first with their health care concerns, regardless of the hour. This information 
blitz resulted in a 30-percent jump in patients stating, when surveyed, that they understood how to obtain after-hours 
care. What’s more, because providers were given access to the EHR via their home computers, notepads, iPads and 
phones, they “truly have 24/7 access to patient information, no matter where they are,” says Hillegass.  


Continuity of Care: Through teamwork, persistence and technological prowess, FFP has become a leader in primary 
care, always striving, says Martinez, to provide seamless care. He adds that he and his colleagues understand that their 
primary responsibility is to “make sure patients have what they need to stay healthy.” 


* Martinez’s ability to secure timely notification from local hospitals has been made easier by CPC multi-stakeholder
engagement activities in New Jersey. The New Jersey Hospital Association has offered guidance on how to facilitate
timely two-way communication between practices and hospitals that helps secure the continuum of care for patients. 


Suraiya (Sue) Sultana (left), Toni Crispino (center) and  
Maite Fuentes (right) review FFP's policy manual 
together as part of the practice's cross-training 
strategy.  


Care coordinator Daniel Martinez creates 
single-theme posters for display in exam 
rooms. The posters are part of FFP’s patient 
education effort and reinforce the message 
the practice wants to convey. 
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Shirley Bennett, LPN, is the 
geriatric care coordinator. 
Patients rely on her, asking 
for her by name. “I’ve had 
patients call me from their 
bedside,” Bennett said. 


How it works: The Geriatric Care Program of Integrated Medicine Alliance (IMA) is staffed this way: 


• One full-time physician and one full-time nurse practitioner for patients in skilled nursing, 
assisted living and rehab facilities. They care for 175 patients. 


• One part-time physician and one part-time nurse practitioner who make home visits for  
118 homebound patients. 


• Four physicians rotating the on-call geriatric schedule.  
• All six primary care practices in IMA refer patients to the program. In total, these practices 


have about 40,000 patients. 
 


 


CPCPracticeSpotlight84 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Geriatric Care Coordinator Boosts Patient Confidence, Satisfaction 
Family Practice of Middletown; Middletown, N.J.; system-affiliated; 4 full-time physicians, 1 part-time 
physician; 8,000 patients 
Situation: At Family Practice of Middletown, the providers and staff previously felt it was challenging 
to respond to the frequent calls from and about elderly patients who were homebound or living in a 
skilled nursing, assisted living or rehabilitation facility. They had to juggle these requests at the same 
time they were seeing other patients in the office, which sometimes caused interruptions in office 
visits. In response, the practice developed the Geriatric Care Program. The geriatric care coordinator  
is Shirley Bennett, LPN.  


 Bennett works with providers, patients, families and the staff of care 
facilities to coordinate care. Throughout the day, she addresses a 
variety of issues, including requests for orders on new admissions. She 
responds to the concerns of patients and their families, and meets 
with physicians several times a day about different patients. 


“There is a lot of trouble-shooting involved, especially with the home 
care patients,” said Bonnie Thompson, lead patient care coordinator 
for Family Practice of Middletown. 


Patients and families are pleased with the program, and with Bennett. 
“It’s good for them, they are able to contact me and get their message 
to me,” Bennett said. “There’s better coordination with the doctors.” 


The program was recognized by the New Jersey Academy of Family 
Physicians with its “Patient-Centered Innovation Award.”  


In their application for the award, the physicians with Family Practice of Middletown wrote, “We hired 
a nurse dedicated to geriatric care coordination. Dedicated phone and fax lines were installed and all 
calls regarding these patients were diverted from the front desk to this nurse. She became familiar 
with the patients, staffs and families and strong working relationships quickly developed.” 


Patients and providers have benefited in the following ways: 


Increased patient confidence: Elderly patients and their caregivers “are more relaxed, they are more 
confident that someone is taking care” of their concerns, Bonnie Thompson said. 


Patient care at home: Dr. Thompson knows the value and effectiveness of home visits, having 
included them as part of his delivery of care for more than 30 years. As the practice expanded and 
patients aged, more people needed home visits, another reason for the founding of the Geriatric Care 
Program. Elderly patients who cannot drive especially appreciate the home visits. 


Better communication: Having a Geriatric Care Coordinator benefits patients, their families, 
physicians and the staff at skilled nursing facilities. Shirley ensures that providers and family members 
understand the plan of care, which has reduced duplication of services and has increased shared 
knowledge about the patient’s condition.   


Dedication draws additional patients: In their application to NJAFP, the providers stated, “We have 
increased our nursing home census by 20 percent and our home care census by 75 percent. We feel 
these increases are due to our improved dedication to this population, as evidenced and experienced 
by the facilities, patients and their families.”  
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CPCPracticeSpotlight86 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
 Pre-visit Planning Helps Eliminate Gaps in Patient Care 
Taking care of many tasks before the visit gives physicians more time to spend with patients 
Upper Valley Family Care, two offices (Troy, Ohio and Piqua, Ohio); independent; 5 physicians, 2 PAs; 2 nurse 
practitioners; approx. 12,000 patients 
Situation:  At Upper Valley Family Care in Ohio, the providers and staff were looking for a way to make visits as 
efficient and useful as possible. They developed a system of pre-visit planning where, through careful 
coordination, a patient’s health care needs are comprehensively addressed while they are in the office. 


By the time the physician steps into the exam room, he or she has a printout of the patient’s recent lab results in 
hand to give to the patient, and a nurse has already talked to the patient about what treatments or screenings 
may be necessary.  


“When the doctor walks through the door, they can focus their 
time and energy on the patient,” instead of searching for lab 
results or other information, said Candy Lavy, nursing supervisor. 


How it works:  Pre-visit planning at Upper Valley Family Care 
involves many people. Joan Hansen, business supervisor, 
described their system: 


1. The process starts at the time the visit is scheduled, either 
with the schedulers or the check-out receptionists. The purpose of 
the visit and any relevant information needed for that visit is 
entered on the provider’s schedule. For example, if the purpose of 
the visit is to go over radiology results, the scheduler enters the 
name of the test and where the test was done. 
2. Chart prep is done one business day ahead of the scheduled 
appointments, usually by a medical receptionist. Each provider’s 
schedule is printed, showing who is coming in, when and for what 
purpose. By looking at the schedule, the care team knows what 
test and other information is needed. 
3. The practice uses i2i (a population health management 
system) for the chart prep report and patient visit summary. 
4. At each appointment, before the physician comes in, “the 
nurses do a lot of work with the patients,” Lavy said. “They put in 
the chief complaint (reason the patient is there today), check their blood pressure, ask patients with diabetes 
what their blood sugar has been.”  
 
Gradually building to new goals:  The practice began using this pre-visit planning system in December of 2015, 
and introduced changes incrementally, so as to avoid change fatigue with their staff.  “In the beginning, we were 
out to conquer everything, but we quickly decided that was too overwhelming and too much to accomplish. So 
we decided to pick quarterly targets and build off of those targets,” said Beth Burroughs, population health 
manager for the practice. 


For their first-quarter target, the practice chose depression screenings and falls risk assessments, to be included 
in quarterly visits for patients with a chronic condition, as well as annual physicals for all patients. “So each 
quarter we add to our targets, but we do not drop any item off the list,” Burroughs said. 


Currently, “with it being flu season, when we run the i2i reports, we can see if the patient is due for a flu vaccine 
or a pneumonia vaccine,” Burroughs said. In this quarter, they are also emphasizing lung cancer screenings for 
smokers and colonoscopies for eligible patients. “We try to catch as many of the care gaps as we can,” she said. 


CQM Measures: The pre-visit planning system has had a positive impact on the practice’s CQM measures as well, 
with data from i2i showing improved CQM in Hemoglobin AIC control, as well as LDL management and other 
areas. “We’ve definitely seen a positive turn” in the months since they implemented the system, Lavy said.  


Provider and patient satisfaction:  The physicians like the new system, as it “makes their jobs easier and faster,” 
Lavy said. Because so many tasks are taken care of beforehand, physicians have more time to talk with patients 
and listen to their concerns. According to a survey the practice conducted in Oct. 2016, patients are satisfied too. 
They appreciate the paper copies of their test results, which they can bring home for their own records or share 
with a specialist. “I think our patients are more satisfied because they’re getting everything that they need here in 
one visit,” Lavy said. “They’re getting everything done, their refills, their questions answered. It’s been a very 
positive thing for us.” 
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 From left to right: Beth Burroughs, 
population health manager; Candy Lavy, 
nursing supervisor; and Joan Hansen, business 
supervisor.  


To learn more about their pre-visit planning 
system, watch their webinar “Pre-Visit 
Planning to Improve Workflow, Engagement 
and Care Outcomes,” presented as a Rapid 
Cycle Action Group on August 17, 2016, and 
available on CPC Connect. 
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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/
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http://wp.pcpgj.com/?page_id=20

http://www.pcpgj.com/physician-offices/western-colorado-physicians-group/

http://www.pcpgj.com/physician-offices/family-physicians-of-western-colorado/





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/

mailto:belinda.mcghee@tmf.org
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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 


An Initiative of the Center for  
Medicare & Medicaid Innovation 
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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. 


 


 


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.  


 


 


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



		Practice Spotlight 6 February 21, 2014

		Getting Started: Care Management ‘Pivots’  on Risk Stratification

		What the Work Looks Like

		Sharing the Knowledge










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





This material was prepared by TMF Health Quality Institute under contract with the Centers for Medicare & Medicaid Services (CMS), an 
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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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Dec. 2, 2016 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.1: Access and 


Continuity 


CPC Change Driver 4: 
Optimal Use of Health IT 
• 4.1: Develop 


practice capacity 
for optimal use of 
EHR 


 


For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov
/initiatives/Comprehensiv
e-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.  


Patients must be established patients to take 
advantage of the e-visit service. In addition, patients 
must be over 18 years old, enrolled in MyChart and have 
been seen by their PCP in the in the previous 12 months, 
if over 40, or in the past 24 months, if under 40.  


 


CPCPracticeSpotlight85 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Expanding Access to Care Through E-visit Technology 
St. Elizabeth Physicians, greater Cincinnati region; hospital affiliation; 14 CPC sites; 444 providers,  
300,000+ patients 


Situation: In 2014, when St. Elizabeth Physicians (St. Elizabeth’s) decided to offer patients the option to 
seek virtual treatment for non-urgent medical issues, some physicians were hesitant. However,  
St. Elizabeth’s early adopters, Karl Schmitt, MD, and Bradley Gray, DO, embraced the innovation and were 
determined to convince their colleagues to do so as well. 


Strategy: The first step toward gaining widespread provider approval of the approach involved convening as 
many physicians as possible to “define which health conditions could be appropriately diagnosed through 
the e-visit framework,” said Dr. Gray. “We made sure to ask, ‘Given this set of symptoms, would it be 
reasonable to treat them via the patient web portal?’”   


No substitute for a face-to-face. While roughly 21 
common ailments have been cleared for the service, 
including sinus problems, pink eye and the flu, some 
symptoms, such as shortness of breath, 
lightheadedness and chest pain will immediately 
disqualify an e-visit. “The patient receives a message, 
stating that their symptoms indicate that an office 
visit is in order,” Dr. Schmitt explained. Quality of 
care is never compromised.  


Tackling technological misgivings. “We noticed that 
some of the discomfort stemmed from the 
asynchronous nature of e-visits,” added Dr. Schmitt. 
It was important, then, to draw parallels to other 
uses of technology in primary care. “Many 


physicians had been providing diagnoses over the telephone for decades because it was a technology they 
were comfortable with,” explained Dr. Schmitt. He often reminds providers that they can query their e-visit 
patients at any time via email. While not a “live” conversation, it is a two-way information exchange. 


According to Drs. Schmitt and Gray, another advantage e-visit technology has over the telephone is that the 
visit is automatically documented. Patients are required to use the web portal offered by the EHR to request 
an e-visit, and the robust technology provides a 
treatment summary along with educational 
materials and follow-up instructions. For instance, a 
patient who was set to travel to Belize requested 
an e-visit to secure the appropriate vaccinations. 
Her doctor sent an order for the shots and a 
prescription for anti-diarrheal medicine to her 
pharmacy, where she could get the vaccinations 
and pick up her meds in one visit. 


Providing incentives. St. Elizabeth’s primary care providers are 
“strongly encouraged” to participate in the e-visit program, said Dr. Schmitt, who 
explained that for every e-visit, providers receive $25 of the $35 patient copay. What’s more, he 
added, because the e-visits align with CPC milestones, and because striving to meet those goals is tied to 
the physician payment structure, providers have a strong incentive to embrace the technology. 


Specialists are not currently asked to accept e-visits, although Dr. Gray believes more will explore the option 
in the near future. “We have an access issue in our region,” he stated. There aren’t enough dermatologists, 
for example. Patients often wait weeks to get an appointment. “But if a patient has a rash, he could take a 
picture of it and upload it to the portal.” Treatment could begin right away. 


Patient approved. When St. Elizabeth’s debuted its e-visit program in 2014, service hours mirrored those of 
the practices that participated; evenings and weekends weren’t included. That was a small misstep, Dr. Gray 
stated. If they were to do it again, he said, they would immediately provide such coverage “because that’s 
where you see the real growth.” If the numbers are any indication, patients agree: in 2014, 82 patients 
made e-visits. They are on track for 4,800 e-visits in 2016. 



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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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
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This week we go to El Dorado, Ark., to visit SAMA Healthcare Services, an 
independent four-physician family practice located in rural southeast 
Arkansas. Employing about 45 people, the practice has on-site lab and 
radiology, offers bone density testing and does its own billing. Its EMR is 
Allscripts. The clinic’s four physicians care for approximately 19,000 
patients, many who travel from the surrounding rural communities for 
health care.  


“Sometimes Arkansas feels like it’s five years behind everyone else,” said Gary Bevill, MD, a physician partner in 
SAMA Healthcare Services. “But not us. Our partnership has always pushed the envelope, and we see this as the 
leading edge of where medicine is going.” 


Keeping their eye on the leading edge is what attracted physicians Gary Bevill, Matthew Callaway, Eric Hatley and 
James Sheppard for their practice to apply for the CPC initiative. Already robust users of their Allscripts system, the 
team see the CPC opportunity as an opening for accelerating their progress toward higher quality care in a proactive, 
coordinated patient-centered environment. 


“A lot of the things we’re doing now are things we wanted to do in the 
past,” said Pete Atkinson, SAMA’s practice administrator. “We needed the 
front-end investment of start-up money to develop our teams and our 
processes.” 


Leveraging the CPC dollars helped Pete and the physicians re-configure the 
clinic into four care teams, each led by a physician and supported by a nurse 
practitioner, three additional nurses and a care coordinator. The funding 
allowed them to hire the needed nurse practitioners, including one who is a 
certified diabetes educator and another with a pediatrics specialty 
certification.  


Early in the founding of the clinic, all patients were assigned to a physician, 
making 100% empanelment easy. Going forward, they now have a 
dedicated care team tracking and monitoring their care. 


Risk Stratification and Care Management 
Physicians trained nurses on using the risk stratification feature in Allscripts 
as well as the AAFP six-level risk stratification tool. Nurses mark records and 
the physician confirms the stratification during the patient encounter. As 
nurses are reviewing records for the next day’s appointments, not only are 
they able to risk-stratify the patients, they are also able to ensure 
preventive care and screenings are up to date. 


 


SAMA staff wears team shirts and colors 
to help patients see the continuity and 
collaboration in their care.  



http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/RSCM.pdf
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“We also turned on all the Allscripts metrics including the clinical 
decision support,” continued Dr. Bevill. “We are being very 
proactive, and now I’m seeing patients with everything up to date 
and current. The first time it happened, I nearly dropped the 
iPad.” 


Even from Pete’s practice manager perspective, he’s seeing the 
difference the coordination and care management is making.  


“We have found early stages of cancer in our patients through this 
process,” he says. “Sure, we’re kind of pestering our patients to 
get that preventive care done, but it’s paying off. The big picture is 
that we’re saving the system money and improving lives by finding 
a stage 1 cancer rather than a stage 3. We may have saved the 
overall system what they have paid us to participate in CPC.” 


Demonstrating a New Approach 
Informing patients about the changes at SAMA has taken many forms, ranging from each care team adopting its own 
color to refreshing the clinic’s logo to show how the four teams underscore SAMA’s brand promise of quality and 
continuity. Each exam room is tagged with a team color.  


SAMA also keeps its Facebook page filled with clinic updates, such as an illustration of its care team model and links 
to media coverage about its CPC engagement.  


“We are proud of our business,” Dr. Bevill said. “But it’s always really and truly been about the patients. We wanted 
to do this our way, doing what’s best for our patients and our community. A lot of people don’t like change, but our 
staff has seen this is change for the better.  


“They all see we’re providing better care.” 


Next Spotlight: The How and Why of SAMA’s Success 


Using Social Media to Educate and to Inform 
“I was asked this weekend about Care Teams so I thought I'd take a minute to explain 
what we are doing. This picture shows the basic concept. In the past each provider 
acted independently. One complaint we heard was that patients wanted to see “their 
doctor.” From the physician's standpoint they want to see their patients as continuity 
of care is very important. So the team is designed to correct this issue as well as 
address the need for more attention to preventive services. Each team will consist  
of a doctor, a nurse practitioner, a care coordinator and three nurses. Once in place,  
a patient will be able to be seen by their team 99% of the time (doctors do take 


vacations) during normal business hours. When patients call, they will be speaking with the members of their team who  
will know them personally and will be better able to address their needs. After hours and on weekends will still be covered 
by an APN or physician on call. The results will be more same-day visits with each provider/team and increased quality  
of care.” – SAMA Practice Administrator Pete Atkinson’s Facebook post about the new team approach 


SAMA’s Facebook page is one outlet for sharing 
information about CPC activities, including 
announcing practice surveys and explaining the 
new care team model. 



https://www.facebook.com/SAMAHealthcare
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In this installment of the Practice Spotlight, we take a deeper look at how SAMA 
Healthcare Services in El Dorado, Ark., has blended risk stratification and care 
management to improve its already strong preventive care services. As described  
in the Nov. 15 article, the practice created four care teams, each headed by a 
physician and supported with a nurse practitioner, three additional nurses and  
a care coordinator. This team model not only fosters better coordination, but as you will read below, it creates  
a culture where all staff take ownership of patient care, resulting in measurably better care.   


Change is a constant at SAMA Healthcare Services. While the most 
significant event was adopting an electronic health record nearly  
12 years ago, continual re-evaluation among the practice’s partner 
physicians has kept them “out on that edge,” as Gary Bevill, MD,  
put it. 


How SAMA Risk Stratifies 
Through its work with CPC, SAMA formed care management and care 
teams, who drive proactive preventive care for the practice’s 
approximately 19,000 patients. Risk stratification is among the core 
functions of the new care team. 


Nancy New, LPN, clinical informatics coordinator, described the 
process, “Our doctors got together and agreed on a set of diagnoses 
as risk factors and what level that factor would be. Then, they trained 
their teams by going over those lists and talking through their 
questions. Now when patients make appointments, the team care 
coordinator reviews the medical record before the appointment.” 


SAMA turned on Allscripts’ Clinical Decision Support features, which 
alerts the care team to missing screenings or lab work and checks 
health maintenance measures. Occasionally gaps are rectified when 
results are re-entered in the discrete fields, but when screenings are 
needed, the coordinator asks the patient to visit SAMA’s in-house lab 
before the appointment. 


Using the recent Allscripts stratification product release and 
combined with the AAFP Risk Stratification Tool, the coordinator flags 
the patient record prior to the appointment. The coordinator assigns 
a high risk (red) flag if the patient has complications of a major 


diagnosis (diabetes, HTN, COPD, CHF, CVD/stroke) or more than two diagnoses in that group. A medium risk (blue) 
flag is assigned if disease management is in control. Low risk (green) is assigned to patients with no chronic medical 
conditions or medications. 


Risk Stratification Levels  
(merging of AAFP and Site Risk) 


AAFP (Level 5 & 6) / Site Risk = HIGH 
 Diabetes Mellitus, uncontrolled 
 Hypertension, uncontrolled 
 COPD 
 CHF 
 History of CVA 
 CAD/Vascular Disease 
 Obesity, morbid (BMI > 35) 
 Renal Disease 
 Cancer (active disease and/or on 


hospice) 
 Hospitalization in the last 12 months 


AAFP (Level 3 & 4) / Site Risk = MEDIUM 
 Diabetes Mellitus, controlled 
 Hypertension, controlled 
 Hypercholesterolemia, controlled 
 Obesity (BMI > 30 but <35) 
 Hypothyroidism, stable 
 Asthma 
 Cancer (remission) 


AAFP (Level 1 & 2) / Site Risk = LOW 
 No chronic medical conditions, no 


medications 



http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/RSCM.pdf
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Right: Note the icons for patients in 
the appointment view. Blue is 
medium risk; red is high risk. 
Patients under 18 are not stratified. 
Below: Face sheets are also tagged 
with risk levels. 


During the patient encounter, the physician further reviews  
the assessment and confirms the appropriate flag in the 
medical record.  


“We were doing some risk assessment earlier and making that 
happen with some work-arounds in the EHR,” continued  
Dr. Bevill. “When the new product release came out, we 
jumped on that.”  


Before enrolling in CPC, SAMA physicians decided to focus on 
timely A1c testing for their patients with diabetes. 


“First, we educated patients to ask for the test every quarter. 
We told them why it’s important, and we asked them to work 
with us,” said Dr. Bevill. 


Over time, rates of A1c testing increased. When the practice 
took its first measurement for CPC, the results were pretty 
good for their demographics. 


However, increased care coordination made a significant 
difference. Care coordinators called patients due for an A1c.  
A nurse practitioner who is also a Certified Diabetes Educator increased patient education efforts and coaching 
tactics. Physicians wrote “prescriptions” to a local gym to encourage exercise. Patients with diabetes learned to ask 
about the A1c. And the numbers started to move. The percent of patients with diabetes considered poorly controlled 
has dropped 1.5 percentage points from 2012 to 2013. 


“If you look at our A1c rates to date for 2013, we’ve tested more patients than in all of 2012 and our numbers are 
dropping,” pointed out Dr. Bevill. “My patients are way better off with this new system.” (See screenshots.) 


Dr. Bevill reflected on this progress. “You know, I found one of our old (EHR) manuals from 2002 the other day. It was 
nowhere near to what we’re doing today. At first running those reports was tedious, but as it evolved, it got easier.  
If we had been late adopters, these changes would have been more challenging.” 


He continued, “We as doctors often think our way is the only way. You really have to be flexible in your thinking and 
use what’s out there to get you where you need to go. My partners and I are willing to try things. It’s been a fun run.” 
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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.  



https://collaboration.cms.gov/

https://collaboration.cms.gov/?q=content/creating-patient-advisory-group

https://collaboration.cms.gov/?q=content/creating-patient-advisory-group

https://collaboration.cms.gov/?q=content/82813-materials-virtual-site-visit-milestone-4-improving-patient-experience
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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



		Practice Spotlight 10 April 11, 2014

		What to Talk About



		Getting Started: Inviting Patients and Families

		Where to Meet






An Initiative of the Center for  
Medicare & Medicaid Innovation 


Practice Spotlight 12 May 16, 2014 


DTC Family Health and Walk-In is a three-physician practice serving about 9,000 active patients in 
Greenwood Village, Colorado. Four PAs, seven MAs and a care manager round out the practice staff. 
The practice uses AthenaHealth for its EMR and patient portal.The practice website is 
http://www.dtcfamilyhealth.com/home.html. 


The email sent to new patients at DTC Family Health and Walk-In has the usual welcome message 
along with one key piece of information: the patient’s log-in information for the practice’s portal. 


“You have to very deliberately opt-out of using our portal,” Tim Dudley, MD, admitted. “Over the 
past six years, we have been pretty clear that this is how we will communicate with you, where 
we’ll post your labs and where we’ll answer non-emergent questions.” 


With many high-tech businesses located in the vicinity of Greenwood Village, the practice’s patient 
panel tends to be gadget-friendly and most patients haven’t resisted using the portal. When the 
practice went electronic in 2008 and introduced the portal, the sign-up rate was predictably 
sluggish but rates have steadily increased year after year. 


“Patients are more familiar with signing on and registering at a website. Sure, some patients hesitate at first, but we remind 
them that this is how they shop and even how many of them bank these days,” Dr. Dudley continued. “Our system is as safe 
– or even safer – than those systems.” 


Currently 90 percent of the practice’s patients are registered users of the portal, which is accessed through the practice 
website. Of those, 72 percent are active users, defined as having logged in to access information in the past 12 months.  
The patients who have not signed up are reminded at each office visit that this valuable tool awaits them. Some patients 
cling to paper and pen, and the office staff will continue to accommodate their preferences. 


As DTC planned its portal adoption, physicians, PAs and MAs weighed in on the design together. They discussed what 
information to include and then how the staff would blend the portal messaging into the daily processes and workflow.  
This approach allowed the staff an inside view of the portal, which in turn helped them encourage patients to use it. 


Although Dr. Dudley was skeptical at first, the appointment scheduling feature in the portal has been a big plus for patients. 
Every provider has two open slots per half-day session that are designated as portal appointments. Patients love the access, 
and despite Dr. Dudley’s concern that self-booking would wreak havoc on the workday, it hasn’t happened. It’s going  
so well, the practice is incrementally opening up additional appointment slots for 
portal booking. 


The Good, the Better and the Best Examples 
The portal continues to offer DTC savings in time and effort.  


Lab results are a good example. When lab results are loaded into the patient 
record, an email alerts the patient. Once the patient views the information, that 
time/date stamp is part of the record. If the patient doesn’t view the results, the 
portal alerts the care team for follow up. This provides the care team an 
opportunity to explore why the patient hasn’t accessed the portal, such as a lost 
password or misdirected email alert.  


A better example is how patients and staff save time by communicating through 
the portal. Patients can log on at any time to ask a non-emergent question or 


 


Tim Dudley, MD 


A patient comment about 
DTC’s portal from Yelp:  
“This has been my doctor’s office 
for years and I don’t plan on 
leaving. … The best thing they 
did in the last few years is the 
patient portal. You can schedule 
appointments, pay any bills (not 
associated with a co-pay), get all 
your lab results and even email 
your physician if you have 
questions about the results.” 



http://www.dtcfamilyhealth.com/home.html
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make a simple request (such as a prescription refill). As requests cross the practice dashboard, an MA scans the messages, 
answering as appropriate and flagging more complex issues for the physician’s attention. Dr. Dudley estimates portal 
messaging halved the number of phone calls the practice receives for these types of questions and requests. 


“Often I can respond between patient visits,” Dr. Dudley said, “and an email tells patients a response is in the portal for 
them. They don’t have to call in during office hours or leave a voice mail after hours. We don’t have to play phone tag with 
them to ensure they get a timely response.” 


DTC’s best example of how the portal can spur timely care happened when a patient used the portal to request a specialist 
referral. Despite the practice’s efforts to educate patients about using the portal for non-emergent requests, patients may 
not realize their concern is out of the ordinary.  


“We saw the message from ‘Pat’ [name changed to protect patient privacy] come across the dashboard, and we instantly 
recognized the patient,” Dr. Dudley began. “Pat doesn’t like to come in for appointments, grumbles about care and Pat is 
someone who resists recommended treatment. A little bit of a curmudgeon. So, Pat is asking for a cardiology referral 
because Pat is having chest pains.” 


Dr. Dudley paused and chuckled, “Now, I know this is a 60-something diabetic who is a heavy smoker. Pat doesn’t need  
a specialist referral. Pat needs to go the ED. So, we immediately call Pat and send [Pat] to the hospital. Sure enough,  
Pat’s having a heart attack and ends up with bypass surgery later in the day.” 


No, the Patients Aren’t Playing Flappy Birds on Those iPads 
DTC has purchased two iPads and is currently piloting their use during the patient check-in process. Should this test 
prove effective, there are plans to add 10 more. DTC’s EHR vendor, AthenaHealth, is partnering with Seamless Medical 
Systems to integrate the iPad solution, but other EMR vendors also offer this feature. When patients return the iPad to the 
front desk, the information immediately transfers into the patient record. The clean input of data saves time for a busy 
administrative staff and, in the long run, money as the staff isn’t tracking down patients for follow-up information. 


“The only patients who are resistant to the iPads are those who are completely unfamiliar with a tablet and have never 
touched one,” Dr. Dudley said. “Our front office staff will sit with them and coach them through using it, but occasionally 
we’ll have a patient who wants the paper forms.” 


Dr. Dudley envisions the iPads will eventually accompany the patient throughout the office visit, becoming an informational 
and educational asset for both the provider and the patient. For example, when a 47-year-old female patient checks in for 
her annual well visit, the iPad will be loaded with information pertinent to her visit such as a 
shared decision making tool about mammograms or perhaps new information about her 
current medication regimen. She can view the information while waiting to be called to her 
exam room or opt to have the information emailed to her so she can view it later.  


What Else Is Out There 
Dr. Dudley is excited about how technology will expand patient access beyond the 
traditional office visit. 


“We know that a hefty percentage of patient treatment doesn’t have to be in the office,”  
he said. While the CPC care management fee supports increasing our capacity to integrate 
technology in the daily workflow, “What we need is a sustainable payment mechanism to 
put technology like Skype and FaceTime into play. Think how that would help a patient with 
transportation challenges. Or, the patient who can’t miss work but can call in from the office.”  


It’s the 21st century version of house “calls” as we build our medical home. 


Would your practice shine in the Spotlight? Email belinda.mcghee@tmf.org with your story ideas.  


Kathy Wilson, MA, holds one 
of DTC’s iPads, which 
patients use at check-in to 
update history and personal 
information.  
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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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Aug. 8, 2014 


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. 
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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/
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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/.  
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Table 1. Improved control of hypertension (<140/90) 
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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/
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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/.  
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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. 


Collaboration site resources: Sample care compact agreements and Mayfair’s care compacts 


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. 


 
Want to learn more 


about Mayfair’s 


success with care 


compacts? Join the 


Sept. 23 Milestone 6 


Action Group. See 


the CPC curriculum 


for details. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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Sept. 5, 2014 
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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		Focused Care Management and Coordination Reduced Emergency Room Visits for Patient

		Group Health Associates – Springdale, Cincinnati, Ohio  System (TriHealth), 14,000 patients






 


 


 


 


 


 


 


 


Sept. 12, 2014 


This strategy addresses 
CPC Milestones 2, 5 and 7. 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
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/
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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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CPCPracticeSpotlight22 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


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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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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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  


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 on 
the Collaboration site. 
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Oct. 10, 2014 


This strategy addresses 
CPC Milestone 4.  
 


For more information about 
the CPC initiative, visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Springfield Center for Family Medicine 
invites all patients to join in its PFAC 
with posters like this posted in the 
practice. Click through here to see a 
sample meeting agenda.   


CPCPracticeSpotlight25 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 


 


One-Two Combination of Surveys and PFAC Guide  
This Practice’s Implementation of Patient-Centered Changes  
Springfield Center for Family Medicine, Springfield, Ohio 
Independent; 7 physicians, 1 PA, 1 APRN; 7,600 patients 
Situation: The time commitment to administer and tally 
surveys made the staff at Springfield Center for Family 
Medicine reluctant to pursue this option for Milestone 4 and 
thus opted to convene a Patient and Family Advisory Council 
(PFAC) in June 2013. However, the practice’s physician 
champion urged them to attempt both options to gain the 
most insight into the practice’s ability to engage patients and 
meet their needs while informing practice improvements. 


Strategy: By using survey findings to guide the PFAC meeting 
agendas, Springfield’s two-pronged approach brings to light 
the “what” as well as the “why” of changes patients would 
like to see in the practice. 


Two months before a quarterly PFAC meeting, the practice 
surveys patients over a one-week period, gathering about 300 
responses. Front desk staff distributes the surveys as patients 
check in, and patients turn them in at check out. The lead-time 
allows staff the necessary time to administer the surveys, tally 
results in a spreadsheet and graph them to present to the 
physicians and staff. The staff’s comments and feedback, along 
with the survey results, build the list of topics for the PFAC to address in the upcoming meeting.  


The PFAC meets over lunch at one end of the practice’s waiting room, near a large sign announcing the 
PFAC meeting. The sign often prompts interest from other patients. PFAC information and invitation to 
join is also posted to the practice bulletin boards. 


Six to eight patients participate in the PFAC, which comprises a diverse mix of new and long-standing 
patients with a range of medical needs. Patients are encouraged to participate for one year, and then 
the practice builds a new list of candidates based on physician and staff nominations, patients selected 
from the empanelment lists and those who express interest in joining the PFAC. 


Practice staff rotates attendance at the meetings; along with the office manager and PFAC coordinator 
there is staff representation from providers, reception area, billing department and clinical support at 
all meetings. An unexpected benefit of staff attending these meetings has been the interpersonal 
rapport they have built with participants. It enhances their understanding of the importance of 
customer service, especially for patients who call the practice when they are unwell. Gaining this new 
perspective has improved staff ability to manage their stress level when caring for patients who are not 
always courteous due to their acute health issues. 


To date, survey results have largely driven Springfield’s PFAC agendas. For example, patient wait times 
emerged as a concern in the surveys, and the PFAC’s guidance helped create a new policy that staff will 
communicate with and update patients who have been waiting for 15 minutes beyond their 
appointment time. If the appointment is running late around lunch, patients are offered a light snack or 
drink to help keep them comfortable. Complaints about the practice’s phone tree were discussed at 
length, with the practice modifying the system based on the PFAC’s recommendations.   


The PFAC also independently raises improvement ideas the practice has taken under consideration, 
such as installing a diaper changing station in the restroom, a suggestion box in the lobby and a 
beverage table in the waiting room as well as starting a patient mentoring program to further support 
care management.  
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Nov. 7, 2014 


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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Medication management 
patients bring these bags 
to appointments. 


CPCPracticeSpotlight28 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


It Takes a Neighborhood to Increase Medication Safety for Patients  
Saline Med Peds, Benton, Ark. — Independent; 1 full-time and 3 part-time physicians; 2,400 patients 


Situation: Patients whose health status qualifies them as a high-risk patient often struggle with their complex 
medication regimens. They are especially vulnerable to medication errors when new prescriptions are issued 
after an emergency room visit, hospitalization or other transition in health care setting.  


Strategy: Attempting to close gaps in the medical neighborhood, Saline Med Peds has collaborated with key 
health care partners in the community to make medication information easily accessible, and the practice arms 
patients with up-to-date medication information at each appointment. 


First, Mark Martindale, MD, and Cindy Martindale, RPh, reached out to key community health care partners. The 
practice met with community pharmacists to propose establishing informal care compacts based on a short list of 
practice needs. Two local pharmacies agreed to collaborate with the practice. Both offer delivery, and one is a 
compounding pharmacy. In the agreement, the practice provides these pharmacists the practice providers’ cell 
phone numbers. Cindy reports that she only occasionally receives calls from the pharmacists and to date the 
relationship has benefitted patients with enhanced service and lower costs. Patient feedback affirms they are 
seeing more attention to their medication needs and expenses. 


Another mechanism the practice uses to make information accessible is to share an EHR interface with the local 
community hospital, which can then access the practice’s medication lists. The practice pharmacist also sends 
lists and coordinates information with an assisted living facility in the community. 


Second, patients are reminded before, during and after appointments about updating medication lists. Before 
patients’ appointments, Cindy reviews their medical record for recent hospital discharges or specialist notes that 
indicate medication changes. She flags records where a consult is needed.  


When staff makes appointment reminder calls, they ask patients with a flagged 
record to bring in all medications and supplements they are currently taking plus 
their current medication list for Cindy to review.  


To help patients remember their medications, all medication management 
patients are given a brightly colored insulated tote bag purchased with CPC funds. 
Patients like that the bag has a handle and zips closed; it’s sturdy, easy to carry and 
won’t spill its contents. While each bag cost less than $3, these “special bags” 
effectively convey the importance of bringing medications to office visits.  


During scheduled clinic visits, Cindy meets with patients and reviews all current 
medications, answers questions and makes any necessary adjustments. She 
documents the outcome of the medication reconciliation in the patient’s chart 
prior to the patient’s visit with the physician. 


Transitions in care from various facilities often results in patients filling the same medications in varying forms. 
Case in point: A patient arrived at the office for a post-discharge follow-up appointment carrying three plastic 
grocery sacks filled with pill bottles. Following a recent hospital discharge, she promptly filled her new 
prescriptions, but her deteriorating condition led to a readmission within hours. Upon the second discharge, she 
went directly to a rehab facility, which then issued a new set of prescriptions upon discharge, based on the 
facility’s available formulary. At her follow-up appointment, the patient had three sets of medications: those she 
took before her hospitalization, the hospital-prescribed medications and medications prescribed at the rehab 
facility. Among the medications were two different statins and one drug the patient was having an allergic 
reaction to. The patient had no idea what to do. Over the course of an hour, Cindy sorted out the patient’s 
medications, eliminating duplicates, switching to less expensive options, adjusting dosages and educating the 
patient on the updated regimen.  


At the end of the visit, Cindy provided the patient an updated medication list. She instructed this patient, as she 
does all patients, to share the list with her other health care providers. If the other providers make changes, the 
patient is asked to bring the updated list to subsequent appointments at Saline Med Peds. This action is then 
documented in the EHR. 


Practices building collaboration agreements in their medical neighborhoods may want to consider two of Saline 
Med Peds’ successful tactics: look beyond physician practices for partners and involve patients as 
communications liaison among providers.  
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Nov. 14, 2014 


This strategy addresses 
CPC Milestone 6.  
 


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


To learn more about Springfield Health Care Center’s care compact work, see Kim Blackburn’s presentation in 
the Milestone 6 Action Group on Sept. 23, 2014; slides and recordings are posted to the Collaboration site here. 
More discussion about care compacts and collaborative agreements can be found in the Milestone 6 Action 
Group forum here. 



http://innovation.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/
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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/
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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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Dec. 19, 2014 


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. 
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March 13, 2015 


This strategy stems from  
CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.2: Planned Care for 


Chronic Conditions and 
Preventive Care 


• 1.3: Risk Stratified Care 
Management 


• 1.5: Coordination of Care 
Across the Medical 
Neighborhood 
 


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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COFM has tracked percentage of referral notes returned 
to the practice since Q2 2013. COFM attributes the 
uptick in Q1 2014 to the practice identifying trends 
among providers and reaching out to them specifically.  


CPCPracticeSpotlight41 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Following Data Over the Long Term Aids in Maintaining Improvement 
Central Oregon Family Medicine, Redmond, Oregon; independent, 2 physicians; 3,100 patients 


Situation: At the start of 2013, Central Oregon Family Medicine (COFM) identified tracking and follow-up on 
specialist referrals as an opportunity for improvement. Anecdotally, the team at COFM knew that gaps existed in 
documenting and confirming specialist referrals, appointments, screenings and other treatment notes. However, 
without a standard workflow and method to capture and analyze data, they were unable to determine how much 
improvement was needed or how to assess where the practice could intervene to improve the process. 


Strategy: COFM looked to develop a workflow that 
would touch on several points in the referral process 
and the ensuing follow-up to ensure patients were 
seeking and receiving timely specialty consultations 
recommended by their PCP. 


By the second quarter of 2013, Mark Hughes, DO, and 
partner Bruce McElroy, MD, along with the practice 
team, had designed a process that would “tag” each 
outgoing referral in the electronic patient record, and 
that tag would remain open until the specialist’s notes 
were received in the practice. Additionally if testing 
and/or screenings were recommended in conjunction 
with the referral, those would be tagged in the EHR and 
remain open until results were received. Tagging the 
referral and the labs/screens separately effectively 
wraps around the referral process to ensure completion. 


Each week the practice’s medical assistant (MA) runs a report to identify open tags in patient records.  If she can 
reconcile a lab report or the specialist’s consultation notes to each tag, she closes the tags. Other tags may be 
marked pending (i.e., patient not yet evaluated or notes not yet received). If a consultation note is not received 
within four weeks of referral, the MA calls the specialist’s office to follow-up. However, the RN care manager makes 
the contact if the patient in question has been assigned to her due to high or escalated risk. Her familiarity with 
these patients’ complex conditions is often pertinent in these contacts.   


If the specialist indicates the patient has not scheduled the appointment, the MA (or RN care manager if 
appropriate) reaches out to the patient to assist with setting up the appointment and resolving barriers as needed. 


Dr. Hughes can run the reports by provider or service, allowing him to track communications patterns and pinpoint 
specialties where follow-up consistently lags beyond four weeks. The practice mails a letter to these providers, 
reminding them of the necessity of timely follow-up and requesting compliance with this standard of care. COFM 
has found this strategy highly effective. In the rare instances where communications and notes remain delinquent 
after the letter is sent, a practice physician sends a follow-up letter to the lead physician in the specialty practice. 
This physician-to-physician outreach generally resolves remaining issues. 


The practice has tracked four metrics related to referrals since Q2 2013: total patients referred, patients 
seen/consult notes returned, patients seen/no consult notes returned and patient not seen. The data from 2013 
show incremental improvement nearing the practice’s goal of 100% follow-up. Over the following months, 
improvement dipped slightly, prompting the practice to again make additional efforts with identified providers. 
While the practice can consistently monitor the referrals and take corrective action as appropriate, 100% 
compliance remains dependent on specialist practices’ willingness to collaborate on timeliness. 


To help maintain the COFM team’s focus on these metrics, Dr. Hughes and Dr. McElroy use the weekly practice-
wide QI/CPC meeting to review their efforts and brainstorm new approaches. One tactic has been networking 
within the physician community at professional events. Dr. Hughes reports that discussing COFM’s focus on 
specialty follow-ups as well as other CPC-related work has sparked the attention of his peers. Knowing that COFM 
tracks response rates has appeared to influence more timely communication among specialists. 


While COFM has not reached its 100% goal of follow-up from specialists, this process has increased the likelihood 
that patients are seeing their specialists and getting their recommended screenings and tests.  
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March 27, 2015 


CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 
• 1.1: Access and 


Continuity 
• 1.2: Planned Care for 


Chronic Conditions and 
Preventive Care 


• 1.3: Risk Stratified Care 
Management 


• 1.5: Coordination of 
Care Across the Medical 
Neighborhood 
 


Change Driver 2: 
Enhanced Accountable 
Payment 
• 2.2: Analytic Capability 


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/.  


 
 


 


 


 


 


 


 


 


 


CPCPracticeSpotlight42 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 
Critical Elements in Care Management: Process/Data, Protocols  
and Reinforcement/Response 
Sangre de Cristo Internal Medicine, Pueblo, Colorado; solo practitioner; 981 patients 


Situation: When solo practitioner Doug Duffee, MD, considered how to 
implement effective care management as a support to overall 
comprehensive primary care in his practice, he saw a range of disparate 
activities and functions that needed to come together and function in a 
uniform process. Dr. Duffee also understood that to make it work efficiently 
and effectively, he needed to be willing to take risks and make transformative 
changes, such as expanded access discussed below.  


Innovation: Dr. Duffee’s approach is a series of interrelated but hierarchical 
processes that drive toward the outcome of effective and efficient care management. 
His intention was to “re-engineer” how his practice works by hardwiring steps of 
service across the continuum of care to ensure consistency and thoroughness. 


The overarching effort focuses on creating a uniform QI process with data capture 
that identifies all areas to be monitored. In one spreadsheet Dr. Duffee tracks 19 care 
coordination measures including the number of acute appointments and timeliness of scheduling (same day or within 
48 hours), patients’ ER visits, hospitalizations and re-admits as well as the subsequent care coordination follow-up 
phone calls. A second spreadsheet covers care management activities, including rates of use for seven shared decision 
making aids, contacts/outreach for high-risk disease management (diabetes, CHF and asthma) and NQF population 
health measures. From this spreadsheet, Dr. Duffee has identified specific areas for improvement and then follow-up 
with targeted interventions. Further, he can quantify total utilization and associated costs. 


For each targeted activity, the office follows standard in-reach and outreach protocols for risk- and disease-based care 
management, self-management support and care/transitional care coordination. For example, the care coordinator 
calls for an ER follow-up by phone using a script to ensure conversations with patients consistently touch on all key 
risks associated with poor outcomes. Ensuring all team members follow the same steps for each area of coordination 
further strengthens the validity of the data tracking these activities. Having documented protocols also helps staff 
recognize when interventions are in place for improvement and maintains consistency in that improvement effort. 


Lastly, regular QI meetings with all staff reinforce the processes and provide opportunities to respond to the data. 
When Dr. Duffee first introduced these changes in 2013, the staff met every two weeks to review progress and 
brainstorm strategies to strengthen processes and improve performance. Together they review spreadsheets to gauge 
their progress. As they have worked through the most obvious snags in processes, the meetings have moved to a 
monthly schedule. Using the same spreadsheet tools over time has supported sustainability in the practice’s efforts as 
well – all staff know what it is being tracked and what efforts need maintenance or increased support. 


Among the risks Dr. Duffee weighed was expanding same-day access and using telephone triage to assess urgency of 
patient complaints. He pointed out that telephone triage is difficult depending on the patient and the nurse’s ability to 
assess. While the goal is to keep patients from unnecessarily using the emergency room, the flip side is that primary 
care physicians don’t want a patient with a heart attack coming to the office for care with potential life-threatening 
delay in treatment. 


Transformational change that the practice undertook was to provide the continuum of care management and care 
coordination services to all patients, regardless of payer reimbursement for those services. Dr. Duffee noted that many 
of his colleagues felt deluged by utilization data, anxious that insurance company administrators would dictate that 
physicians run their practices to meet or beat the numbers. Dr. Duffee interpreted the rush of data as an opportunity 
to correlate quality with a lower cost of care, namely providing the expanded, appropriate care at the primary care 
level that would overall lower utilization costs for the entire patient population.  


Payers can be partners in care management and population health, he said. For example, when he has a particularly 
complex patient, he will contact the payer’s nurse care coordinator for assistance. Because payers’ nurse navigators are 
making the patient follow-up calls as well, he sees coordinating with them as leveraging their engagement and creating 
a synergy between the practice’s care management and the payer’s efforts. 


The consistent use of data to measure progress, and continuous process improvement has resulted in a consistency in 
care management, and indeed total population management. Partnering with payer care managers has expanded the 
work of the team, with the patients coming out as winners in the end. 
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April 10, 2015 


This strategy stems from  
CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 


• 1.2: Planned Care for 
Chronic Conditions and 
Preventive Care 


• 1.3: Risk Stratified Care 
Management 


• 1.4: Patient and Caregiver 
Engagement 


• 1.5: Coordination of Care 
Across the Medical 
Neighborhood 
 


 


 


 


 


 


 


 


 


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.  


SMS at Hunterdon: 
“Patient A is overweight and has 
hyperlipidemia. At our first 
meeting, she set a goal to lose 15 
pounds in three months and make 
healthier food choices.  As we 
talked, she realized one of her 
barriers was that she did not know 
how to put herself first so that she 
could focus on eating better and 
exercising. The more we talked, 
the more she realized its 
importance, and that it was okay 
to put herself first. 


I also recommended that she 
schedule an appointment with the 
nutritionist at a local grocery store 
to learn about healthier food 
choices and meal planning.  


At the follow-up phone call, she 
reported that she is exercising 
three times a week for 30 minutes 
on her treadmill and that she 
chooses raw vegetables as snacks 
instead of chips and candy. She 
had lost 5 pounds. Most 
importantly, she stated that she 
feels better both physically and 
emotionally because she is putting 
herself first to manage her health. 
I gave her positive feedback and 
encouraged her to keep going.  


Our next call will be in a month.” 


CPCPracticeSpotlight43 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Beyond Patient Education: Self-Management Support  
Hunterdon Family Practice & Obstetrics, Flemington, New Jersey; independent, 5 physicians, 2 NPs; 
6,000 patients 


Situation: Health care providers as well as patients often mistake self-
management support (SMS) as a variation of patient education. While 
providing information is a part of SMS, the larger framework of an effective 
SMS program is “the systematic provision of education and supportive 
interventions by health care staff to increase patients’ skills and confidence 
in managing their health problems, including regular assessment of progress 
and problems, goal setting and problem-solving support.”*  


Strategy: Hunterdon Family Practice & Obstetrics engages patients in SMS by 
way of a structured SMS visit where patients are guided to take the lead on 
improving their health through appropriate goal setting, planning strategies to 
overcome barriers and using the practice’s guidance and support. 


The practice offers SMS to patients based on their general risk status, a 
poorly controlled disease state, provider referral and patient expression of 
interest. About 60 patients are currently enrolled, two-thirds of whom have 
been recently identified as high risk for developing diabetes. To date, three 
SMS patients have “graduated” by meeting their goals, such as controlling 
their A1c and lowering their lipids. 


Providers introduce patients to their “health coach” (an RN care 
coordinator) either during an office visit or at a later scheduled 
appointment. During this 30-minute meeting, the nurse describes SMS and 
health coaching to the patient, framed as the patient learning to take charge 
confidently of his or her health with the health coach providing support, 
guidance, information and resources as needed. Together they review a few 
pages of SMS materials, starting with the definition of SMS and health 
coaching and then assessing the patient’s confidence in self-management 
with an 11-question survey. The nurse then offers a PHQ-2, a two-question 
depression screening tool, and if needed, a PHQ-9 is provided as follow-up. 


The SMS appointment continues with the nurse guiding the patient in 
tailoring a one-page personal action plan. With the nurse’s assistance, the 
patient describes his or her goal and then maps out steps toward success. 
This includes describing barriers and strategies to overcome them. Next, the 
patient rates how well he or she understands why the goal is important and how confident he or she is about 
making this change. Finally, the patient sets up a follow-up plan.  


The health coach call patients every two weeks until the patients demonstrate progress and a plan to sustain that 
progress.  The calls are then made monthly. The practice offers to contact patients through the portal, but coaches 
have found that patients prefer a phone call. The coaches often call patients when new lab results come in — it’s an 
opportunity to check in, celebrate progress or re-assess patient confidence in meeting goals. Coaches report that 
patients tell them they  enjoy the real-time opportunity to ask their health coach questions between check-ins. 
Providers also assess their patients’ SMS progress during regularly scheduled appointments. 


Hunterdon has found documenting SMS a work in progress. While process measures such as patient goals and 
follow-up phone calls are easily tracked in the EHR, the practice follows their SMS patients’ progress by tracking 
outcomes in a spreadsheet. Health coaches record lab results, assessment scores, PHQ scores, and any community 
resources patient’s access to support their goals as well as notes from their check-in calls. To keep the team updated 
on SMS patients, weekly team meetings with providers and care coordinators, and the practice culture also 
encourages “drive by” questions from care coordinators as needed throughout the day. 


While SMS is intensive work, Hunterdon providers find the successes highly rewarding and worth the effort. Helping 
patients live healthier lives is why they sought health care careers. Success with patients confirms it was the right 
choice. 


*Source: Institute of Medicine. Priority areas for national action: transforming health care quality. Washington, DC: National 
Academies Press; 2003. 
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April 24, 2015 


These strategies stem from  
CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 


• 1.2: Planned Care for 
Chronic Conditions and 
Preventive Care 


• 1.3: Risk-Stratified Care 
Management   


• 1.5: Care Coordination 
Across the Medical 
Neighborhood  
 


Change Driver 3: 
Continuous Improvement 
Driven by Data 


• 3.1: Internal 
Measurement and 
Review 


• 3.2: Culture of 
Improvement 


Change Driver 4: Optimal 
Use of Health IT 


• 4.3: EHR-Based Quality 
Reporting 


For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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Above: A sample of 2014 quarterly data (de-
identified) that is shared with all PriMed 
physicians. As of 2015, outcomes data is tracked 
monthly. A separate dashboard displays physician 
performance on 11 measures, each tied to a larger 
strategic goal.   


CPCPracticeSpotlight44 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


Teamwork, Transparency and Rewards Drive Improvement  
in Quality Measures  
PriMed Physicians, Dayton, Ohio; multispecialty (6 CPC sites); 30,167 patients 


Situation: In early 2014, clinical leadership at PriMed Physicians began planning how to implement CPC 
clinical quality measures (CQMs) at its six CPC sites. At that time, PriMed was concurrently implementing 
multiple other measures associated with PCMH and payer initiatives as well as regulatory measures. In 
the past, when new initiatives were rolled out, PriMed physicians expressed some concerns about how 
they could achieve goals. First, physicians often perceived that they would need to do the work 
individually, and second, the new processes would 
disrupt and slow their daily schedules, resulting in 
hectic, stressful days for everyone on their teams. 


Strategy: PriMed pursued three strategies to help 
physicians and their teams adapt and embrace 
integrating the CPC CQMs: teamwork, data 
transparency and rewards for performance. 


Teamwork. CPC CQMs and other Milestone work 
clearly depend on effective teamwork for 
implementation. Knowing this and that physicians 
would need to see some early wins to lend their 
support to the work, PriMed jump started the 
process by emphasizing a whole team approach. 
Daily huddles included everyone from the front 
desk to the care coordinators. Attendance in 
huddles is also a metric included in the physicians’ 
individual scorecards. When the practice clearly 
expected every role to contribute to the CQMs’ 
success, this motivated how teams performed. The resulting gains demonstrated to physicians they have 
support from a capable team in the new endeavors. Once physicians were confident their teams could 
carry out the work, their positive influence further encouraged the teams’ progress toward goals. Success 
with this approach is seen in the data sample shown in the inset where the pilot site for implementing the 
depression screening workflow doubled its rates of PHQ orders in two successive quarters.  


Data transparency. Sharing data sparks friendly competition among teams as well as clearly recognizes 
high performers. All teams see outcomes by clinic site and physician team (see sample above for the PHQ 
screenings). In 2014, the data was run quarterly to share with teams; in 2015 with the learning curve with 
new processes behind them, teams will begin seeing data monthly. 


Starting in fall 2014, PriMed provided physicians with individual score cards displaying performance metrics, 
which included five CPC-related metrics such as depression screening and care conferences (Milestone 2), 
monthly adult patient meetings (Milestone 4) and following hypertension processes (Milestone 5). Each 
metric is also tied to a larger goal such as quality, patient experience and physician/personal experience. 
This again connects daily work to the larger goals the practice has targeted. 


Rewarding performance. “Treating You Well” is PriMed’s tagline for both patients and employed personnel. 
PriMed acts on this by recognizing high performers at meetings and practice events, as well as through 
financial incentives. Storytelling has been particularly effective at all levels of the organization. When team 
members share success stories with peers and leadership, they help teach best practices, model leadership 
and confirm goals are attainable. Physicians earn individual incentives based on results from their score 
cards, and teams are recognized and rewarded, too. 


Combined with the three strategies described above, PriMed leadership emphasizes two key components to 
engaging physicians and their teams: follow through and consistency. Teams operate effectively and with 
confidence when clinical and administrative leadership is a steady influence.  
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May 8, 2015 


These strategies stem 
from  
CPC Change Driver 1: 
Comprehensive Primary 
Care Functions 


• 1.2: Planned Care for 
Chronic Conditions and 
Preventive Care 


• 1.4: Patient and 
Caregiver Engagement  
 


Change Driver 3: 
Continuous Improvement 
Driven by Data 


• 3.1: Internal 
Measurement and 
Review 
 


For more information 
about the CPC initiative, 
visit 
http://innovation.cms.gov/ 
initiatives/Comprehensive-
Primary-Care-Initiative/.  
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CPCPracticeSpotlight45 
Comprehensive Primary Care is an initiative of the Center for Medicare & Medicaid Innovation 
 


PDSA Cycles Focused on Reducing Falls Risk Help Reduce ED Use  
Family Medical Group Northeast, Portland, Oregon; independent; 5 physicians, 1 NP, 9,600 patients 


Situation: At a spring 2014 Oregon learning session, the care management team at Family Medical Group Northeast 
(FMG) learned about falls risk assessment and saw it as an opportunity for their practice. However, the practice was in 
start-up mode on multiple other CPC-related activities, and falls risk was tabled for future consideration. In fall 2014, 
FMG was surprised to see that their internal tracking data showed nearly 31% of their patients’ ED visits in Q2 were 
attributed to “falls, injury or laceration,” which renewed their interest in pursuing falls risk assessments.   


Strategy: Although FMG had deferred working on falls 
assessments, the care managers began the background 
work to launch an initiative, including developing potential 
workflows and processes for testing as described below.   


When physicians saw the care managers had completed 
most of the prep work for implementing a new screening 
into workflows with the work spread across the team, they 
readily endorsed the plan and testing began. FMG’s first 
quarter goal was to screen 80% of the practice’s patients 
65+, regardless of falls history (1,608 patients), and the 
practice would run data weekly to monitor progress. 


FMG ran a series of PDSAs through fall 2014 to test 
multiple tactics. In September 2014, medical assistants 
began giving the screening to patients as they roomed them. Data showed rates lagged considerably behind 
expectations; one cause was lack of time. If the patient was running late or the staff needed to make up time in the 
schedule, other parts of the workflow such as depression screening took priority over the falls screening.  


A second test was to screen patients during an October 2014 flu shot clinic, which would attract the same target group 
of patients and their families. The practice set up an information table during the clinic, and a staff person was 
available to answer questions and offer a same-day screening. Unfortunately, turnout for the clinic was unusually low. 
However, all eligible patients who came in for a flu shot (five) were also screened for fall risk.  


Next the practice conducted a PDSA cycle with a direct mail outreach. In mid-November, FMG mailed 75 patients a 
packet containing a letter of explanation; the falls risk screener and a pre-addressed return envelope to facilitate the 
response rate. Only 10 patients put their names on the returned screeners. Because FMG provided its own envelopes 
in the mailing, the practice was unable to track the remaining responses.  For the follow-up PDSA in early December, 
staff put patient names on the mailed screeners. The response rate increased to 83%, but staff and care managers 
noted that the follow-up for the positive screeners was more labor and resource intensive than the screeners 
administered at point of care. A positive screener in the office could be immediately addressed with the patient, and 
additional interventions (Timed Up & Go test and education resources) could be completed at the visit. Positive 
screeners from the mailings required additional phone calls and office visits to complete the work. Although the rate of 
screeners administered was high, the rate of interventions on positive screeners was lower for the screens mailed. 


Also in November, FMG revisited how to deliver the screeners while eligible patients were seen in the office. For this 
PDSA cycle, the screener was delivered at check in, which resulted in 100% of eligible patients receiving the screener.  


At the end of December 2014, the practice had screened 620 patients. While this was short of FMG’s goal – which they 
admit may have been overly ambitious – several key learnings had emerged: 
• Conducting the screeners at point of care allowed for more meaningful dialogue, education and interventions 
 for at-risk patients.  
• Direct mailings were resource intensive and resulted in a lower intervention rate for at-risk patients.  
• At each ED follow-up call, care coordinators again remind patients about the after-hours call line.  
• FMG found that trusted care coordinators can influence patients to call the practice before to heading to the ED. 


Outcomes: FMG has found monitoring data over time will not only document improvements but reveal additional 
opportunities for the practice to apply their PDSA skills. For example, data for Q4 2014 showed falls, fractures and 
lacerations accounted for 21% of ED visits, with eight of the patients identified as seniors with falls in October 2014. 
Data for Q1 of 2015 shows a decrease in this ED visit category to 17.54%. An audit of those patients revealed a 
possible second target population:  many of the injuries were sports-related in 47- to 65-year-old patients. Another 
positive data point as of March 2015 is that only one patient over 65 has been seen in the ED for a fall.  
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Resources 


Resources 
Driver 1: The Comprehensive Primary Care Functions 


Secondary Driver 1.1: Access and Continuity 


Coding for Group Visits (http://www.aafp.org/practice-management/payment/coding/group-visits.html)  


Continuity of Care, Definition of, AAFP (2015). http://www.aafp.org/about/policies/all/definition-care.html  


Continuity of Care: a multidisciplinary review, BMJ (2003). http://www.bmj.com/content/327/7425/1219   


CPC On Demand Video: Group Visits: Expanding Access to Care (2017). This video illustrates how group visits can benefit the needs 
of a practice’s patient population. https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5 


CPC Practice Spotlight 12: DTC Family Health and Walk-in (2014). DTC Family Health and Walk-in from Colorado share insights 
about use of the portal. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30 


CPC Practice Spotlight 59: Home Visits Help Brittle and High-Risk Patients Stay in the Continuum of Care (2015). Providence 
Medical Group-Glisan (Ore.) shares its home visit process for high-risk patients. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=22 


Empanelment Implementation Guide (2013). Safety Net Medical Home Initiative. 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf  


Group Visit Billing Information (http://www.acponline.org/running_practice/patient_care/group_visits/billing_info.htm)  


Group Visit Starter Kit (2001). Group Health. www.improvingchroniccare.org/downloads/group_visit_starter_kit_copy1.doc  
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Resources 


Secondary Driver: 1.2 Planned Care and Population Health 


AHRQ National Guidelines Clearinghouse. https://www.guideline.gov/    


Always Use Teach-back! Training Toolkit. http://www.teachbacktraining.org/   


AMA STEPSforward (2016). https://www.stepsforward.org/modules/pre-visit-planning  


Brief Action Planning – The Centre for Collaboration Motivation and Innovation. This support technique is a structured method of 
working with patients to create a concrete action plan for their health. http://www.centrecmi.ca/learn/brief-action-planning/  


Chronic Disease Self-management Program, Stanford Medicine. This is an example of a peer-led, evidence-based support resource. 
There is also be state and local references. https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-
program/ and http://patienteducation.stanford.edu/programs/cdsmp.html   


Clinical Decision Support: Using Technology to Identify Patients’ Unmet Needs (2012). 
http://www.aafp.org/fpm/2012/0300/p22.html   


CPC On Demand Video: Integrating Advanced Primary Care Strategies: Behavioral Health and Medication Management (2017). 
On-site behavioral health specialists and a strong focus on medication management benefited the patients at this practice.  
https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Leveraging the Whole Team for Planned Care (2017). This practice demonstrates how team-based care and 
pre-visit planning helped improve their quality measures.  https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2  


CPC On Demand Video: Proactive Management of Chronic Conditions to Improve Outcomes and Empower Patients (2017). A CPC 
practice discusses using COPD rescue packs as part of a team-based approach to delivery of chronic disease management for an at-
risk population.  https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Self-management Support for Patients with Chronic Conditions (2017). A practice shares how they 
established effective goal setting for patients with chronic conditions. https://www.youtube.com/watch?v=aEwPg-
unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand: Self-management Support for Vulnerable Patient Populations (2017). How to reach the vulnerable patients in 
your population (economically disadvantaged, racial and ethnic minorities, low-income children, HIV+) and provide them with self-
management support. https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Testing New Workflows through Pre-Visit Planning (2017). In this video, a practice describes how they 
established a new system for pre-visit planning. The new system made patients more engaged, and the physicians and staff 
appreciate it. https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10 


CPC On Demand Video: Utilizing Pre-visit Planning Tools and Teamwork (2017). A CPC practice describes the tools and strategies 
staff and providers use to prepare for patient visits. Chart scrubs and QM cards are part of the daily workflow. 
https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 17: Patient-centered Care Management Resonates with Patients with Diabetes, Hypertension and Obesity 
(2014). Clopton Clinic (Ark.) uses the skill of their health coach to improve outcomes for chronically ill patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39 


CPC Practice Spotlight 33: Check for Literacy When Evaluating Patient Self-management Skills (2014). Warren Clinics in Jenks, 
Okla., found teach back to be a valuable tool to use with a patient with limited literacy. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56 


CPC Practice Spotlight 43: Beyond Patient Education: Self-management Support (2015). Hunterdon Family Practice and Obstetrics 
from Flemington, N.J., describes its observation of changes in process measures (patient goals, community resources accessed and 
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https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10

https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56
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number of follow-up phone calls tracked in the EHR) as well as outcome measures (i.e., CQMs, PHQ scores). 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=8  


CPC Practice Spotlight 50: A Simple Ask: How One Request Can Quickly Engage and Activate Patients (2015). This New Jersey 
medical group engages patients in their exercise and food tracking activities as a means of self-management support. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=14  


CPC Practice Spotlight 60: Pharmacist Integration Strategy: Working Directly with Patients to Improve Medication Adherence and 
Outcomes (2015). Banner Health (Colorado) pharmacists engage directly in patient care, working closely with patients with complex 
medication regimens. This article includes an outline of workloads and patient touches as well as suggestions for measurement. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=23 


CPC Practice Spotlight 76: Strategies for Meeting Patients ‘Where They Are’ and Making Self-management Support Work in a Busy 
Primary Care Practice (2016). Summit Family Physicians in Middletown, Ohio, integrates self-management support into how they 
engage patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=36 


CPC Practice Spotlight 84: Geriatric Care Coordinator Boosts Patient Confidence, Satisfaction (2016). This New Jersey practice 
found it could best serve the needs of its largely elderly population by including a care coordinator specializing in geriatrics on its 
care team. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42 


CPC Practice Spotlight 86: Pre-visit Planning Helps Eliminate Gaps in Patient Care (2016). This Spotlight describes how an Ohio 
practice uses both population health software and chart audits to identify patient care needs, including a brief list of the steps in the 
practice’s visit planning process. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44 


Culture and Health Literacy http://www.cdc.gov/healthliteracy/culture.html  


Health Literacy Measurement Tools http://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy/index.html  


Health Literacy Universal Precautions Toolkit  http://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy-toolkit/index.html  


Healthy Huddles (2013). https://cepc.ucsf.edu/healthy-huddles   


How’s Your Health https://www.howsyourhealth.org/   


Motivational Interviewing videos: 
a. The Ineffective Physician: Non-Motivational Approach (2009). https://www.youtube.com/watch?v=80XyNE89eCs  
b. The Effective Physician: Motivational Interviewing Demonstration (2009). https://www.youtube.com/watch?v=URiKA7CKtfc   


An Organized Approach to Chronic Disease Care (2011). This article discusses the development of organized, team-based care with 
the use of registries and other tools to improving the care of chronically ill patients.  http://www.aafp.org/fpm/2011/0500/p27.html  


Partnering in Self-management Support: A Tool-kit for Clinicians (2012). 
http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf  


The Patient Activation Measure Survey http://www.insigniahealth.com/products/pam-survey  


Patient Activation Measure Tool Helps Patients Avoid Hospital Readmissions (2014). http://www.the-
hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital  


The Primary Care Team Guide – Improving Primary Care: A guide to better care through teamwork (2016). Improving Primary Care. 
http://www.improvingprimarycare.org/  


  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=8

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=14

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=23

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=36

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

http://www.cdc.gov/healthliteracy/culture.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/index.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/index.html

https://cepc.ucsf.edu/healthy-huddles

https://www.howsyourhealth.org/

https://www.youtube.com/watch?v=80XyNE89eCs

https://www.youtube.com/watch?v=URiKA7CKtfc

http://www.aafp.org/fpm/2011/0500/p27.html

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.insigniahealth.com/products/pam-survey

http://www.the-hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital

http://www.the-hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital

http://www.improvingprimarycare.org/
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Secondary Driver: 1.3 Risk-Stratified Care Management 


The Academy: Integrating Behavioral Health and Primary Care – The Playbook (2016). Provides a good description of its developed 
Shared Care Plan.  http://integrationacademy.ahrq.gov/playbook/about-playbook  


Care Coordination Model: Better Care at Lower Cost for People with Multiple Health and Social Needs (2011). The authors discuss 
care coordination and management of patients with the highest need for this strategy. 
http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx    


Care Management: A Review of CPC Practice Approaches (2014). Additional information on care management with CPC practice 
implementation case studies are found here. https://downloads.cms.gov/files/cmmi/cpci-combined-
implementationguide.pdf#page=2 


Care Management: Implications for Medical Practice, Health Policy, and Health Services Research (2015). 
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html  


Chronic Care Management Services (2015). https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/ChronicCareManagement.pdf  


Clinical Decision Support Starter Kit (2017). Order sets are used to make the ordering process more efficient and to standardize a 
level of care across the practice. This starter kit describes the use of order sets as a part of clinical decision support. 
https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit   


Collaborative Practice Agreements and Pharmacists’ Patient Care Services: A Resource for Pharmacists (2013). 
http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf   


CPC On Demand Video: How to Enhance Transitions of Care (2017). In this video, you will explore the tools you can use to help in 
your effort to reduce unnecessary emergency room visits and hospital readmission rates. 
https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Longitudinal and Episodic Care Management (2017). This video describes how one practice differentiates 
between patients who need long term care management and those who need shorter term or episodic care management during 
transitions of care. https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3 


CPC On Demand Video: Patient-centered Plan of Care (2017). A practice describes their tactics for care management and risk 
stratification, which helped them reach their goals. https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Targeted Care Management (2017). Features DTC Family Health and Walk-in (Colorado) sharing data to 
show the how care management improved care for high-risk patients. https://www.youtube.com/watch?v=wtIvLQOez-
g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7 


CPC On Demand Video: Using Data to Identify Patients with Behavioral Health Needs (2017). In this video, a practice talks about 
how they used data to identify the behavioral health needs of their patient population.  
https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8 


CPC On Demand Video: Using Risk Stratification to Drive Workflow (2017). This video describes one practice's experience using a 
risk-stratification methodology to determine the level of involvement for care management and to drive their care management and 
coordination workflows. https://www.youtube.com/watch?v=rOjMOJ0YnHI&t=3s 


CPC Practice Spotlight 2: SAMA Healthcare (2013). SAMA Healthcare describes its risk stratification tool and how the practice EHR 
plays a role in accomplishing this task and keeping care teams informed. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6 


CPC Practice Spotlight 6: TriHealth (2014). Using a standardized process, this practice established a four-level care management 
needs assessment as a means of identification of risk level. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=14 



http://integrationacademy.ahrq.gov/playbook/about-playbook

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=2

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=2

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit

http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=wtIvLQOez-g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7

https://www.youtube.com/watch?v=wtIvLQOez-g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7

https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8

https://www.youtube.com/watch?v=rOjMOJ0YnHI&t=3s

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=14
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CPC Practice Spotlight 7: Oregon Medical Group (2014). This group used the services of a knowledgeable psychologist to develop 
their BHI program. Article describes steps taken, including selecting the appropriate BHS professional, and the screening used to 
identify patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=17 


CPC Practice Spotlight 8: OU Physicians and Associates in Family Medicine (2014). Two CPC practices describe the benefits when 
they included medication management as a part of their primary care services. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=20 


CPC Practice Spotlight 16: Lower A1c Among Patients with Diabetes Through Standardized Team Approach (2014). One CPC 
practice in Oklahoma developed a standard approach to care management of patients with diabetes that demonstrated promising 
results. In taking a proactive approach to the care management of this population, this practice saw a notable improvement on this 
clinical quality measure. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=38 


CPC Practice Spotlight 21: Data-Driven Improvement Using Medication Management and Shared Decision Making with High-Risk 
Patients with Diabetes (2014). Cherokee Nation Health Services’ Wilma P. Mankiller Health Center engaged the expertise of a 
pharmacist as it launched an intensive diabetes management education program for patients with an A1c greater than 9. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=43 


CPC Practice Spotlight 22: Heeding the Signs: Know When It’s Time to Modify Your Risk Stratification Methodology (2014). This 
example shows how a practice changed its three-tier risk stratification methodology after noting some trends that the team found 
troubling. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=44 


CPC Practice Spotlight 28: It Takes a Neighborhood to Increase Medication Safety for Patients (2014). A CPC practice closed the 
gaps in its medical neighborhood by collaborating with two pharmacies. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51 


CPC Practice Spotlight 42: Critical Elements in Care Management: Process/Data, Protocols and Reinforcement/Response (2015). 
CPC Spotlight dives into the use of data for care management, as well as implementation of innovative methods of care. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=7 


CPC Practice Spotlight 49: Patient-centered Care Plan Curbs Patient’s Hospital Use, Savings to Top $150,000 (2015). This CPC 
practice in Kentucky modified a patient’s care plan to meet her needs, resulting in a large reduction in high-cost utilization and 
ultimately expenditures. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=13 


CPC Practice Spotlight 55: Measuring the Effectiveness of Behavioral Health Management (2015). Boulder Community Health in 
Boulder, Colo., included behavioral health services in its five CPC practices. To evaluate the effectiveness of the practice’s behavioral 
health services, the team of social workers tracked the PHQ-9 scores among patients with moderate and severe depression following 
treatment. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18 


CPC Practice Spotlight 57: Shared Decision Making Can Be Part of Behavioral Health (2015). Vanguard Medical Group (Verona, N.J.) 
has an imbedded behavioral specialist. The use of a shared decision aid assists the patient and practice team to decide if use of 
medication for depression is the best option. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=20 


CPC Practice Spotlight 65: Social Worker Contributes to Collaborative, Team-based Care Management (2016). Stillwater Medical 
Physicians Clinic (Okla.) finds that the addition of a social worker to their care management team has a positive impact on the 
services provided to the patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=26 


CPC Practice Spotlight 72: Small Practice Leverages Team-based Care and Care Management (2016). Learn about an Ohio solo 
practitioner’s care management strategy that led to reduced hospital admissions and ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=30 


DIAMOND for Depression (2016). ICSI's DIAMOND (Depression Improvement Across Minnesota, Offering a New Direction) program 
united a physician, care manager and consulting psychiatrist to provide a team-based model for caring for patients with depression 
in the primary care clinic. https://www.icsi.org/about_icsi/legacy_work/diamond_for_depression/   


DIAMOND Study Findings (2014). Study results of the model, implemented in almost 100 clinics. 
https://www.icsi.org/_asset/nn70fc/ICSI-DIAMOND-Study-Finding-6-4-14.pdf  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=17

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=20

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=38

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=43

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=44

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=7

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=13

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=20

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=26

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf%23page=30

https://www.icsi.org/about_icsi/legacy_work/diamond_for_depression/

https://www.icsi.org/_asset/nn70fc/ICSI-DIAMOND-Study-Finding-6-4-14.pdf





 
 


The CPC Comprehensive Implementation Guide – Resources  6 


 


Resources 


FP Credits CPC Initiative With Practice Turnaround, AAFP (2016). http://www.aafp.org/news/macra-ready/20161116cpcplus.html   


A Guide to Evidence-Based Practices. SAMHSA-HRSA (2016). http://www.samhsa.gov/ebp-web-guide  


Improving Care for Complex Patients: The Role of the RN Care Manager (2012). 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf   


Integrating Comprehensive Medication Management to Optimize Patient Outcomes, PCPCC Resource Guide, Second Edition (June 
2012). https://pcpcc.org/sites/default/files/media/medmanagement.pdf.  


Medicare Medication Therapy Management (2016). Medicare has a standardized format for medication therapy management for 
those participating in Medicare Part D. It includes a cover letter, medication action plan and personal medication list. 
https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-
Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf  


Medicare Part D Medication Therapy Management Program Standardized Format (2012). A written summary of a comprehensive 
medication review. https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-
Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf   


Partnering in Self-management Support: A Tool-kit for Clinicians (2009). 
http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf  


Patient Self-management Tools (2016). http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-
self-management-tools  


PHQ-2. This questionnaire is used as the initial screening test for major depressive episodes. 
https://integrationacademy.ahrq.gov/sites/default/files/PHQ-2_0.pdf .  


PHQ-9. A multipurpose questionnaire for screening, diagnosing, monitoring and measuring the severity of depression. 
https://integrationacademy.ahrq.gov/sites/default/files/PHQ-9_0.pdf  


Recognition and management of dementia. In: Evidence-based geriatric nursing protocols for best practice, AHRQ National 
Guidelines Clearinghouse (2012). This provides tools to screen for dementia. 
https://www.guideline.gov/summaries/summary/43921  


Risk Stratification Implementation Guide (2014). This 23-page guide captures how CPC practices tested and implemented a range of 
risk-stratification methodologies. Sample tools are included. https://downloads.cms.gov/files/cmmi/cpci-combined-
implementationguide.pdf#page=35 


SAMHSA National Registry of Evidence-based Programs and Practices (2016). http://www.samhsa.gov/nrepp  


SBIRT (Screening Brief Intervention and Referral to Treatment) - A Primary Care Tool to Assess for Substance Use Disorder (2016). 
Tool used to identify patient who are moderate or high risk users with the goal of early intervention to prevent health problems 
related to Substance Use Disorder. http://ejournal.tnmed.org/cgi/viewcontent.cgi?article=1039&context=home  


Screening Tools, SAMHSA-HRSA Center for Integrated Health Solutions (2016). This site offers multiple screening tools for behavioral 
health concerns that may be used in the primary care setting. http://www.integration.samhsa.gov/clinical-practice/screening-tools   


Stanford Chronic Disease Self-management Program (2016). This is an example of a peer lead, evidence-based support resource.  
http://patienteducation.stanford.edu/programs/cdsmp.html  


Tips and Strategies for Billing for Mental Health Services in a Primary Care Setting (2017). 
http://www.sprc.org/sites/default/files/tipsandstrategiesforbilling.pdf   



http://www.aafp.org/news/macra-ready/20161116cpcplus.html

http://www.samhsa.gov/ebp-web-guide

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf

https://pcpcc.org/sites/default/files/media/medmanagement.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

https://integrationacademy.ahrq.gov/sites/default/files/PHQ-2_0.pdf

https://integrationacademy.ahrq.gov/sites/default/files/PHQ-9_0.pdf

https://www.guideline.gov/summaries/summary/43921

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=35

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=35

http://www.samhsa.gov/nrepp

http://ejournal.tnmed.org/cgi/viewcontent.cgi?article=1039&context=home

http://www.integration.samhsa.gov/clinical-practice/screening-tools

http://patienteducation.stanford.edu/programs/cdsmp.html

http://www.sprc.org/sites/default/files/tipsandstrategiesforbilling.pdf
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Secondary Driver: 1.4 Patient and Caregiver Engagement 


CPC On Demand Video: Principles for Patient and Family Engagement (2017). How practices can integrate patients and families into 
the fabric and function of their practice, for a mutually beneficial relationship.  
https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Shared Decision Making – Informing Decisions and Decreasing Costs (2017). This practice shares its process 
and outcomes to implementation of low back pain share decision-making, including how cost of care decreased. 
https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be 


CPC On Demand Video: Using Patient Feedback to Drive Practice Change (2017). This practice initially worked with their PFC on 
workflows and signage. Expanded to patient education and outreach. Helped add the patient voice. https://youtu.be/6_maGI-MKfk.  


CPC Practice Spotlight 4: Primary Care Partners (2014). This Colorado practice describes its workflow for shared decision-making. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10 


CPC Practice Spotlight 10: CapitalCare Medical Group (2014). The ten CPC practices in this upstate New York group chose Patient 
and Family Advisory Council as their option to improve patient experience.  They share how they planned, recruited for and gleaned 
insights from the council input to make changes in their practices. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25 


CPC Practice Spotlight 13: Grants Pass Clinic (2014). Using tools from the Mayo Clinic, this Oregon practice finds shared decision-
making standardizes conversations with patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32 


CPC Practice Spotlight 25: One-Two Combination of Surveys and PFAC Guide: This Practice’s Implementation of Patient-centered 
Changes (2014). This Ohio practice uses both surveys and a PFAC to drive change in its clinic. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48 


CPC Practice Spotlight 51: Developing a Highly Effective PFAC over Time: How Structure and Transparency Foster Useful and 
Actionable Feedback (2015). This independent practice in Batesville, Ark. made changes to their PFAC over time, resulting in their 
“chronically displeased” council members becoming cheerleaders due to the transparency and positive results the group has on 
practice improvement. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15 


CPC Practice Spotlight 52: A Small Practice and Shared Decision Making: Start Simple to Scale Up (2015). This small practice has 
developed a reproducible workflow for use of shared decision aids and tracks the data in its EHR for analysis using dummy codes. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16 


Creating Patient and Family Advisory Councils, Institute for Patient and Family Centered Care (2010). IPFCC outlines process steps 
for creating PFACs. http://www.ipfcc.org/resources/Advisory_Councils.pdf  


Enhanced Support for Shared Decision Making Reduced Costs of Care For Patients With Preference-Sensitive Conditions (2013). 
This article describes outcomes from a study focusing how shared decision making provided by health coaches resulted in 
population cost savings. http://content.healthaffairs.org/content/32/2/285.abstract  


Healthwise: Boost shared decision making (2016). Link to the Healthwise tools, including ability to create a demo login. 
http://www.healthwise.org/products/decisionaids.aspx.  


Helping Patients Make Decisions about Screening (2016). This link leads to the American Cancer Society shared decision aid for PSA 
screening. 
http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmak
edecisionsaboutscreening/index. 


International Patient Decision Aid Standards (IPDAS) Collaboration (2015). http://ipdas.ohri.ca/  



https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be

https://youtu.be/6_maGI-MKfk

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

http://www.ipfcc.org/resources/Advisory_Councils.pdf

http://content.healthaffairs.org/content/32/2/285.abstract

http://www.healthwise.org/products/decisionaids.aspx

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://ipdas.ohri.ca/
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Resources 


Key Steps for Creating Patient and Family Advisory Councils in CPC Practices, NPWF (2015). Written by the National Partnership for 
Women & Families, this guide focuses on initiating and maintaining PFACs.  https://innovation.cms.gov/Files/x/cpci-
patientfamengresource.pdf 


Pathways to Patient and Family Engagement in CPC Practices (2015). This guide from the National Partnership for Women & 
Families focuses on patient experience survey data, quality improvement teams and developing shared decision-making tools. 
https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf.  


Patient and Family Engagement in Primary Care, AHRQ (2016). This guide offers tools to help practices in their patient engagement 
journey. http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html  


The SHARE Approach (2016). http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html 


Shared Decision Making: An In-Depth Review of the Critical Elements for Success (2014). This CPC Implementation Guide provides 
an overview of the task and examples from CPC practices. https://downloads.cms.gov/files/cmmi/cpci-combined-
implementationguide.pdf#page=58 


 


  



https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf%23page=58

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf%23page=58





 
 


The CPC Comprehensive Implementation Guide – Resources  9 


 


Resources 


Secondary Driver: 1.5 Coordination of Care Across the Medical Neighborhood 


Administration on Aging: Administration for Community Living (2016). Locate resources in your community. https://aoa.acl.gov/  


Always Use Teach-back! Training Toolkit. This training tool will assist the practice staff to learn this valuable technique. 
http://www.teachbacktraining.org/   


Care Coordination Model: Better Care at Lower Cost for People with Multiple Health and Social Needs, IHI Innovation Series white 
paper (2011). http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx    


Clinical-Community Relationships Measures Database (2016). This measures database may help the practice to identify measures 
to evaluate their relationships with community-based resources. https://primarycaremeasures.ahrq.gov/clinical-community  


CPC On Demand Video: Building Relationships and Referral Processes with Specialist in Your Medical Neighborhood (2017). A 
practice manager explains how providers developed close working relationships with specialists in their medical neighborhood. 
https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Building Relationships with Community Resources to Meet Patient Needs (2017). This practice describes 
how finding and connecting patients to community resources supported their patients’ health. 
https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9 


CPC On Demand Video: Creating Effective Care Compacts with Behavioral Health Specialists (2017). In this video, one practice 
describes how it successfully manages referrals to behavioral health specialists. The specialists, in turn, inform the providers about 
the patient’s course of therapy. https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: How to Enhance Transitions of Care (2017). In this video, you will explore the tools you can use to help in 
your effort to reduce unnecessary emergency department visits and hospital readmission rates. 
https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4 


CPC On Demand Video: Self-management Support for Patients with Chronic Conditions (2017). One practice shares how they 
established effective goal setting for patients with chronic conditions. Includes resources for SMS in the community. 
https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Using the Health Information Exchange to Improve Communication and Coordination Across the Medical 
Neighborhood (2017). A practice describes using HISP to share information across the medical neighborhood, which helps guide 
care and patient transitions. https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 19: Forming Successful Care Compacts with a High-Volume Specialist and a Behavioral Health Provider 
(2014). This small independent practice initiated care compacts to address the needs of their patient population. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41 


CPC Practice Spotlight 20: Focused Care Management and Coordination Reduced Emergency Room Visits for Patient (2014). This 
practice dealt with managing a complex patient with multiple needs by coordinating care with home health agencies and other 
community resources, yielding a reduction in emergency room visits. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42 


CPC Practice Spotlight 28: It Takes a Neighborhood to Increase Medication Safety for Patients (2014). This solo-provider 
independent practice established informal care compacts with two local pharmacies to help their patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51 


CPC Practice Spotlight 29: Care Compacts Can Work with Various Health Partners (2014). This small independent practice set up a 
meeting with local hospitals, home health agencies and extended care facilities to deal with gaps in transitions of care. Use of a 
collaboration agreement and bi-directional communication has benefited their patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52 



https://aoa.acl.gov/

http://www.teachbacktraining.org/

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

https://primarycaremeasures.ahrq.gov/clinical-community

https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52
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Resources 


CPC Practice Spotlight 30: Full HIE Access Facilitates Real-Time Care Management (2014). The system-affiliated practice worked 
with their HIE as well as hospitals to establish the ability to get information needed to provide care for transitions, as well as a 
working relationship to help patients with their transitions of care to reduce readmissions. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53 


CPC Practice Spotlight 41: Following Data Over the Long Term Aids in Maintaining Improvement (2015). This Oregon practice 
developed a workflow to track referrals and the resultant testing, including tags in their EHR. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6 


CPC Practice Spotlight 46: Innovative Care Compacts Result in Timely Care, Continuity and Efficiency (2015). A solo practitioner in 
New York created a wrap-around care compact process that resulted in timely specialist consults and bi-directional communication. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11 


CPC Practice Spotlight 78: Manage Care Coordination with Teamwork, Persistence and Technological Support (2016). This practice 
scours the community for resources for patients, in addition to reaching an agreement with local hospitals to allow access to patient 
EHR portals to monitor transitions in care for their patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38 


The Current State of Sharing Behavioral Health Information in Health Information Exchanges (2014). SAMHSA-HRSA Center for 
Integrated Health Solutions. This paper provides insight into some of the regulations in place for sharing behavioral health 
information. http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf 


Health Information Exchange (HIE) (2014). https://www.healthit.gov/HIE   


HealthLeads (2016). Resource for screening for social determinants of health; discusses locating pertinent community resources for 
the patient population. https://healthleadsusa.org/  


Healthy People 2020: Social Determinants of Health (2016). https://www.healthypeople.gov/2020/topics-objectives/topic/social-
determinants-of-health   


High Value Care Coordination Toolkit (2016). This online toolkit from the American College of Physicians provides resources to 
facilitate more effective and patient-centered communication between primary care and subspecialist doctors. Scroll through the 
page to find data sets, checklists, and tips on facilitating patient- and family-centered conversations about the referral process. 
https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit  


Primary Care Team Guide: Clinic-Community Connections (2016). This learning module will help guide the primary care team with 
these important connections. http://www.improvingprimarycare.org/work/clinic-community-connections   


Reducing Care Fragmentation. Prepared by Group Health’s MacColl Institute for Healthcare Innovation, supported by The 
Commonwealth Fund (2011). Includes a change package and tools as well as relevant case studies and resources. 
http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf  


Referral Coordinator Curriculum (2011). Published by Group Health’s MacColl Institute for Healthcare Innovation as a portion of 
their Reducing Care Fragmentation Toolkit. 
http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf  


Referral Tracking Guide (2008). Published by Improving Chronic Care, with permission from the American College of Physicians as a 
portion of their Reducing Care Fragmentation toolkit. 
http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf 


Social Determinants of Health: Know What Affects Health (2016). This resource from CDC provides links and education about this 
topic. https://www.cdc.gov/socialdeterminants/   


United Way 2-1-1 Community Resources Directory (2016). Easily locate resources in your community. 
http://www.referweb.net/211CommunityResources/  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38

http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf

https://www.healthit.gov/HIE

https://healthleadsusa.org/

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

http://www.improvingprimarycare.org/work/clinic-community-connections

http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf

http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf

http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf

https://www.cdc.gov/socialdeterminants/

http://www.referweb.net/211CommunityResources/
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Resources 


Driver 2: Use of Enhanced, Accountable Payment 


Compensation Strategies Implementation Guide (2015). This Guide reflects on how CPC practices have approached using 
compensation strategies to incentivize the non-visit-related work and population management activities. 
https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf  


CPC Practice Spotlight 1: SAMA Healthcare (2013). Focus on building care teams to sustain change and support transformation. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4 


CPC Practice Spotlight 2: SAMA Healthcare (2013). Focus on building care teams to sustain change and support transformation. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6 


CPC Practice Spotlight 31: Building a Transformative Culture to Sustain Change (2014). This Spotlight explores how this 39-site 
practice group has sought ways to stave off “change fatigue” by cultivating engagement and building a culture focused on continual 
improvement. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54 


CPC Practice Spotlight 70: Practice ‘Re-Attacks’ ED Visits Following Changes in the Medical Neighborhood (2016). Describes how 
one practice used its data to identify the root cause of rising emergency department rates. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29 


CPC Practice Spotlight 86: Pre-visit Planning Helps Eliminate Gaps in Patient Care (2016). Describes a well-coordinated system of 
pre-visit planning to eliminate gaps in patient care. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44 


Estimating the Costs of Primary Care Transformation, A Practical Guide and Synthesis Report (2015). The intention of this guide is 
to list the key steps in an analysis of the costs of a primary care transformation effort, review the range of methodological options, 
and describe key considerations for each method. http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-
care/tpc/estimating-costs-primary-care-transformation.pdf   


Guidance for Structuring Team-Based Incentives in Health Care. Discusses the structuring of care delivery processes around teams 
of clinicians working toward common patient care goals. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/   


IHI Run Chart Tool (2017). Run charts are graphs of data over time are one of the most important tools for assessing the 
effectiveness of change. http://www.ihi.org/resources/pages/tools/runchart.aspx   


IHI Triple Aim Measures (2017). A list of suggested measures that also help operationally define the IHI Triple Aim. 
http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx  


Measuring What Matters in Primary Care, Health Affairs (2015). Discusses key components of primary care and how measurement 
is critical for advancement. http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/  


PCMH-A Tool. Patient Centered Medical Home Assessment Tool used as a gap analysis and planning tool for practice transformation. 
http://www.safetynetmedicalhome.org/resources-tools/assessment  


Science of Improvement: Establishing Measures (2016). Measures are essential for determining if changes in priority areas are 
affecting outcomes. http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx  


  



https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx

http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/

http://www.safetynetmedicalhome.org/resources-tools/assessment

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
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Driver 3: Continuous Improvement Driven by Data 


AHRQ Module 7 – Measuring and Benchmarking Clinical Performance. This source identifies key steps for selecting measures and 
identifying benchmarks. While at the target audience is practice facilitators, it is also valuable for quality-improvement staff within a 
practice or health system. https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html  


Analytics Adoption Model: https://www.healthcatalyst.com/healthcare-analytics-solutions/ 


The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement (2003). This white paper describes 
the use of the Breakthrough Series model to transform healthcare in various settings. 
http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImpr
ovement.aspx . 


CMS Core Quality Measures (PCMH/ACO) (2016). The Centers for Medicare & Medicaid Services (CMS) and partners worked 
together through the Core Quality Measures Collaborative to identify core sets of quality measures that payers have committed to 
using for reporting. Listed here is a link to Core Measures for Primary Care. https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf  


CPC On Demand Video: Building a Culture for Practice Improvement (2017). How a medical center in Colorado used data to 
improve their practice. They encourage staff in improvement efforts through a variety of methods. 
https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Creating and Sustaining a Culture of Improvement (2017). This small, rural practice team accepted “Change 
is the New Normal” as its mantra. They meet regularly, educate staff and embrace change.  https://youtu.be/ZP3dooe4pMI  


CPC On Demand Video: How Sharing Duties and Better Coordination Drive Improvement in Health Care Measures (2017). At this 
practice, having all team members work at the top of their certification helped achieve the practice's goals. 
https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6 


CPC On Demand Video: Using Cost Data to Support and Direct Comprehensive Primary Care (2017). This system demonstrates how 
patient contact with primary care drives the cost of care. Data-driven research drives the system’s improvement efforts. 
https://www.youtube.com/watch?v=ei8Q4-u-Mco&feature=youtu.be 


CPC On Demand Video: Using Patient Feedback to Drive Practice Change (2017). This practice initially worked with their PFAC on 
workflows and signage before expanding to patient education and outreach. The practice presented data about cancer screening to 
the PFAC. https://youtu.be/6_maGI-MKfk  


CPC Practice Spotlight 24: How Your Approaches to Improvement Strategies Also Builds Your Culture for Improvement (2014). 
This system leadership implemented quality improvement across 17 sites based on team collaboration and shared data. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47 


CPC Practice Spotlight 31: Building a Transformative Culture to Sustain Change (2014). Leadership at this medical group committed 
to a cohesive approach supporting transformation. Staff engagement and both leadership and staff engagement in learning activities 
is key to their success. CQM measures with staff surveys measure their progress. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54 


CPC Practice Spotlight 44: Teamwork, Transparency and Rewards Drive Improvement in Quality Measures (2015). This physician 
group pursued three strategies to help providers and practice teams with their integration of CQMs into improvement work: 
teamwork, data transparency and rewards for performance. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9 


CPC Practice Spotlight 45: PDSA Cycles Focused on Reducing Falls Risk Help Reduce ED Use (2015). This independent practice used 
the PDSA process driven by data to study fall risk screening, identifying cause and reducing ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10 



https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html

https://www.healthcatalyst.com/healthcare-analytics-solutions/

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://youtu.be/ZP3dooe4pMI

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=ei8Q4-u-Mco&feature=youtu.be

https://youtu.be/6_maGI-MKfk

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10
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CPC Practice Spotlight 48: Million Hearts® ‘Champion’ Practice Honed Performance in Hypertension Control through Multiple 
Tests of Change (2015). Transformation teams tested workflows, using data as their measurement of improvement. Refresher 
training was employed to improve outcomes. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12 


CPC Practice Spotlight 55: Measuring the Effectiveness of Behavioral Health Management (2015). This system-affiliated group used 
data to evaluate the effectiveness of their BH interventions. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18 


CPC Practice Spotlight 56: Explore Potential Efficiencies Using Your Patient Portal as an Outreach Tool (2015). This system-
affiliated site tested the patient portal as an outreach tool. Process data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19 


CPC Practice Spotlight 58: Setting Your Improvement Project in Motion: Get a Quick Start with Pre-Planning, Guidelines, 
Communication and Tools (2015). This team approach using data to improve identification and treatment of COPD patients hit some 
snags. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21 


CPC Practice Spotlight 66: Co-located Primary and Urgent Care Helps Reduce ED Use (2016). This practice used feedback reports, 
payer data and practice research to evaluate and change ED usage. https://innovation.cms.gov/Files/x/cpcipsl2014-
2016.pdf#page=27 


CPC Practice Spotlight 70: Practice ‘Re-attacks’ ED Visits Following Changes in the Medical Neighborhood (2016).  This small 
practice assesses conditions inside and outside the clinic’s walls to identify factors that could affect ED usage. This drove their 
change to reduce after-hours ED usage. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29 


CPC Practice Video Spotlight 73: Utica Park Clinic: CPC from the Leader’s Perspective (2016). This physician discusses the leader’s 
role and processes necessary to implement change. Teambuilding, training, and dealing with resistance to change were needed to 
improve metrics. https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be  


CPC Practice Video Spotlight 74: Utica Park Clinic: Starting at the Clinic and Going Beyond (2016). This video highlights a change 
process between the primary care practices and the hospital to address transitions in care. 
https://www.youtube.com/watch?v=LA4QVFJpceo 


eCQM Library (2016). CMS provides updates to electronic CQM measures that are used for report to CMS programs. 
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html  


Engaged Leadership Implementation Guide: Strategies for Guiding PCMH Transformation (2010). This Safety Net Medical Home 
implementation guide explains the importance of leadership during practice transformation. This includes the use of data to guide 
improvement and management of change. http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf  


Enhancing the Primary Care Team to Provide Redesigned Care: The Roles of Practice Facilitators and Care Managers (2013). 
Facilitators (or quality improvement coaches) work with the primary care practice on their quality improvement activities. This 
article discusses their role, with the role of the care manager, as primary players in redesign efforts. 
http://www.annfammed.org/content/11/1/80.full.  


HRSA Quality Toolkit (2017). This site has a wide range and assortment of tools for free use in health care quality improvement. 
https://www.hrsa.gov/quality/toolbox/index.html  


IHI Run Chart Tool (2017). IHI. This resource offers a guide to run charts and an Excel template for practice use. Registration on the 
IHI site is free.  http://www.ihi.org/resources/pages/tools/runchart.aspx  


LEAN: http://www.lean-concepts.com/ 


The Model for Improvement (MFI): https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm 


PDSA Cycle Template (2016). This template from CMS may help practices as they adopt the PDSA tool for improvement.  
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be

https://www.youtube.com/watch?v=LA4QVFJpceo

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html

http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf

http://www.annfammed.org/content/11/1/80.full

https://www.hrsa.gov/quality/toolbox/index.html

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.lean-concepts.com/

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf
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Primary Care Practice Coach (2016). IHI’s 11-month virtual professional development program and associated community. 
http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx  


Practice Facilitation (2016). AHRQ’s Primary Care Practice Facilitation (PCPF) learning community is a valuable resource for practices 
as they begin or continue their journey of practice improvement. https://www.pcmh.ahrq.gov/page/practice-facilitation  


Run Charts (2016). IHI Open School provides videos on run charts and how to construct this visual of data for evaluating variation or 
change. Explanation is provided of run chart rules and the use of run charts. 
http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx 


Science of Improvement: Establishing Measures (2016). The authors discuss the use of process, outcome and balancing measures 
for learning and process improvement. 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx  


Successful Measurement for Improvement (2016). This IHI article, which is part of the Improvement Series, provides an overview of 
how to create a system of measurement that is rewarding and useful to organizations. 
http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx  


TeamSTEPPS for Office-Based Care Version (2016). Primary care practice teams are the audience for this version of the TeamSTEPPS 
(Team Strategies and Tools to Enhance Performance and Patient Safety) program. The focus is on creating high-performing teams 
that improve quality and safety. Sections cover change management and measurement. 
http://www.ahrq.gov/teamstepps/officebasedcare/index.html  


  



http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx

https://www.pcmh.ahrq.gov/page/practice-facilitation

http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx

http://www.ahrq.gov/teamstepps/officebasedcare/index.html
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Driver 4: Optimal Use of Health IT 


Case Study: Practice Transformation, Health Information Technology, Payment Reform: Is There Optimism for Primary Care? 
(2011). A Colorado physician describes implementing EHR and other health IT as part of his primary care improvement journey. 
https://www.healthit.gov/providers-professionals/primary-care/practice-transformation-health-information-technology-payment-r   


Certified Health IT Product List (2016). The CHPL is a comprehensive and authoritative listing of all certified HIT, with search 
capability. https://chpl.healthit.gov/#/overview  


CPC On Demand Video: Building a Culture for Practice Improvement (2017). How a Colorado medical center used data to improve 
their practice. They encourage staff in improvement efforts through a variety of methods. 
https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Improving the Accuracy of Information from your EHR (2017). How to gather data for eCQM reporting, 
validate its accuracy and educate your staff. https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 12: DTC Family Health and Walk-in (2014). This Colorado practice shares how it registered 90 percent of its 
patients for portal use, with 72 percent as active users. The team used iPads connected to the EHR to enter registration data, saving 
time for front-desk personnel. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30 


CPC Practice Spotlight 30: Full HIE Access Facilitates Real-Time Care Management (2014).  This practice benefited from their access 
to a HIE by gaining insights into their patients ongoing treatment status in the hospital.  This information improved transitions of 
care for patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53 


CPC Practice Spotlight 44: Teamwork, Transparency and Rewards Drive Improvement in Quality Measures (2015).  This group 
practice leveraged its effective teamwork and transparency to provide performance scorecards for each team to motivate friendly 
competition to drive its quality improvement efforts. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9 


CPC Practice Spotlight 45: PDSA Cycles Focused on Reducing Falls Risk Help Reduce ED Use (2015).  This Oregon practice focused 
on eCQM CMS139v5, Falls: Screening for Future Fall Risk as a practice improvement initiative with positive results in positive results 
both in reduction in ED visits, and identification of the root cause of the falls. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=10 


CPC Practice Spotlight 46: Innovative Care Compacts Result in Timely Care, Continuity and Efficiency (2015). This practice 
increased the effectiveness of its referrals of patients to specialists by establishing Coordination of Care agreements with those 
specialists and using its EHR to track and follow-up on patient referrals. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=11 


CPC Practice Spotlight 52: A Small Practice and Shared Decision Making: Start Simple to Scale Up (2015).  This practice used its EHR 
to track the use of shared decision making tools by using codes developed by the IT department. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16 


CPC Practice Spotlight 56: Explore Potential Efficiencies Using Your Patient Portal as an Outreach Tool (2015). This system-
affiliated site tested the patient portal as an outreach tool for certain targeted eCQMs. Process data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19 


CPC Practice Spotlight 85: Expanding Access to Care through E-visit Technology (2016).  This system found e-visits effective for 
increasing access to care without compromising quality. The system was on track to complete 4,800 e-visits in 2016. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=43 


CPC+ Quality Reporting Overview for Performance Year (PY) 2017 (2016). This is an example of an initiative requiring reporting at 
the practice level. These requirements indicate the need to report from the EHR at the practice level. 
https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf  



https://www.healthit.gov/providers-professionals/primary-care/practice-transformation-health-information-technology-payment-r

https://chpl.healthit.gov/#/overview

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=43

https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf
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Direct Basics: Q&A for Providers (2014). This National Learning Consortium resources provides an understanding of what Direct is 
and how to use it. https://www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf  


EHR Incentives and Certification: Meaningful Use Definition & Objectives (2015). This site will help the reader understand the MU 
program. https://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives  


Five Things to Know about CCD (2012). Healthcare IT News provides a description of CCDs and their use. 
http://www.healthcareitnews.com/news/5-things-know-about-ccd 


Getting Started with HIE (2016). This site provides contacts for each state to help providers locate an HIE in their region. 
https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie  


Going Lean in Health Care (2005). This IHI white paper describes how the use of Lean in healthcare improves processes with 
elimination of waste, less rework and better quality. 
http://www.ihi.org/resources/pages/ihiwhitepapers/goingleaninhealthcare.aspx  


Health Information Exchange (HIE) (2014). This site contains an overview of HIE, as well as interoperability courses that may benefit 
the practice. https://www.healthit.gov/HIE  


Health Information Exchange Case Studies (2013).  Contains a description of the three forms of HIE with case studies. 
https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies  


Heath IT Dashboard: Health Care Professional EHR Vendors (2016). Overview of certified EHRs. 
https://dashboard.healthit.gov/quickstats/pages/FIG-Vendors-of-EHRs-to-Participating-Professionals.php  


Health IT Dashboard: Quick Stats (2016). This site provides stats on the use of HIT in both office-based settings and hospitals. 
https://dashboard.healthit.gov/quickstats/quickstats.php  


Health IT Evaluation Toolkit and Evaluation Measures Quick Reference Guides (2009). This site provides a guide to measures for 
evaluation. https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-
reference  


Health IT Implementation Toolbox: 9 Steps to Implement EHRs (2016). This site covers 9 topics of importance when implementing 
the EHR. The knowledge provided is helpful as you work on practice workflows, build staff, evaluate, and optimize your HIT. 
https://www.hrsa.gov/healthit/toolbox/healthitimplementation/index.html  


High Value Care Coordination Toolkit (2016). This online toolkit from the American College of Physicians provides resources to 
facilitate more effective and patient-centered communication between primary care and subspecialist doctors. Scroll through the 
page to find standard documents for communication between providers. https://www.acponline.org/clinical-information/high-
value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit  


How to Get Started with Direct Messaging (2016). This article provides insight into this secure tool for providers. 
http://medicaleconomics.modernmedicine.com/medical-economics/news/how-get-started-direct-messaging?page=full  


Impact Insights: “MIPS, MACRA & MU – The Next Evolution of Healthcare Payment Reform” (2017). A discussion of the 
relationships among the merit-based payment programs and how they relate to meaningful use. http://www.impact-
advisors.com/meaningful-use/mips-macra-mu-the-next-evolution-of-healthcare-payment-reform/#sthash.m2KdCyam.dpuf 


Implementing Direct Secure Messaging (2015). HealthIT.gov provides an overview of this valuable tool. 
https://www.healthit.gov/policy-researchers-implementers/implementing-direct-secure-messaging  


Importance of Cross Training in the Workplace (2015). This blog identifies the many benefits of cross training in any workplace. 
http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/   



https://www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf

https://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives

http://www.healthcareitnews.com/news/5-things-know-about-ccd

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie

http://www.ihi.org/resources/pages/ihiwhitepapers/goingleaninhealthcare.aspx
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Measuring the Impact of Patient Portals: What the Literature Tells Us (2011). This report examines the impact of patient portals 
and provides information to health care workers looking to implement and measure their own portals. 
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf  


The Merit-based Incentive Payment System: Quality Performance Category (2016). This site provides an overview of the Quality 
Payment Program (QPP), with a focus on the quality performance category that replaces PQRS.  
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-
APMs/Quality-Performance-Category-training-slide-deck.pdf 


ONC Health IT Certification Program (2016).  Describes the ONC structure, testing and certification process. 
https://www.healthit.gov/policy-researchers-implementers/about-onc-health-it-certification-program  


Physician Quality Reporting System (2016). This site provides an overview of the PQRS system. 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html  


Physician Quality Reporting System Qualified Clinical Data Registries (2016). This site lists the 2016 QCDRs meet the CMS 
requirements outlined in the 2016 Medicare Physician Fee Schedule final rule. https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf  


Practice Facilitation Handbook: Module 17. Electronic Health Records and Meaningful Use (2013). This AHRQ resource provides 
useful information for both the practice facilitator and practice staff. https://www.ahrq.gov/professionals/prevention-chronic-
care/improve/system/pfhandbook/mod17.html  


Quality Payment Program (2016). This site describes the QPP with the differences between MIPS and Alternative Payment Model 
(APM) reviewed. Allows the practice to use the embedded tools to understand how the QPP may affect its reporting and incentives. 
https://qpp.cms.gov/  


Quality Payment Program: Quality Measures (2016). This tool allows the practice to review and select the quality measures that 
best fit the needs of your practice. https://qpp.cms.gov/measures/quality  


Regional Extension Centers (RECs): Advising Providers in All Phases of Electronic Health Record Implementation (2015). 
https://www.healthit.gov/providers-professionals/regional-extension-centers-recs  


Science of Improvement: How to Improve (2016). This IHI resource provides instruction in the Model for Improvement used in 
many healthcare settings. http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx  


State Health Information Exchange Cooperative Agreement Program Key Contacts (2014). Program ended in 2014, and not all 
states have an HIT Coordinator position. https://www.healthit.gov/policy-researchers-implementers/state-health-information-
exchange-cooperative-agreement-program-key   


What Is EHR Optimization, How Does It Start? (2017). EHR optimization begins soon after implementation. The EHR vendor is a 
crucial partner in this journey. https://ehrintelligence.com/features/what-is-ehr-optimization-how-does-it-start  


What is HIE? (2014). Overview of HIE and the different types. Includes a video depicting consumer-mediated exchange. 
https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange  


Driver 5: Environment to Support Comprehensive Primary Care 


Comprehensive Primary Care Initiative Shared Savings Methodology (2016). This paper describes the technical details for the 
methodology CMS uses to determine shared savings for CPC practices. https://innovation.cms.gov/Files/x/Comprehensive-Primary-
Care-Initiative-Shared-Savings-Methodology-PDF.pdf   


Science of Improvement: Establishing Measures (2016). The authors discuss the use of process, outcome and balancing measures 
for learning and process improvement. 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx  
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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. 
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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. 
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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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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. 


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. 
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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 
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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 


“It is an integral piece of care 
coordination to be accessible, 
dependable, accountable.” 
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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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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. 
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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.  
 


 


 


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 
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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 
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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.” 
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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. 
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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 
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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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s Risk Report run in 
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.  
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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





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.  
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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





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 
skills and the ability to work collaboratively with patients, non-clinical staff, clinical staff workers and the 
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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 
 


  


Care Management: A Review of CPC Practice Approaches 25 







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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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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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   
   







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   
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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.  


Care Management in CPC: Definition 
Care management is a tailored primary care function. In CPC, specific dynamics of the initiative will shape 
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Care Management of High Risk Patients by WR Clinic for Senior Health  
This resource is provided by Washington Regional Clinic for Senior Health as their approach to Milestone 2: 
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SAMA Healthcare Services in Arkansas describes the practice’s approach to risk stratification. 
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intensity primary care could be offered to a handful of patients with complex or multiple chronic 
conditions, such as diabetes, congestive heart failure, obesity and depression. 


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 to underpins successful care management.  


PCPCC: Successful Examples of Integrated Models 
The Patient-Centered Primary Care Collaborative presents successful examples of integrated models of care 
in primary care from around the world, including links to project websites.  


Project BOOST Team. The Society of Hospital Medicine Care Transitions Implementation Guide: Project 
BOOST: Better Outcomes by Optimizing Safe Transitions. Society of Hospital Medicine website, Care 
Transitions Quality Improvement Resource Room http://www.hospitalmedicine.org. Accessed Aug. 1, 2012. 


Risk Stratification Process (2-page PDF) 
Risk stratification method using four levels, which correspond to primary, secondary and tertiary 
prevention as levels 1, 2 and 3. The 4th level is the patient who is a vastly complicated and high-risk 
individual. 


Risk Stratification Webinars 
Care Plans, New Jersey Learning Session, Nov. 6, 2013 (17-page PDF) 
Learn to design workflows with a focus on care plans; navigate workflow issues within the process. 


Risk Stratification, National webinar, April 9, 2014 (38-page PDF) 
This presentation describes progress to date from CPC practices as well as showcases success stories from 
the field. Discussion includes work flow considerations, care management strategies and measures of 
success. 


Risk Stratification, Ohio Learning Session, Jan. 22, 2013 (40-page PDF)  
A review of risk stratification, a care management overview and practice stories.  


Risk Stratified Care Management, AR/OK Learning Session, Dec. 21, 2012  
This presentation provides steps toward starting a risk stratification care management plan as well as what 
to avoid. Comprehensive notes for this session are provided here as well. 
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 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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Partners in Health Family Care of Westminter, 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: 


 
Compensation Strategies: A Study of CPC Practice Approaches 6 







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 
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. 
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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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Appendix 
 


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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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 


 







 
 Risk Stratification: A Study of CPC Practice Approaches 4 


Reporting on Risk Stratification  
Status for PY 2014 


For PY 2014, practices will work 
toward maintaining at least 95 percent 
empanelment to provider(s) or care 
teams. (Reporting requirements for 
this work are described in the 
Milestone 2 section of the 2014 
Implementation Guide.)  


The target is to achieve risk 
stratification of at least 75 percent of 
empanelled patients and 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 empanelment status, risk 
stratification methodology, risk 
stratification data and care 
management staffing and activities. 


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 
requires the use of data from registries and payers. Provider 
input and judgment, as well as the patient’s self-assessment, 
are crucial as well. Using algorithms, patients are assigned to a 
stratum based upon this information.  


This key activity is the first step to planning and implementing 
a personalized care plan for patients most in need of care 
management. Stratification allows the staff to focus resources 
where they would have the most opportunity to prevent poor 
health outcomes in those patients at highest risk. 


Essentials of Risk Stratification 


1. Select a process or algorithm to risk stratify your 
population  
The tool, or algorithm, your team selects must be simple to 
use and easy to understand by all involved. It must align with 
your care management strategy to care for the high-risk 
patients in your practice. The algorithm should forecast each 
patient’s health risks, allowing for staff to prioritize resources 
to mitigate adverse outcomes. 


The established tool will allow assigned staff to stratify each 
patient using a set of rules established for the purpose of 
assigning the patient to a risk level. A practice may have three 
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. Reproduced with permission from Risk Stratification rubic, 2014, 
issue of Practice Support. © Copyright 2014 American Academy of Family Physicians. All Rights Reserved. 


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  



https://collaboration.cms.gov/?q=content/empanelment-0
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family dynamics and cognitive ability can all inform the assigned risk level corresponding to the most 
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.  



https://collaboration.cms.gov/?q=content/cpc-py-2014-care-management-implementation-guide
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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 
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. 


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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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. 


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.  
 







 
 Risk Stratification: A Study of CPC Practice Approaches 12 


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





 
 Risk Stratification: A Study of CPC Practice Approaches 13 


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.  


 


AAFP Algorithm for Risk Stratification. Reproduced with 
permission from Risk Stratification rubic, 2014, issue of 
Practice Support. © Copyright 2014 American Academy of 
Family Physicians. All Rights Reserved. 
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AAFP Algorithm for Risk 
Stratification. Reproduced 
with permission from Risk 
Stratification rubic, 2014, 
issue of Practice Support. 
© Copyright 2014 
American Academy of 
Family Physicians. All 
Rights Reserved. 
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AAFP Algorithm for Risk Stratification. Reproduced with permission from Risk Stratification rubic, 2014, 
issue of Practice Support. © Copyright 2014 American Academy of Family Physicians. All Rights Reserved. 
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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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    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 


• Overall increase in quality of 
patient care 
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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 
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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 
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Ordering and Documenting
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Generations Family Medicine of SW Ohio Antibiotic Decision Aid
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Driver 1: 
The Comprehensive Primary Care Functions 


 


Driver 1: The Comprehensive Primary Care Functions 
CPC practices 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 to reduce the cost of care.  
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Driver 1: 
The Comprehensive Primary Care Functions 


 


Driver 1: The Secondary Drivers 
The secondary drivers that support the Comprehensive Primary Care Functions are described as follows. 
 
1.1 Access and Continuity 


Improving access to care by using the full medical record to ensure appropriate empanelment, build relationships through the 
continuity of care, and maintain continuity in the management of acute and chronic conditions. 


1.2 Planned Care and Population Health 
Using teams to provide planned, proactive care including chronic conditions and preventive care, integrated behavioral health 
services, and medication management that is designed to maximize efficiency, effectiveness and safety. 


1.3 Risk-stratified Care Management 
Addressing the health of both the individual and the practice by conducting risk stratification of the practice population, 
managing transitions in care, and providing practice-based care management for those at highest risk. 


1.4 Patient and Caregiver Engagement  
Including patients, families, and caregivers in how they manage their own care as well as how the practice provides care. 


1.5 Coordination of Care Across the Medical Neighborhood 
Serving as the hub of care for patients to systematically bridge care handoffs and transitions of care as well as link to 
community-based resources to support patients in achieving desired outcomes. 
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Secondary Driver 1.1:  
Access and Continuity  


 
This section focuses on the concepts of increasing access to care beyond the traditional office visit and leveraging empanelment to 
support and enhance a patient’s continuity of care.  


 The phases of the work in CPC: 
• Early work in CPC focused on ensuring 24/7 access to the patient’s 


medical record for the provider and team and any on-call providers.  
• Subsequent work focused on empaneling all patients to either a specific 


provider or a care team and beginning to track patient practice 
utilization patterns.  


• Following empanelment, practices began to measure continuity 
between patients and the providers/care team to whom they were 
empaneled.  


• Building on what they learned, practices embarked on enhanced access to care based on the population’s needs and began 
to measure access and implement various methods of scheduling to better match demand. 


• Over the initiatives final year, practices monitored and addressed trends in the access and continuity data.  


These approaches served as the foundation for comprehensive primary care within the participating practices. 


 


Change Concepts for  
access and continuity 


• Empanelment  
• Ensure timely access to care  
• Continuity with providers  







Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.1: Access and Continuity 


Change Concept: Empanel all patients to a care team or provider 
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Implementation tips  
for empanelment  


• Determine leadership and a 
team to lead empanelment. 


• Determine panel tracking 
method. 


• Determine who is responsible 
for ongoing monitoring, analysis 
and adjustment of individual 
panels. 


• Develop a communication plan 
and confirm assignments with 
patients and clinicians. 


• Assign each active patient to a 
provider and/or care team. 


• Determine a process for new 
patient panel assignment or 
when a patient requests to 
change panels. 


• Design a plan for opening and 
closing panels. 


     
     
    


 
 


 


Change Concept:  
Empanel all patients to a care team or provider 


 
Empanelment is a process that assigns each active patient to a provider and/or 
care team in the practice. Managing a panel of patients as a population allows 
optimal care for the entire panel by organizing work processes, managing 
supply and demand, coordinating care and identifying and preventing care 
gaps. Well-constructed panels foster the development of care teams as well as 
foster the patient-provider/team partnership.  


Assigning patients to a panel is the basic premise of population management. 
Once all patients are empaneled, the data obtained may be used to proactively 
improve care. As the teams collect and document trackable data (for example, 
patients with diabetes receiving an A1c every three months) for each 
empaneled patient, they can create panel reports. Monitoring these reports 
will help manage preventive care and care gaps in the panel. Examples of this 
may include chronic disease tracking, quality care measures and risk status of 
the patients assigned to that panel. This approach has lowered the cost of care 
by reducing emergency department (ED) visits and hospitalizations as well as 
resulting in overall healthier patients. 1  


Once panel empanelment is established, providers and their team can be clear 
about the group of patients that they are responsible for managing, and 
patients have a clear understanding about who their provider and/or team is. 
Then reliable workflows can be developed to address both access and meet the 
health needs of the entire panel. 


 


Change tactics CPC practices used: 
• Empanelment — Assign responsibility for the total patient population, linking each patient to a provider or care team 


  


  


                                                                 
1 Saultz JW, Lochner J. Interpersonal continuity of care and care outcomes: a critical review. Ann Fam Med. 2005;3(2):159-66.). 
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The CPC Comprehensive Implementation Guide — Secondary Driver 1.1: Access and Continuity 5 


 


 


Online (external) resources 
for empanelment 


Empanelment Implementation Guide, 
Safety Net Medical Home Initiative (2013). 
This guide outlines four in-depth 
methodologies to reducing barriers of 
implementation and ensuring right panel 
sizes for practices through examples based 
on practice size and Average Visit per Patient 
per Year (AVPY). 
http://www.safetynetmedicalhome.org/sites
/default/files/Implementation-Guide-
Empanelment.pdf  


 


 


Change Tactic: Empanelment — Assign responsibility for the total patient population,  
linking each patient to a provider or care team  


 
The goal of empanelment is to ensure every patient receives optimal care from the practice by a 
designated primary care provider/team. The empanelment process has essentially three stages, 
all of which are equally important in developing panel management:  


 The preparation 
 The implementation 
 The ongoing management  


Essential components 
 The preparation: Steps practices need to take prior to empanelment. 


• Review patient visit history. Identify active patients (for example, 
anyone seen by the practice in the last 18 to 36 months). If the 
patient has not been seen within the active patient timeframe 
identified by the practice, consider contacting the patient to confirm 
status. Remove patients who do not meet the practice definition of 
an active patient once you have reached out to them.  


• Determine the empanelment approach your practice will use: 
provider or care team empanelment. 
o Provider-centric — patients empaneled to an individual 


primary care provider (PCP): physician, APRN or PA 
o Care team-centric — patients empaneled to a care team (may 


include a medical provider, RN, behavioral health specialist, and 
medical assistant that are jointly responsible for the panel). 


• Outline clear goals, purpose, process steps and review with all health care team members on how empanelment will 
proceed. Include discussion points that can be used with patients. 
 


 The implementation: Assign patients to a panel. 
The patient’s initial empanelment is usually based on historical care data. Enhancing access depends on how these 
assignments are appropriately made. Consider the following when making assignments: 
• Patient preference — Provider preference should be taken into consideration when assignments are made. For 


example, the patient may have preferences on provider gender, and the patient’s learning needs or language fluency 
should also be considered. 


• Supply and demand of the practice — Balance the availability of care teams and the patient’s needs. Weigh 
appointment availability versus how often the patients request services (include appointments, phone calls and portal 
requests in that assessment). 


• Acuity and needs of the patients assigned to the provider/care team — Providers caring for patients with higher 
acuity need more time and resources to safely care for those patients. 2 These factors affect the number of patients 
that can be assigned to any one panel. As the number of high acuity patients increases on that panel, review the total 
size of the panel. 


  


                                                                 
2 Patient Safety and Quality: An Evidence-Based Handbook for Nurses (2008). https://www.ncbi.nlm.nih.gov/books/NBK2680 


Active population  


includes those patients  


who identify and use 


your practice as a source  


for primary care. 


 



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf
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• Provider availability (FTE) and skill level (physician, NP, PA) — It is difficult to empanel providers when they are not 


available on a full-time schedule. This can sometimes risk patient access to care. If your practice employs part-time 
providers, you may want to consider empaneling patients to a care team rather than with an individual provider. In 
addition, panel enrollment to non-physician providers must be dependent on state licensure guidelines and the 
practice’s individual philosophy. 


Once initial assignments are made, practices may want to “weight” panels to ensure no provider is particularly 
overburdened. Weighting can be done by age group and gender. Weighting should be done as panels are developed and 
assessed annually thereafter. 


 The ongoing management: Adjusting and analyzing panel size.  
A primary function of empanelment is ensuring that providers and/or team are assigned a patient panel that they can 
reasonably manage. To ensure reasonable management, the practice must regularly compare a provider’s supply of 
appointments to the demand for them. Patients will regularly move away, change insurance plans, pass away or have other 
life altering events that may change demand on the practice. Ongoing review of the panel size achieves a balance in supply 
and demand (more about this under same-day access on page 10). Practices may find that they need to review changes 
over time or may need to run additional annual reports to project workload for the following year. 3 In addition to 
qualitative data, gather information from providers and team members about the panel size in relation to their workload 
and ability to function as a team. Care teams may report that they are fine even though their panel size looks overly large. 
Also ask patients about their experience in the newly paneled practice. Can they get an appointment easily when they want 
one? Are patients able to see their provider/care team, or are they displaced to another provider?  


Other factors that need to be considered in the adjustment of panels are as follows: 
• Adjustments in FTE, changes in provider status (terminations, vacations, resignation) 
• Transfer of care upon request by provider 
• Provider/team assignment (new patients) 
• Transfer of care initiated by patient (to another practice or provider) 
• Patient self-discontinues care or death 


This information, together with the review of the data provides input to develop and maintain the “right” panel size. 


Considerations for your practice 
• Ensure your EHR has registry capabilities or can interface with a system that can access the information needed for an in-


depth examination of any particular group of patients.  
• Take special considerations when empaneling patients in a teaching facility. Medical residents may encounter challenges if 


assigned a panel of patients. Take into account the resident’s year and faculty provider oversight. 
• Manage coverage for providers’ planned and unplanned absences. 
• Team composition and structure may affect the empanelment size capabilities. Well-organized, capable teams working to 


the scope of their practice will allow for a larger panel size. 
• If a clinic accepts “walk ins,” there may need to be accommodation in the panel for one-time visits. 


  


                                                                 
3 Safety Net Medical Home Initiative. Empanelment Part 1: Establishing Patient-Provider Relationships, May, 2013. 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment-1.pdf.) 



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment-1.pdf
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Measure Success for Change Concept: 
Empanel all patients to a care team or provider 


At the beginning of empanelment, run panel reports every month to check for outliers. Once the process is established, review the 
panel size quarterly. On an annual basis, the practice may review provider supply for the coming year to ensure appointment 
availability meets the demands of the current panel size.4 Identifying empanelment goals and progress toward these goals is a 
fundamental part of managing panels.  


Practice empanelment measures 
• Total number of patients  
• Percent of patients empaneled 
• Total percent of patients empaneled to each team or provider 
• Clinic goal for empanelment 


 
Practice measures to inform panel size 


• Total number of visits per year to a provider and/or team 
• Number of visits per year per patient in the panel 
• Total number of available slots per year (if team based, include all team member slots) 


 


                                                                 
4 Empanelment: Establishing Patient-Provider Relationships. Safety Net Medical Home Initiative (May 2013), page 22. 
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Implementation tips for access 
• Work down the backlog of appointments.  
• Show patients how access works as 


opposed to trying to tell them how it 
works. 


• Offer all patients, regardless of visit type,  
a same-day visit appointment on the day 
they call your office. 


• If patients do not want to be seen on the 
day of the call, schedule for the day of their 
choosing. 


• Only “pre-schedule” patients when it is 
clinically necessary. 


• Reduce the complexity of your schedule 
system to just three kinds of appointments 
(personal, team and unestablished) and 
one standard length of time. 


• Determine the right panel size to balance 
supply and demand. 


• Ensure that patients see their chosen 
provider/team. 


• Plan for extreme demand or physician 
absence. 


 


Change Concept:  Ensure timely access  
to care guided by the medical record 


Access is ensuring that patients are able to get the services that they 
need at the time that they need them. When practices can accomplish 
this they can provide better access to health care services that will 
lead to better health outcomes: 


• Shorter wait times for appointments  
• Option of booking “same day” appointments  
• Option for patients to discuss several concerns during one 


visit, leading to fewer clinic visits per year for the patient 
 
Another benefit that expanded access offers is that care teams have 
the opportunity to identify patients’ health issues earlier. This can 
lead to more timely interventions and treatment and can contribute 
to improved health outcomes.  


In the past, access was seen as only a face-to-face visit between the 
patient and the physician. Now access can take many forms 
depending on the patient’s need, ranging from an in-person visit to a 
phone call with someone on the clinical team (and often not the 
primary care provider). The access can be asynchronous by way of the 
patient portal where a patient logs in to view a lab result or other 
information. Further access options include texting, emails or even 
video conferencing.  


Care guided by access to the medical record is a significant 
component to achieving this work. CPC practices found multiple 
solutions to achieve this, including secure VPN access and encrypted 
messaging technologies. Practices working toward expanded access 
should explore options through their HIT vendors, partnering facilities 
and others that have successfully implemented secure access options. 


Access and regular opportunities to care for patients allow providers to get to know their patients better. As the clinical team 
becomes more familiar with its patients, continual adjustments can be made to access options that will benefit the overall needs of 
the practice’s patient population. 


 
Change tactics CPC practices have used: 


• Provide 24/7 access to a care team member 
• Provide same-day or next-day access  
• Expanded hours in evenings and on weekends with access to the patient medical record 
• Use alternatives to face to face office visits to increase access, such as e-visits, phone visits, group visits, portal 


communication and video conferencing visits 
• Provide a patient portal for patient-controlled access to health information 
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Change Tactic:  
Provide 24/7 access to a care team member 


Increasing access availability can improve patient outcomes, experience and reduce health care costs. 5 Traditional “office hours” are 
frequently a barrier to access. When a health need arises outside of those traditional hours, patients will seek care elsewhere, often 
in a more costly setting such as an ED or urgent care facility. To effectively eliminate the “office hours” barrier, practices must also 
seek to provide reliable care when the patient needs it. Not only does it improve the practice’s capacity to provide real-time care, it 
allows patients to make informed decisions and avoid unnecessary ED visits.  


Explore creating 24/7 access to the health care team through a combination of options. During working hours, this can be in-person 
visits, telephone or email consults. When the practice is closed, live coverage or a call line may be a viable solution. 


Essential components 
• Successful coordination of 24/7 access relies heavily on all health care members having secure access to the medical record 


and a plan to maintain continuity and care plan documentation. This includes health care providers and others rendering 
care outside of normal primary care office visits to enable real-time documentation. 


• Training on triage and after-hours protocols increases availability to health care advice and ensures team members are 
working within the full scope of their license to increase availability for the patient. 


• Staff appropriately for a 24/7 call schedule. 
• Ensure all patients know that 24/7 access is available and how to access it. Educating patients on their scheduling options 


reduces barriers and can reduce missed opportunities for available care options. 
• Create an on-call system that may connect to your clinic, a local hospital system, a nurse advice line or urgent care clinic. 
• Establish metrics for measuring utilization of the service and guiding process improvement over time. 
• Ensure bi-directional communication between the PCP/team and on-call providers. 


Considerations for your practice 
• Explore health IT products and other options that support secure access to the medical record by offsite and/or on-call 


providers. 
• Creating standing orders and protocols for nurses and other clinicians is suggested to standardize 24/7 care of the patients. 


  


                                                                 
5 Safety Net Medical Home Initiative. Enhanced Access: Providing the care Patients Need, When they need It, May, 2013 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf). 



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
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Change Tactic:  
Same-day or next-day access 


Many clinical practices have lengthy wait times for routine appointments, often due to rigid scheduling tactics. This includes 
“holding” appointments for urgent care and reserving other blocks of time for specific types of appointments (for example, new 
patient visits). Another common method is “triage,” where the clinic determines if the patient is “sick” enough to be seen that day. 
Although these tactics were intended to better organize the work day, they generally don’t work well for patients. Designated slots 
frequently result in no-shows because patients have waited so long that they forget the appointment or go elsewhere for more 
immediate care.  


To provide same-day access for all appointments (routine and urgent), the supply of appointments must be equal to or greater than 
the demand for appointments. As long as supply and demand are balanced, same-day access is attainable. Supply and demand is 
explained in more detail on page 15. 


Working through the “backlog” also helps maintain same-day access. For example: Clinic X knows that it has a four-week delay for a 
routine appointment. This clinic has worked for years with the same four-week delay. If the clinic team creates a backlog reduction 
plan — for example, some extra evening or weekend appointments for a while — the backlog can be addressed quickly. The clinic 
can then move forward with maintaining same-day availability. 


Essential components 
• Find champions to motivate the team to get onboard with this change. Finding champions among different disciplines (for 


example, a physician, an RN or a pharmacist) who really understand same-day access will help to overcome resistance. 
• Measure your practice’s current delay for a routine appointment with the Third Next Available Appointment measure, 


which is easy to use and is the industry standard. 6 Set up daily or weekly measurements to determine your practice’s delay 
for a routine appointment. Other measures for same-day access are not widely used now and not recommended. 


• Measure supply and demand (see discussion on page 15), which may take a couple of weeks of tracking demand to 
understand the true demand. Measure supply versus demand at the start and then every three to six months as it can and 
will shift over time. 7 


• Set up same-day access scheduling guidelines. Several examples can be seen through the Institute for Healthcare 
Improvement (IHI)8. Consulting other clinics using same-day access is also helpful. Generally, keep it simple with few 
appointment lengths (one or two maximum), few appointment types and no specific times for certain kinds of 
appointments. Then allow the schedulers to do their job. 


Considerations for your practice 
• Train staff in the scheduling process. Focus on the why’s and how’s of same-day scheduling and making schedulers part of 


the team. 
• The closer the appointment time is to the time that the patient made the initial request, the greater the chance that the 


appointment will be kept (reducing no-shows). 


  


                                                                 
6 http://www.ihi.org/resources/Pages/Measures/ThirdNextAvailableAppointment.aspx 
7 www.ihi.org/resources/Pages/Changes/MeasureandUnderstandSupplyandDemand.aspx 
8 http://www.ihi.org/resources/Pages/ImprovementStories/ImprovingPatientAccessEverettClinic.aspx  



http://www.ihi.org/resources/Pages/Measures/ThirdNextAvailableAppointment.aspx

http://www.ihi.org/resources/Pages/ImprovementStories/ImprovingPatientAccessEverettClinic.aspx
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Change Tactic: Expanded hours in evenings and on weekends  
with access to the patient medical record 


 
A common solution among CPC practices was reconfiguring their practice’s office hours to meet the needs of its population. The 
practice may expand hours by using staggered shifts, moving weekday availability to the weekend or rotate weekend or evening 
shifts. Others responded creatively by coordinating schedules with nearby practices or urgent care facilities to provide alternative 
hours. This approach allowed practices to adjust their office hours to their patients’ patterns of utilization, which increased 
continuity of care.  


Essential components 
• Survey patients to better understand the demand for extended hours and when they would most likely be used. For 


example, a more senior population may want morning hours primarily, leaving evening hours unused.  
• Determine staffing and how much of the facility will need to be open. 
• Provide real-time access to the patient’s medical record to maintain continuity of record and plan.  
• Monitor trends and make adjustments in providers’ schedules to add more after-hours availability to meet patient 


preference and also provide increased opportunities for continuity. 


Considerations for your practice 
• Determine the scope of services offered. For example, could your practice offer routine appointments such as physicals in 


the evening? 
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CPC practice examples 
related to alternative visits 


Group visits 


CPC On Demand Video: Group Visits: 
Expanding Access to Care (2017). This video 
illustrates how group visits can benefit the 
needs of a practice’s patient population. 
https://www.youtube.com/watch?v=ae--
zQ0ufJk&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5 


Home visits 


CPC Practice Spotlight 59: Home Visits Help 
Brittle and High-Risk Patients Stay in the 
Continuum of Care (2015). Providence 
Medical Group-Glisan (Oregon) shares its 
home visit process for high-risk patients. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=22 


Change Tactic:  
Alternative visits — Group and home visits 


 
Alternatives to the traditional office visit may address the goal of timely access to 
care. CPC practices have found home visits and group visits can enhance the 
patient’s experience of care while still providing expanded access that supports 
continual engagement with the patient.  


Group visits 
For many years, primary care offices have successfully implemented group visits, 
whether they are drop-in group medical appointments or follow the chronic care 
health clinic models. Not only are they an effective means to meet several patients 
with similar conditions concurrently, the interactive format uses resources 
efficiently and motivates patients’ engagement. Resources from Group Health 
Cooperative (Group Visit Starter Kit), the American Academy of Family Physicians 
and the American College of Physicians provided practices and coaches with the 
tools and rationale to effectively employ this tactic, while ensuring financial 
viability and coding compliance. 


Home visits 
A number of CPC practices added primary care physician-supervised home visit 
programs to provide expanded access for high-risk patients [see “CPC Practice 
Spotlight 59: Home Visits Help Brittle and High-Risk Patients Stay in the Continuum 
of Care” (2015) in the resource box to the right]. The benefits of these programs 
include enhanced continuity of care, increased patient satisfaction and reduced unplanned readmissions.  


CPC practices providing home visits are especially effective with chronically ill patients. Frequently the home visit revealed 
previously unknown barriers to effective self-management, including socio-economic concerns such as food instability, lack of 
transportation, financial difficulties or even sub-standard living conditions. 


Essential components  
• Determine what your patients would like in terms of alternative visits. Are they tech savvy? If so, maybe they would prefer 


to get information through the patient portal or over secure email or text. Maybe video conferencing is a possibility. If they 
are a population that likes to gather, maybe you can try offering group visits. 


• Create a schedule or agenda for group visits that includes required personnel. If individual assessment will be part of the 
visit, a provider or RN should be included.  


• Create a curriculum tailored to an entire cohort. 
• Invite individuals to join the group visits. Letters can be sent to the whole subpopulation (i.e., patients with diabetes), but 


this is often most effective when a member of the care team discusses this option during a face-to-face office visit. 



https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5

https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5

https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=22

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=22





Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.1: Access and Continuity 


Change Concept: Ensure timely access to care guided by the medical record 


 


 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.1: Access and Continuity 13 


 


 


Online (external) 
resources for group visits 


Group Visit Starter Kit (2001). Group Health. 
www.improvingchroniccare.org/downloads/
group_visit_starter_kit_copy1.doc  


Group Visit Billing Information 
http://www.acponline.org/running_practice/
patient_care/group_visits/billing_info.htm  


Coding for Group Visits 
http://www.aafp.org/practice-
management/payment/coding/group-
visits.html 


 


 Considerations for your practice  
• Survey the population. To elicit actionable information from your 


patient population, use a survey method that works best for them. 
Some examples include paper surveys, electronic/online surveys, 
informal chats in a waiting room, focus groups or a patient and family 
advisory council. All of these methods will better inform the clinic about 
your patients’ needs. 


• If a provider (physician, NP or PA) is present for the group visit, you will 
likely be able to bill for the visit. 


• Plan to offer a variety of days and times until you identify the most 
popular time slots. 


• Consider including family and caregivers along with patients in these 
groups. 


  



http://www.improvingchroniccare.org/downloads/group_visit_starter_kit_copy1.doc

http://www.improvingchroniccare.org/downloads/group_visit_starter_kit_copy1.doc

http://www.acponline.org/running_practice/patient_care/group_visits/billing_info.htm

http://www.acponline.org/running_practice/patient_care/group_visits/billing_info.htm

http://www.aafp.org/practice-management/payment/coding/group-visits.html

http://www.aafp.org/practice-management/payment/coding/group-visits.html

http://www.aafp.org/practice-management/payment/coding/group-visits.html





Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.1: Access and Continuity 


Change Concept: Ensure timely access to care guided by the medical record 


 


 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.1: Access and Continuity 14 


 


 


CPC practice example 
related to patient portals 


CPC Practice Spotlight 12 (2014). 
Colorado’s DTC Family Health and Walk-in 
shares insights about use of the patient 
portal. 
https://innovation.cms.gov/Files/x/cpcipsl1
.pdf#page=30 


 


 


Change Tactic:  
Patient portals 


 
A portal allows patients immediate, 24/7 access to a variety of information and 
services, such as scheduling services, viewing lab results, requesting medication 
refills, requesting paperwork completion or asking non-emergent questions. By 
providing patients immediate access with this tool, you will reduce the care team’s 
time spent on phone calls, triage and unscheduled services. Diverting some patient 
communication through the portal allows the care team more time to focus on 
direct patient care. 


Essential components 
• Patients can use the patient portal for the following: 


o Schedule appointments 
o Request prescription refills 
o Pay bills 
o Review test and lab results 
o Access portions of medical record, including plan of care 
o Access educational resources, shared decision aids 
o Messaging to staff or provider 


• When choosing a portal, prioritize the secure messaging functionality. 
• Provide patient-specific education resources. Ensure the EHR incorporates an extensive library of patient education 


resources. 
• Provide clinical summaries on the portal within 72 hours.  
• Provide electronic access to health information: Many CPC practices provide lab results through the patient portal. Patients 


will receive a message via email explaining that their results are in and ready for review. The provider can also add 
messages with important information.  


• Communicate to patients about portal access and the advantages and conveniences this technology offers them. 
 
Considerations for your practice 


• Practices may need to invest time in training and preparing of personnel.  
• Some customization of the system may be needed based on individual work styles and practice workflows. 
• The practice may consider patient education sessions to help patients register and become familiar with the portal’s 


features.  
• Consider automating the process to link appropriate health education materials to customized templates used for different 


types of patient visits. 
• If providing clinical summaries, ensure patients are educated about clinical summaries and their purpose.  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30





Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.1: Access and Continuity 


Change Concept: Ensure timely access to care guided by the medical record 


 


 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.1: Access and Continuity 15 


 


Measuring Success for Change Concept: 
Ensure timely access to care guided by the medical record 


Identify and evaluate quantitative data that demonstrates the status of access in the practice. The foundation for this measurement 
is patient empanelment to a provider or care team. This is followed by calculation of supply (clinical resources available including 
staff, rooms and equipment) and demand (request for appointments). This should be done on a daily, weekly, monthly and seasonal 
basis.  


Supply: Measurement of supply is two-fold. It includes measurement of the total hours of provider or care team time devoted to 
appointments (daily, weekly, monthly, annually). Follow this with the time for non-appointment processes (refills, messages, review 
of test results). Be mindful that supply and capacity are not synonymous. While a certain number of people are capable of 
performing a certain amount of work, when those same staff members are organized into a team with streamlined workflows, there 
is a multiplier effect on supply and capacity is enhanced (see “Use team-based care to meet patient needs efficiently” in Secondary 
Driver 1.2: Planned Care and Population Health, page 2).  


Many practices choose to also use the “Third next available appointment” tactic, which is defined as the “average length of time in 
days between the day a patient makes a request for an appointment with a physician and the third available appointment for a new 
patient physical, routine exam or return visit exam.”  


Demand: Measurement of demand includes the demand for appointments and all other processes required for patient care. The 
demand for appointments can be internal (provider- and patient-driven appointments, phone calls, walk-ins and return visits) or 
external (new patients to the office, referrals and provider-to-provider calls to discuss patient care). Total demand is the number of 
requests for appointments from both internal and externals sources.  


Practices may also find it valuable to measure important processes related to access: 
• What are the average time patients spend on hold when calling the office? What is the number of dropped calls? 
• What is the rate of general portal signup among the clinic population? How many appointments are booked through the 


portal? 
• What proportion of patients has sent a message to their provider using the portal? 
• What happens to phone volume with introduction of the portal? 
• How many ED or urgent care visits are made without a prior phone call from the patient to the practice or to the on-call 


provider? 
 
Finally, it is imperative not to overlook external sources of data, such as CAHPS surveys or commercial payer data. Additional views 
of access can be gained by measures that answer questions such as these: 


• How many non-emergent visits to the ED or urgent care were made during regular practice business hours? 
• How many patients seen in the emergency department or admitted to hospital were for ambulatory care sensitive 


conditions? 
• What is the rate of missed appointments and/or no-shows?  
• What is the ratio of ED visits to hospitalization in the practice? 
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Change Concept: Optimize continuity  
with provider and care team 


Continuity of care is consistent, quality care over a period of time. It ensures 
engagement of the entire team, reducing fragmentation of care and thus 
increasing patient safety and quality of care by reducing the potential for medical 
errors. 9 When the provider already knows the patient’s medical and personal 
history, this helps to establish patients’ confidence and enables providers to be 
effective patient advocates. Empanelment of patients to a provider/care team is 
fundamental to monitoring continuity.  


Although comprehensive primary care focuses on relationship continuity, 
continuity can be thought of more broadly as occurring in three dimensions 10:  


• Information/continuity of record — all providers and teams caring for 
the patient have access to the patient’s electronic health record, either 
by direct access to the EHR, through an HIE or another method.  


• Management/continuity of plan — there are no conflicts or inconsistencies among providers in the management plan for a 
patient. 


• Interpersonal/continuity of relationship — continuity with a provider/care team.  


 


Change tactics CPC practices have used: 
• 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 and referral management strategies to ensure continuity of management between within the 


practice and with consultants 
• Ensure that all providers within the practice and all members of the care team have access to the same patient information 


to guide care  


                                                                 
9 Continuity of Care, Definition of (2015). http://www.aafp.org/about/policies/all/definition-care.html  
10 Continuity of care: a multidisciplinary review, BMJ 2003;327:1219; http://www.bmj.com/content/327/7425/1219  


 


Online (external) resources 
for continuity of care 


Continuity of Care, Definition of, AAFP 
(2015). 
http://www.aafp.org/about/policies/all/defi
nition-care.html 


Continuity of Care: a multidisciplinary 
review, BMJ (2003). 
http://www.bmj.com/content/327/7425/12
19  



http://www.aafp.org/about/policies/all/definition-care.html

http://www.bmj.com/content/327/7425/1219

http://www.aafp.org/about/policies/all/definition-care.html

http://www.aafp.org/about/policies/all/definition-care.html

http://www.bmj.com/content/327/7425/1219

http://www.bmj.com/content/327/7425/1219
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Change Tactic: Regular measurement of continuity between patient  
and provider/care team as a management tool 


Having and routinely using an objective measure of continuity is a valuable tool for practices. The measurement helps them monitor 
how well their panels are functioning and indicates patient activity at the practice. CPC practices varied in how they measured 
relationship continuity. Some practices chose to measure continuity with a provider (physician, APRN or PA), while others choose to 
measure it in reference to a care team (see discussion on empanelment preparation on page 5). 


Essential components 
• Provider/care team-centric measure — monitoring a specific provider and/or care team patient visits by their empaneled 


patients versus total patient visits to detect sub-optimal panel sizes (over- or under-empaneled) 
• Patient-centric measure — monitoring patients’ visits to a practice, noting how many visits are with the assigned 


provider/care team. This measure may identify high- or rising-risk patients in need of care management. 


Considerations for your practice 
• If your practice’s continuity measurement indicates some patients are in need of care management or self-management 


support (as indicated by frequent contact with practice and/or appointments), create workflows to alert providers to these 
needs. 
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Change Tactic: Development of scheduling strategies accounting  
for patient needs for urgent or same-day visits 


 
Establish a flexible scheduling protocol that emphasizes provider/care team continuity and make sure all team members know this is 
a priority. This is particularly important when patients request appointments for urgent needs or same-day visits (see Same-day or 
next-day access on page 10 and Expanded hours on page 11). Having the ability to schedule patients consistently with their care 
team as the first option will lead to improvements in overall continuity. 


Essential components 
• Ensure provider assignment is clearly identifiable in the EHR when scheduling occurs. 
• Re-evaluate and revise same-day appointment availability to ensure the practice is meeting supply/demand for the 


population while continuing the focus on continuity between patient and provider/care team.  


Considerations for your practice 
• CPC practices frequently noted the greatest challenge to continuity of care was related to care sought for urgent conditions. 
• Address misconceptions that adding urgent or same-day visits to a schedule means never pre-scheduling visits. 
• Remember that your health care teams have multiple members. Patient access to any of those team members to address 


needs will ensure continuity. 
• Ensure that access and continuity are balanced. If continuity outweighs access in your scheduling protocols, then a patient 


could have a delay in care. Conversely, if same-day access is the priority continuity may be sacrificed. Create balance with a 
policy outlining this subject. Modify scheduling practices to maintain that balance. The primary goal is to always ensure the 
patient’s health care needs are met in the most patient-centered manner possible. 
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Change Tactic: Use a shared care plan and referral management strategies  
to ensure continuity of management within the practice and with consultants 


 
Primary care practices must be the center or “hub” of care for the assigned patient. To function as this hub, the primary care 
practice should be able to share a care plan with specialty services, have readily available follow-up appointments for discharges, be 
ready to help patents acquire durable medical equipment as needed, and coordinate home health care as needed. Second, the 
primary care team must be informed of changes made to the plan by other providers. A shared plan and a closed communications 
loop among the patients’ providers allows the PCP and health care team to proactively address any gaps and eliminate redundancies 
in care. Most importantly, this process keeps the patient at the center of the care provided. More in-depth information on shared 
care plan and referral management is found in Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood on 
page 6. 


Essential components 
• Promote continuity through a plan of care the entire practice team shares, along with external providers of care.  
• Knowledge of the overall plan for the patient guides decisions on appointments, referrals, phone calls and portal visits. 


Considerations for your practice 
• Suggest informing all family members involved in the patient’s care of the content of the patient care plan and seek their 


feedback. 
• Ensure the practice EHR has the capabilities to track the referrals and manage care plan information exchange. This could 


be done using “dummy codes” or other discrete fields. 
• Provide adequate training for clinical and administrative personnel of this process. Teamwork is enhanced with the entire 


team understands the process and rationale for this activity. 
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Any patient contact 


with the practice  


has the opportunity to 


optimize continuity. 


 


Change Tactic: All practice team members have access  
to the patient information necessary to promote continuity 


 
Any patient contact with the practice is an opportunity to optimize continuity. Phone calls and 
portal visits directed to the patient’s care team strengthen the bond between patients and their 
provider/care team.  


Essential components 
• Scheduling staff are able to direct patients to appointments with their provider/care team 


and ensure that information is available in the medical record. 
• Ensure confidentiality of PHI in portal messages and that the messages are appropriately distributed to the assigned team 


member. Avoid the temptation to print out messages. Distribute electronically to protect the patient privacy. 


Considerations for your practice 
• Ensure everyone in your practice has the appropriate level of EHR access to resolve patient concerns. 
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Measuring Success for Change Concept: 
Optimize continuity with provider and care team 


Many CPC practices used built-in reporting features of their EHR/practice management software to gather continuity information, 
while a few used a manual sampling methodology to overcome health IT limitations. Regardless of the data collection method, 
measurement of continuity largely focused on continuity of relationship. Continuity trends are evaluated at the provider and 
practice levels, and interventions applied as appropriate to ensure a high degree of continuity. Keep in mind that measurement of 
continuity is directly related to the practice empanelment method (see page 5).  


Consider the following to measure continuity:  
• Provider/team name  
• Total number of visits last month 
• Number of visits to assigned provider/care team 
• Number of visits to another provider/care team 


 
Use all of the measures above to determine your practice’s continuity percentage. Most practices strive for a continuity percentage 
of 75 percent or more.







Resources 
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Resources for Secondary Driver 1.1: Access and Continuity 
 


Coding for Group Visits (http://www.aafp.org/practice-management/payment/coding/group-visits.html)  


Continuity of Care, Definition of, AAFP (2015). http://www.aafp.org/about/policies/all/definition-care.html  


Continuity of Care: a multidisciplinary review, BMJ (2003). http://www.bmj.com/content/327/7425/1219   


CPC On Demand Video: Group Visits: Expanding Access to Care (2017). This video illustrates how group visits can benefit the needs 
of a practice’s patient population. https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5 


CPC Practice Spotlight 12: DTC Family Health and Walk-in (2014). DTC Family Health and Walk-in from Colorado share insights 
about use of the portal. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30 


CPC Practice Spotlight 59: Home Visits Help Brittle and High-Risk Patients Stay in the Continuum of Care (2015). Providence 
Medical Group-Glisan (Ore.) shares its home visit process for high-risk patients. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=22 


Empanelment Implementation Guide (2013). Safety Net Medical Home Initiative. 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf  


Group Visit Billing Information (http://www.acponline.org/running_practice/patient_care/group_visits/billing_info.htm)  


Group Visit Starter Kit (2001). Group Health. www.improvingchroniccare.org/downloads/group_visit_starter_kit_copy1.doc  


 



http://www.aafp.org/practice-management/payment/coding/group-visits.html

http://www.aafp.org/about/policies/all/definition-care.html

http://www.bmj.com/content/327/7425/1219

https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5

https://www.youtube.com/watch?v=ae--zQ0ufJk&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=5

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=22

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=22

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf

http://www.acponline.org/running_practice/patient_care/group_visits/billing_info.htm

http://www.improvingchroniccare.org/downloads/group_visit_starter_kit_copy1.doc
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Planned Care and Population Health  
Before moving forward with this work, practices should understand the purpose and elements of Planned Care  
and Population Health. 
 Planned care is the identification of preventive and chronic care needs prior to the encounter by a well-


organized practice team, informed by data on what services are due.  
 Population health is a systematic approach to health care that focuses on preventing and curing disease by 


working to keep a population or panel of patients healthy. 


Head1 


Secondary Driver 1.2:  
Planned Care and Population Health 


 
This secondary driver focuses on using a team to support patients in learning self-
management of their chronic health conditions, and being organized and 
proactive in providing routine and preventive care for all patients assigned to a 
provider or team. 


 
The phases of the work in CPC: 


• Initially in CPC, practices focused much of their effort on managing patients as one large population (often in a reactive 
manner).  Practices then began focusing their efforts on patients identified as highest risk according to their risk 
stratification system for more proactive care. 


• Using tools and data they were developing as part of their CPC work, practices also began to identify sub-populations that 
may need specific resources or services. 


• As practices identified populations, such as those with chronic conditions, they began to define aspects of optimal care and 
to develop programs to effectively plan and accomplish proactive care for the patient population. 


• Leveraging the entire team became an essential strategy to meet population health needs efficiently and effectively.


 


Change Concepts for planned care 
and population health  


• Team-based care  
• Proactive management of chronic and 


preventive care  
• Self-management support 
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Change Concept: Use team-based care to meet patient needs efficiently 


  


Implementation tips for 
team-based care  


• Determine the needs of the 
population through high 
frequency diagnosis and 
review of community social 
needs. 


• Determine tasks needed to 
meet the needs of the 
population. 


• Develop a team 
composition and staffing 
ratio to meet those needs. 


• Develop workflows and 
clinical protocols that 
support hand-offs and 
coordination among team 
members. 


• Train teams to function 
interdependently. 


Change Concept: Use team-based care 
to meet patient needs efficiently 


 
Team-based care describes how primary care team members jointly take responsibility 
for a panel of patients. Teams leverage multiple skills to focus on the whole patient’s 
health, not just his or her presenting medical problem. Effective teams delegate 
responsibilities to the person most adequately qualified to meet the need. A number of 
CPC practices have demonstrated that many primary care visits can be managed by non-
physician team members under protocols or standing orders. 


The transformational shift for a medical team 


• Traditional practice > Everyone works for the physician/clinician 
• Team-based practice > Everyone works for the patient 


Team-based care is more than a group of people who work in the same space. It involves 
developing roles that depend on the size and resources of the practice and the needs of 
the patient population. Teams often consist of a primary care provider (e.g., physician, 
advanced practice nurse, physician assistant), medical assistants, nurses and some 
combination of pharmacists, nutritionists, behavioral health (BH) specialists, educators 
and care managers/coordinators. In smaller practices, teams may have fewer members. 
To pool resources, some practices may also build virtual teams through teleconferencing 
equipment spread across a number of practices. 


What are the benefits of team-based care?  


What are the benefits of team-based care?     


Provider  Staff  Patient 


• Improved workflow 
• Shift workload to decrease 


stress 
• More effective counseling 


and goal setting 
• Time to do more doctoring 


 • More engagement in team 
care 


• Increased job satisfaction 
• Increased self-efficacy 


 


 • Better quality of care  
• More personalized care 
• More effective care 


 


 


Change tactics CPC practices have used: 
• Define roles and distribute tasks among care team members, consistent with the skills, abilities and credentials of team 


members to better meet patient needs effectively and efficiently 
• Build an enhanced care team to better support patient needs by adding staff such as a health coach, nutritionist, BH 


specialist, pharmacist and physical/occupational therapist as feasible 
• Create protocols to manage workflow in the team to meet patient needs 
• Use pre-visit planning and huddles to address chronic and preventive care 
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Change Concept: Use team-based care to meet patient needs efficiently 


  


 


CPC resources related  
to team-based care 


CPC On Demand Video: Leveraging the 
Whole Team for Planned Care (2017). This 
practice demonstrates how team-based care 
and pre-visit planning helped improve its 
quality measures.  
https://www.youtube.com/watch?v=PlDg27
RvJQc&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2 


Change Tactic: Define roles and distribute tasks among care team members, consistent with the skills,  
abilities and credentials of team members to better meet patient needs effectively and efficiently  


An effective team-based strategy that optimizes the practice’s resources begins 
with evaluating all the tasks and roles needed on a daily, weekly and monthly 
basis to meet patient populations’ comprehensive health needs. Beyond their 
clinical needs, it also includes their behavioral, social service and nutritional 
needs.  


The practice should ask, “Who is the best team member to meet the patient’s 
needs?” The answer is often not the physician. Maybe the team’s RN knows the 
patient well and can meet the need over the phone with nurse advice, or maybe 
a behavior health specialist, pharmacist, dietitian or medical assistant on the 
team can meet the need. Consider how best to determine the patient’s need and 
then offer access to the appropriate team member. 


CPC practices found continual evaluation of roles fostered a sustainable team-based care strategy that provided more efficient and 
timely care through streamlined workflows.  


Essential components 
• Build team member skill sets to reflect the patient population’s 


comprehensive needs.  
• Adjust team size to meet the number of patients empaneled.  
• Organize tasks based on adjusted roles. 
• Train and cross-train personnel to carry out new and different 


roles/tasks (see inset for resources). 
• Introduce patients to their care team, and encourage them to speak to 


different members of the team depending on their need. 


Considerations for your practice 
• Initially your personnel may hesitate to take on new roles or tasks. 


Provide required training and support to instill confidence and set them 
up for success. This requires consistent and intensive follow-up to 
ensure training is having the desired outcome and meeting your teams’ 
needs. Many clinicians find team-based care to be empowering and 
positive once it has been fine-tuned. 


• Document what roles (or even individuals) are responsible for what tasks 
and what the expectations are and how to accomplish them. Documentation is extremely beneficial in cross-training, 
orientations, and meeting coverage needs without interrupting patient care. 


• Provide comprehensive new employee orientation to ensure continued practice of team-based care.  


 


Online (external) resources 
for team-based care 


The Primary Care Team Guide (2016). A 
guide for establishing team-based care in the 
primary care setting.  
http://www.improvingprimarycare.org/ 


An Organized Approach to Chronic Disease 
Care (2011). The authors identified not only 
an improvement in clinical measures but 
improved staff and provider satisfaction as 
well. This is an excellent example of the 
outcome of development of team-based care 
in a family practice residency. 
http://www.aafp.org/fpm/2011/0500/p27.ht
ml 



https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

http://www.improvingprimarycare.org/

http://www.aafp.org/fpm/2011/0500/p27.html

http://www.aafp.org/fpm/2011/0500/p27.html
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Change Concept: Use team-based care to meet patient needs efficiently 


  


 


CPC resources related  
to building an enhanced 
care team 


CPC Spotlight 17: Patient-Centered Care 
Management Resonates with Patients 
with Diabetes, Hypertension and Obesity 
(2014). Clopton Clinic in Arkansas uses the 
skill of the practice health coach to improve 
the outcomes for chronically ill patients. 
This practice identified patients in need of 
assistance using its EHR. Then it added a 
health coach to the team to assist the 
patient. This practice’s outcomes were a 
higher level of patient satisfaction, a higher 
number of personalized plans of care and 
improvement in the practice’s related 
clinical quality measures. 
https://innovation.cms.gov/Files/x/cpcipsl1
.pdf#page=39 


CPC Spotlight 84: Geriatric Care 
Coordinator Boosts Patient Confidence, 
Satisfaction (2016). This New Jersey 
practice found it could best serve the needs 
of its largely elderly population by including 
a care coordinator specializing in geriatrics 
on its care team. 
https://innovation.cms.gov/Files/x/cpcipsl2
014-2016.pdf#page=42 


CPC On Demand Video: Integrating 
Advanced Primary Care Strategies: 
Behavioral Health and Medication 
Management (2017). On-site BH specialists 
and a strong focus on medication 
management benefited the patients at this 
practice. 
https://www.youtube.com/watch?v=6yfH-
nSTPJ0&index=16&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic:  
Build an enhanced care team 


Expanding your care team with the expertise of a health coach, dietitian, social 
worker, pharmacist and/or behaviorist benefits both the practice team and your 
patients. In addition to providing direct care for patients, they can support, 
educate and train other team members.  


CPC practices often started this process by determining unmet needs of their 
patient populations. Helpful data sources for this analysis were emergency 
department (ED) visits and hospital admissions as well as a review of unsuccessful 
referrals. For example, practices identified a group of patients who used the ED for 
acute issues with medication and flagged that group for targeted pharmacist 
support. Another common trend was patients with high utilization who could 
benefit from behavioral health services. These patients often had unsuccessful 
referrals to mental health specialists due to long waits. To address this gap, many 
practices opted to have behavioral health support onsite. 


Essential components 
• Understand your population’s needs and staff accordingly.  
• Onboard new team members with comprehensive training across team 


roles with an emphasis on team-based care. 
• Create referral tracking and document processes to connect individual 


patients to new services. 
• Design a sustainable reporting and oversight structure. 


Considerations for your practice 
• Current personnel may have skills, experience or interest in specific areas, 


or they may be interested and willing to take on new responsibilities. 
Consider skills, ambition, and potential when hiring for these roles. 


• CPC practices often said finding the “right people” is critical. Specialists 
may not be familiar with the primary care setting and will likely be filling a 
role quite different from their traditional training. Clearly communicate 
about the role and needs of your practice during the applicant search to 
identify the candidates who best match your practice’s needs. 


• Roles and workflows will evolve over time. Check in with the team 
periodically for new ideas to add and test, as well as to gauge 
effectiveness over time. 


• Assess options for adding team members onsite or remotely through a 
virtual capability or in a partnership capacity. 
 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42

https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Use team-based care to meet patient needs efficiently 


  
Change Tactic: 
Create protocols to manage workflow in the team to meet patient needs 


CPC practices revised their workflows to ensure all team members engaged in patient care. Because no one workflow is a universal 
solution for efficient delivery of care, practices continually tailored and adjusted workflows. Large CPC practices often had multiple 
teams function smoothly as a unit to provide care, while smaller practices leveraged a single care team comprising the entire office 
to redistribute roles and tasks. 


The example on the following page illustrates the difference between a traditional practice and team-based care. Practices 
organized team-based care around identifying and meeting immediate and future needs. This fundamentally shifted the focus from 
episodic, reactive care to proactive, planned care for every patient. This process allowed teams to address core needs of patients in 
real time.  This often eliminated the need for future visits, or ensured that when there was a visit, they were efficient and productive 
because they were driven by patient goals and outcomes. 


Essential components 
• Define roles and assign responsibilities for each step and task in a workflow.  
• Create detailed handoff protocols among team members. 
• Ensure timely communication methods are in place (for example, huddles and alerts in the EHR).  
• Use data and registry functions in the EHR to inform workflow priorities. 
• Build decision support into the workflow. 


Considerations for your practice 
• Workflow changes are initially disruptive until the new patterns become routine. Help your teams manage these changes by 


emphasizing the goals and outcomes, especially how the workflows will improve the patient’s experience and health care. 
• Document workflows and role descriptions as an ongoing resource for the team and to assist with future onboarding and 


cross-training. 
• Create time for everyone to have input on workflows to allow for consistent re-evaluation and new tests of change. 
• Train the entire team to document appropriately in the EHR to ensure clean data reports. 
• Monitor outcomes and track goals closely in the early stages of implementation to harvest wins to share with teams and to 


quickly identify potential gaps that could compromise care. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Use team-based care to meet patient needs efficiently 


  
Example of traditional practice versus team-based care (Note: This is a sample case; no actual patient information is shown.) 


Mary is a 58-year-old with a 15-year history of Type 2 diabetes complicated by elevated blood pressure. Mary has a BMI of 35 and 
has struggled with weight control since young adulthood. Mary was recently seen because of recurrent headaches, fatigue and 
depressive symptoms. She was found to have an A1c of 9.7% and a blood pressure of 186/110. 


 Traditional Practice Team-Based Care 


Pr
e-


vi
si


t 
 


• The day before the appointment, the front 
desk person calls Mary to remind her of her 
appointment. 


• Several days before the visit, the front desk person calls Mary to 
remind her of the appointment and schedules routine labs to be 
completed before the visit. 


• RN care manager reviews labs the day before the visit and notes 
any preventive care needs. 


• Provider quickly reviews chart before he/she 
walks in the room. 


• During the huddle, the care manager reviews Mary’s lab results 
and informs team that Mary is due for an eye exam. 


M
ar


y'
s  


Vi
si


t 


• Mary checks in. • When Mary checks in, the front desk or care coordinator 
schedules the eye exam.  


• Medical assistant collects vitals. • Medical assistant collects vitals, sets the visit agenda with Mary 
and preps her for the visit. The MA scores the PHQ-9, and 
Mary’s score is 15. 


• Provider reviews and addresses A1c and blood 
pressure. 
o Mary starts to cry and says that she is 


exhausted. 


• Provider asks Mary about the problem as she sees it.  
o Mary ends up expressing how overwhelmed she feels. 


• The provider introduces the BH specialist and moves on to the 
next patient.  


• The BH specialist completes a brief assessment in the exam 
room.  


• Provider tells Mary to call the insurer to find 
out about BH therapy. 


• Assessment reveals a history of depression and panic attacks 
several times per week since caring for sick husband. The BH 
specialist educates on how stress can impact Mary’s health and 
teaches stress management techniques. 


• The provider adjusts HTN medication and 
insulin dose.  


• The pharmacist works with Mary to understand her meds and 
reviews dosing. The pharmacist makes suggestions to the 
provider. 


• Provider once again urges patient to exercise 
and lose weight. 


• Asks Mary to complete labs on her way out. 
• Provider informs Mary to come back in one 


month and front desk schedules the 
appointment. 


 


• Team co-creates plan of care with Mary in the visit 
o Stress management self-care with BH follow-up 
o Antidepressants are adjusted 
o Referral to dietitian 
o Coordinates respite services  
o Begins participation in church activities 
o RN to follow-up by phone in two weeks 


• Uses Teach-back1 to ensure Mary understands the plan and 
provides her with a written copy. 


• Provider will review Mary’s labs results at her 
follow-up visit. 


• Care Coordinator completes referrals and arranges transportation 
to eye appointment and schedules follow-up with team RN. 


• Mary’s progress is tracked and reviewed in team huddles. 


O
ut


co
m


es
 


Mary ends up in the hospital due to taking old and 
new blood pressure pills. 


Mary reports increased energy and decreased depression and 
anxiety. Her panic attacks completely resolve. She starts 
exercising and meeting with friends again. Her BP falls to target 
levels and her A1c is at 6.3%. 


                                                                 
1 Always Use Teach-back! Training Toolkit, http://www.teachbacktraining.org/ 



http://www.teachbacktraining.org/
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Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Use team-based care to meet patient needs efficiently 


  


 


CPC resources related  
to pre-visit planning 


CPC On Demand Video: Testing New 
Workflows through Pre-visit Planning 
(2017). In this video, a practice explains how 
it established a new system for pre-visit 
planning. 
https://www.youtube.com/watch?v=8PurmJ
IhTEM&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10 


CPC On Demand Video: Utilizing Pre-visit 
Planning Tools and Teamwork (2017). A CPC 
practice describes the tools and strategies 
staff and providers use to prepare for patient 
visits. Chart scrubs and QM cards are part of 
the daily workflow. 
https://www.youtube.com/watch?v=rUG8Q
V9Hd90&index=11&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Spotlight 86: Pre-visit Planning Helps 
Eliminate Gaps in Patient Care (2016).  
This spotlight describes how an Ohio practice 
uses both population health software and 
chart audits to identify patient care needs, 
including a brief list of the steps in the 
practice’s visit planning process. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=44 


Change Tactic: Use pre-visit planning and team  
communication to address chronic and preventive care 


Pre-visit planning is fundamental to effective team-based care delivery because 
this activity focuses on gathering the information and resources needed for a 
smooth, efficient patient visit.  


Using the EHR or registry reports will help identify gaps in health maintenance 
and lab testing. This allows patients to receive their care in a timely, organized 
manner, and it allows teams to identify and prevent future health issues.  


CPC practices implemented pre-visit planning with a variety of tactics. Practices 
pulled reports from the EHR for gap analysis and registry information as well as 
set up automated point-of-care reminders. EHR reports also identified patients 
who required additional steps of care in the visit, such as patients with high-risk 
conditions or recent change in health status. Other practices opted to complete 
individual chart reviews up to a week before the scheduled appointment to allow 
time to complete routine labs and screening prior to the visit.  


Regardless of tactic and process, team communication is critical. Any needs 
uncovered during pre-visit planning should be blended into care and ongoing 
care management activities. Due to this overlap between immediate and 
ongoing activities, pre-visit planning efforts were frequently combined with both 
formal and informal practice huddles (see inset for a resource for huddles) as 
well as care planning, care management and chronic care activities.  


Essential components 
• Use tools that identify patients’ needs before they are in the office. 


These often include registries or reports that find gaps in care or alert 
systems in the EHR. 


• Assign dedicated time to team members to review registries and 
reports. 


• Collect information prior to the visit, such as test results or specialist 
notes, that will inform the visit. Specific roles should be responsible for 
obtaining this information and ensuring it is part of the chart and 
available for other forms of communication, such as a huddle. 


• Develop intentional communication channels that support both 
immediate and ongoing patient care. 
o Daily huddle and/or visual alerts 
o Person assigned to lead daily huddles 
o Entire team is included in the huddle and has access to the same 


information 


Considerations for your practice 
• Not all EHRs have functionality for gap analysis or to generate alerts. 


You may need to explore options that will effectively perform these 
functions. There are modules that can be added to EHRs or software that may interface or run separately. 


• Ensure all team members are work to the top of their license and abilities. Distribute tasks to match skills to the task. 


 


Online (external) resources 
related to pre-visit planning 


AMA STEPSforward (2016). Materials to 
assist the practice in developing a pre-visit 
planning process at their site. 
https://www.stepsforward.org/modules/pre
-visit-planning  


Healthy Huddles (2013). This tool 
demonstrates the benefits of this short 
meeting to plan for the day, and provides 
assistance with implementation of huddles in 
your practice.  
https://cepc.ucsf.edu/healthy-huddles 


  



https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10

https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10

https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10

https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

https://www.stepsforward.org/modules/pre-visit-planning

https://www.stepsforward.org/modules/pre-visit-planning

https://cepc.ucsf.edu/healthy-huddles
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Measuring Success for Change Concept: 
Use team-based care to meet patient needs efficiently 
 


Successful team-based care should improve the efficiency and efficacy of patient care. While patients will see the difference during 
their appointments as comprehensive services are provided in a timely, efficient manner, make sure that your practice’s 
measurement strategy includes the team’s satisfaction with new processes. 


 To gauge the effectiveness of team-based care, you may consider these measures: 
• Patient satisfaction data 
• Personnel and provider satisfaction 
• Efficiency measures such as patient wait times, length of appointment (scheduled time versus actual time) 
• Number of patient contacts per day, per team member 
• Number of visits and/or follow-up calls required to close the loop of a primary care appointment 
• Clinical quality measures, including control of chronic conditions and preventive measures/screenings 
• Percent of referrals to external specialists/partners that result in a patient receiving care 
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Change Concept: Proactively manage chronic and preventive care for empaneled patients 


  


Implementation tips for 
management of chronic 
diseases and preventive care 


• Review functionality of the 
EHR for registry capacity and 
population functions. 


• Determine registry data to be 
tracked (specific preventive 
health measures, patients with 
diabetes at high risk for 
complications, etc.). 


• Create registries or “action list” 
to track patients. 


• Determine how the team will 
be alerted when items are due. 


• Determine method and level of 
outreach. 


• Determine method of 
documentation for completed 
items. 


• Develop clinical protocols. 


Change Concept: Proactively manage chronic and 
preventive care for empaneled patients 


Successfully implementing proactive management for all of your empaneled patients 
moves your practice toward data-driven, population-focused delivery of care. Putting 
systematic interventions in place will strengthen the practice’s overall care planning 
and delivery, ultimately lessening gaps in care and reducing unmet needs.   


CPC practices used a mix of systematic, population health interventions to improve 
proactive management of preventive and chronic care. These included embedding 
evidence-based protocols for care, registries or the registry functionality of the EHR, 
reminders and patient education/outreach.  


Along with health IT tools, CPC practices looked at their daily work streams — 
including pre-visit planning and care management — to identify effective tactics that 
would translate across the practice’s entire patient population and not just for those 
patients at highest risk. Those tactics, such as routine medication reconciliation, 
helped CPC practices to better manage all of their patients’ overall care, rather than 
simply continually reacting to patients’ acute needs. CPC practices noted that patient 
satisfaction increased once proactive management was underway with patients 
participating more in their care.  


 


Change tactics CPC practices have used: 
• Include preventive care and screening measures based on age, gender, 


health status and risk appraisal for each patient 
• 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 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 
• Perform routine medication reconciliation 
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Change Concept: Proactively manage chronic and preventive care for empaneled patients 


  
Change Tactic: Include preventive care and screening measures based on age, gender,  
health status and risk appraisal for each patient 


Unlike reactive medicine, which addresses the symptoms after a disease has begun, proactively including preventive and screening 
measures provides the opportunity for maximizing prevention and treating issues early. This can only happen if a practice actively 
identifies and gathers such information for each patient. Practices should include measures to screen for diseases, assess risk of 
future medical problems and update vaccinations if necessary.  


Essential components 
• Measures included reflect quality metrics and specific population needs. 
• Baseline measurement information gathered for each new patient. Develop workflows to capture this information and 


enter it into a discrete field within the EHR and/or registry. 
• Measures captured in a reportable EHR/database for future tracking. 
• Preventive care and screening recommendations included in the plan of care. 


Considerations for your practice 
• Determine measures that will help guide care and are consistent with payer requirements (electronic Clinical Quality 


Measures (eCQMs), HEDIS, meaningful use, etc.). 
• For a well-rounded data set, capture and monitor measures for the individual, the entire panel and the entire practice.  
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CPC resources related  
to care protocols 


CPC On Demand Video: Proactive 
Management of Chronic Conditions to 
Improve Outcomes and Empower Patients 
(2017). An Oklahoma CPC practice discusses 
using COPD rescue packs as part of a team-
based approach to delivery of chronic 
disease management for an at-risk 
population.  
https://www.youtube.com/watch?v=TTcFa
W0edKg&index=14&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Online (external) resources 
related to guidelines 


Variety of protocols that support 
comprehensive primary care: 
 
AHRQ National Guidelines Clearinghouse. 
https://www.guideline.gov/  
 


Change Tactic: Use condition-specific pathways  
for care of chronic conditions with evidence-based protocols 


Standardized pathways based on evidence-based guidelines can maximize 
efficiency as well as efficacy for common chronic conditions and preventive care. 
They can serve as templates or standing orders for developing actions for team-
based care in support of chronic condition management. Practices need to 
identify care pathways for conditions and work on the development, deployment 
and fine-tuning of standing orders in support of those pathways. 


Essential components 
• Routinely use standardized pathways based or evidence-based 


guidelines for high frequency conditions and preventive care.  
• Adopt evidence-based guidelines that exist for a wide variety of conditions and types of care in individual practice sites. 
• Establish workflows to support clinical guidelines and protocols. 
• Define associated roles and responsibilities for each team member. 
• Train team members thoroughly to meet competencies for pathways 


and workflows. 


Considerations for your practice 
• Leverage the entire team for workflow efficiency. Team members 


working at the top of their credentials and abilities will aid efficiency 
and effectiveness. 


• When developing workflows and protocols, try using small tests of 
change to find what works best before full implementation. 


  



https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.guideline.gov/
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Change Tactic: Use panel support tools (registry functionality)  
to identify services due 


Mining data from EHRs or registries with incorporated protocols was crucial for 
CPC practices to proactively identify the chronic care needs for chronically ill 
patients and the preventive services due for all patients. Practices did this on an 
individual patient basis (at pre-visit planning or during an unplanned visit) and on 
a population basis.  


Essential components 
• Registry or action list function for tracking.  
• Reports that identify overdue items (for example, mammograms or 


colonoscopies that are beyond the recommended schedule). 
• Alert mechanism in EHR when items are due. 
• Reports that monitor progress on sub populations (e.g., patients with diabetes at high risk for complications). 


Considerations for your practice 
• Not all EHRs come with these functionalities. Some have the option to add modules. Others may interface with an external, 


additional resource. 
• Whenever possible, have the reports create an alert for individual patients who need services. This will assist with chart 


scrubs during pre-visit planning. 


  


 


Online (external) 
resources related to HIT 


Clinical Decision Support: Using Technology 
to Identify Patients’ Unmet Needs (2012). 
Describes the use of technology to identify 
gaps in care for the patient population. 
http://www.aafp.org/fpm/2012/0300/p22.ht
ml  
 



http://www.aafp.org/fpm/2012/0300/p22.html

http://www.aafp.org/fpm/2012/0300/p22.html
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Change Tactic: Use reminders and outreach 
to alert and educate patients about services due  


CPC practices used registries and reports to identify gaps in care or services that were due. For patients who did not have 
appointments scheduled, CPC practices often reached out to inform patients of their gap or upcoming service and educate the 
patients about these needs. They used letters, phone calls or portal messages. Frequently, CPC practices found that they needed 
multiple modalities. For example, a letter describing a needed preventive screen with information about the benefits would be 
followed by a personal phone call to answer questions and try to assist with scheduling onsite or through a referral.  


Essential components 
• A designated team member to track and perform outreach to patients with items due. 
• A clear protocol for how outreach is completed (e.g., letter, portal or call) and how many times an attempt is made. 
• Educational material that will assist patients with making informed decisions when they are notified they are due or 


overdue to a service. 


Considerations for your practice 
• For services that require a referral to an external partner, it can be easy to miss gaps in care. Develop a care compact with a 


communications agreement with these external partners, especially those who receive a high volume of referrals. For 
additional change concepts and tactics to foster improved relationships with providers in your medical neighborhood, see 
pages 6 – 12 in Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood. 


• Patients care how they receive information such as outreach and reminders. You may want to first survey your population 
to determine the most commonly preferred modality and use this for your first attempt. Keep in mind that preferred 
modalities may vary with patient age and ethnicity. Watch for trends in your surveys. 


• Test reminder messages to see if they increase show-rates for appointments that have been scheduled. If they do, create a 
workflow to implement this for all scheduled appointments. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Proactively manage chronic and preventive care for empaneled patients 


  


 


CPC resources related to 
pharmacist integration 


CPC Practice Spotlight 60: Pharmacist 
Integration Strategy: Working Directly with 
Patients to Improve Medication Adherence 
and Outcomes (2015). Banner Health 
(Colorado) pharmacists engage directly in 
patient care, working closely with patients 
with complex medication regimens. This 
article includes an outline of workloads and 
patient touches as well as suggestions for 
measurement. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=23 


Change Tactic: 
Routine medication reconciliation  


Integrate medication reconciliation as a part of planned care and proactive 
management of all patients. While this tactic supports planned care, it also 
carries over to risk-stratified care management (see Secondary Driver 1.3: Risk-
stratified Care Management). Several change tactics in that section go into 
further detail about routine medication reconciliation and building your practice’s 
capacity to ensure patient needs are met effectively, efficiently and safely.   


This is typically completed when patients experience a transition in care, but it is 
not necessarily part of other types of interactions or appointments. Rather than 
waiting for a problem to arise or a transition in care, practices should periodically 
reconcile patients’ full medication list to catch potential issues. This also creates 
an opportunity for patient engagement and education. These opportunities can 
occur at regular intervals and/or at specific types of appointments. Note that 
reconciliation differs from simply collecting an up-to-date list of the patient’s 
current medications. During the process of medication reconciliation, a 
comparison is completed between all medications the patient has been taking to all medication orders. It should include all OTC and 
homeopathic supplements as well. This action prevents medication errors such as duplications, omissions, dosing errors and drug 
interactions.  


CPC practices found a variety of methods for efficiently blending routine medication reconciliation into their planned care. Some 
practices used EHR registry tools or alerts; others used flags, follow-up call scripts and visual reminders for the care team. In some 
CPC practices, MAs and RNs complete general medication reconciliations with care managers and physicians overseeing the high- or 
rising-risk patient’s medication lists.  


Practices have found that the initial medication reconciliation helps identify changes, issues or questions that may need to be 
brought to the next level or to another team member. For example, the provider, pharmacist or diabetic educator can be looped 
into the conversation when issues arise or to consult as needed. 


Essential components 
• Develop a protocol for routine medication reconciliation. 
• Use EHR or other registry/report tools to regularly assess who is due for routine medication reconciliation. 
• Create workflows for conducting initial medication reconciliation as well as a workflow for involving additional team 


members when necessary. 
• Document completed reconciliation in the EHR as well as any updates to the medication list. 


Considerations for your practice 
• Patients who are high risk or have had a recent transition will likely receive medication reconciliation frequently as part of 


their transitions of care workflow or targeted medication management. If reconciliation has recently been completed, make 
sure you document their care in a way that will keep them off any list or alert system for needing additional reconciliation. 


• If you have access to a pharmacist, have him or her provide support and periodic training for all team members involved in 
routine medication reconciliation. 
  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=23

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=23
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Proactively manage chronic and preventive care for empaneled patients 


  
Measuring Success for Change Concept: 
Proactively manage chronic and preventive care for empaneled patients 
 


These population health strategies align well with many clinical quality metrics. Implementing these strategies should result in 
improvement of eCQMs. For additional information on eCQMs, see Driver 4: Optimal Use of Health IT, “EHR-based Quality 
Reporting” on page 3). 


Process and outcome measures for this work might include the following: 


• Clinical quality measures related to preventive care and screening 
• Clinical quality measures related to chronic conditions 
• Patient satisfaction  







 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.2: Planned Care and Population Health 16 


Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


Implementation tips for  
self-management support 


• Provide education and rationale 
for all clinicians on why and how 
to use SMS and develop a plan 
of care. 


• Train all clinicians in 
Motivational Interviewing. 


• Build tools into clinical 
workflows. 


• Create needed plan of care 
template in EHR. 


• Build self-management 
competencies into job 
descriptions and onboarding of 
new employees. 


• Complete regular competency 
evaluation for sustainability.  


 


Change Concept:  
Integrate culturally competent  
self-management  


Self-management support (SMS) is “the systemic provision of education and 
supportive interventions by health care staff to increase patients’ skills and 
confidence in managing their health problems, including regular assessment of 
program and problems, goal setting and problem-solving support.” 2 In short, it is 
how health care providers help people with chronic conditions manage their health 
every day.  


Effective SMS can help and inspire people to learn more about their conditions and 
meaningfully engage in their health care. It can apply to many chronic conditions 
from depression to diabetes. SMS has multiple pieces: 


• Educating patients on understanding their conditions 
• Finding out what motivates patients to act willingly on their own behalf 


(motivational interviewing) 
• Teaching patients skills and tools to manage their personal health and 


wellness (Teach-back) 
• Assisting patients in managing chronic conditions 


SMS accepts that the majority of a patient’s life and health exists outside of the 
medical practice and supports patients in identifying goals, knowledge and tools to 
engage in healthy self-care. A combination of evidence-based strategies, family and 
patient engagement, and integration with peer and community resources can work 
together to create the environment necessary for successfully incorporating SMS into 
patients’ care and daily lives. Ongoing use of the self-management approach ensures the best opportunity to adopt healthy 
behaviors over time. 


 


Change tactics CPC practices have used:  
• Incorporate evidence-based techniques to promote self-management into usual care 
• Engage patients, family and caregivers in developing a plan of care and prioritizing their goals for action, documented in the 


EHR 
• Use tools to assist patients in assessing their need for support for self-management (e.g., the Patient Activation Measure or 


How’s Your Health) 
• Provide ongoing self-management support through group visits in the clinic, group programs in the community and peer-led 


support 
• Provide self-management materials at an appropriate literacy level and in an appropriate language 


  


                                                                 
2Institute of Medicine. Priority areas for national action: transforming health care quality. Washington, DC: National Academies 
Press, 2003. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


 


Online (external) resources for 
engaging patients in care 


Motivational Interviewing 
The Ineffective Physician: Non-
Motivational Approach (2009). 
https://www.youtube.com/watch?v=80X
yNE89eCs 
 
The Effective Physician: Motivational 
Interviewing Demonstration (2009). 
https://www.youtube.com/watch?v=URi
KA7CKtfc 


Teach-back 
Always Use Teach-back! Training Toolkit. 
Provides guidance in using this technique 
to confirm patient understanding. This 
toolkit will also provide resources to use 
as you learn the Teach-back method. 
http://www.teachbacktraining.org/  


Self-Management Toolkit 
Partnering in Self-Management Support: 
A Tool-kit for Clinicians (2012). 
http://www.improvingchroniccare.org/d
ownloads/selfmanagement_support_tool
kit_for_clinicians_2012_update.pdf 


Change Tactic: Evidence-based techniques  
for self-management 


Below are the evidence-based principles associated with improved patient self-
management and/or health outcomes3:  


• Brief targeted assessment 
• Evidence-based information to guide shared decision making 
• Use of a nonjudgmental approach 
• Collaborative priority and goal setting   
• Collaborative problem solving 
• Self-management support by diverse providers both professionals and 


trained laypersons 
• Self-management interventions delivered by diverse formats 
• Patient self-efficacy 
• Active follow-up 
• Guideline-based case management for selected patients 
• Linkages to evidence-based community programs 
• Multifaceted interventions 


Most medical office staff has limited training in patient activation, goal setting or 
motivational techniques, as these are not included in traditional preparation for 
medical personnel. By developing these skillsets within the office, practices can 
provide patients with greater support in self-management, which is believed will 
have a long-term effect on utilization patterns.  


Motivational interviewing is a technique specifically designed to gain understanding 
from the patient’s perspective, find out underlying motivation, develop goals, create 
a plan and determine level of follow-up. By developing these skillsets within the 
office, practices can provide patients with greater support in self-management, 
which is shown to improve self-responsibility and behavior change resulting in 
improved overall health. 


The Teach-back Method is a communication confirmation method used by health care providers to confirm whether a patient (or 
caregivers) understands what is being explained to them. If a patient understands, they are able to "teach-back" the information 
accurately. This is a communication method intended to improve health literacy.  


  


                                                                 
3 Twelve Evidence-Based Principles for Implementing Self-Management Support in Primary Care. December 2010 Volume 36 
Number 12. Malcolm Battersby, PhD, MBBS, FRANZCP, FAChAM; Michael Von Korff, PhD; Judith Schaefer, MPH; Connie Davis, MN, 
ARNP; Evette Ludman, PhD; Sarah M. Greene, MPH; Melissa Parkerton, MA, ABS; Edward H. Wagner, MD, MPH, FACP. 



https://www.youtube.com/watch?v=80XyNE89eCs

https://www.youtube.com/watch?v=80XyNE89eCs

https://www.youtube.com/watch?v=URiKA7CKtfc

https://www.youtube.com/watch?v=URiKA7CKtfc

http://www.teachbacktraining.org/

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


 


CPC resources related  
to Teach-back 


CPC Spotlight 33: Check for Literacy When 
Evaluating Patient Self-Management Skills 
(2014). Warren Clinics in Jenks, Okla., found 
Teach-back to be a valuable tool to use with a 
patient with limited literacy. 
https://innovation.cms.gov/Files/x/cpcipsl1.p
df#page=56 


CPC Spotlight 43: Beyond Patient Education: 
Self-management Support (2015). In this 
Spotlight article, Hunterdon Family Practice 
and Obstetrics from Flemington, N.J., 
describes its observation of changes in 
process measures (patient goals, community 
resources accessed and number of follow-up 
phone calls tracked in the EHR) as well as 
outcome measures (e.g., CQMs, PHQ scores). 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=8 


 


 


Essential components 
• Routinely provide Motivational Interviewing and Teach-back training to 


all team members in the practice. Train all team members who have 
any patient contact, not just those providing direct patient care. 


• Provide regular practice and feedback to develop and refine clinicians’ 
and other team members’ skills. Role-play with team members is one 
suggested means of accomplishing this. 


• Make tools and resources available to assist with conversations. 
• Any actionable items as well as follow-up items are documented in the 


EHR and available for view by entire team. 
• Measure and track patient activation and patient satisfaction. 


 
Considerations for your practice 


• External trainings and resources are widely available. Practices do not 
need to create their own. 


• Add competencies to job evaluation checklists. 
• Single training sessions are not adequate for developing these skills. 


Teams need practice, tools and continuing education. 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=8

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=8
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


 


CPC resources related to self-
management support and 
patient engagement 


CPC On Demand Video: Proactive 
Management of Chronic Conditions to 
Improve Outcomes and Empower Patients 
(2017). A CPC practice discusses using COPD 
rescue packs as part of a team-based 
approach to delivery of chronic disease 
management for an at-risk population. 
https://www.youtube.com/watch?v=TTcFa
W0edKg&index=14&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 76: Strategies for 
Meeting Patients ‘Where They Are’ and 
Making Self-management Support Work in 
a Busy Primary Care Practice (2016). This 
Ohio practice integrates self-management 
support into how they engage patients. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=36 


CPC On Demand Video: Self-management 
Support for Patients with Chronic 
Conditions (2017). A practice shares how it 
established effective goal setting for patients 
with chronic conditions. 
https://www.youtube.com/watch?v=aEwPg-
unkhY&index=12&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Engage patients, family and caregivers in developing  
a plan of care and prioritizing their goals for action, documented in the EHR 


Patients’ engagement in their own care is vital for a practice to positively affect 
the health of its patients. While patient activation and education are crucial to 
successful self-management, patients frequently struggle when facing 
complicated clinical directives.  


Within CPC, practices flipped the traditional nursing care plan and developed a 
“Patient Plan of Care” that was co-created with the patient. Together, the team 
and the patient identified realistic, measurable goals and strategies to guide the 
patient, the patient’s family and health care professionals in ongoing care. While 
the plan of care defined treatment, interventions, expectations, as well as 
coordinated care, its larger function was to partner with patients for improved 
quality of life and overall health outcomes. 


While developed with the patient, the Plan of Care belongs and should be given 
to patients. A copy should be housed in the EHR for easy reference by the care 
team.  


Essential components 
• The patient and team work together to create prioritized, realistic goals 


with simple, measurable steps to meet that goal.  
• Identify barriers to success, and collaborate with the patient to design 


solutions for those barriers. 
• Include family members and caregivers when appropriate to ensure they 


understand the patient’s condition and know how to support the 
adoption of new behaviors at home. 


• Include schedules for preventive and chronic care, a medication list and 
end-of-life planning.  


• Ensure the documented plan is viewable to the entire team. Identify an 
area in the EHR for the plan of care that is easily accessible to all team 
members and can be updated during each interaction. 


• Provide printable summaries for the patient to take home. 
• Make sure that any specialists caring for the patient receive a copy of 


the plan of care. 
• Decide who on the team is responsible for development, tracking and 


updating the plan. 
 
Considerations for your practice 


• Assess your patients’ activation and/or readiness for a plan of care. If 
they show resistance, seek to understand why. Go slow and start small. 


• When acuity is high or capacity is diminished, engage family members in 
the development process or consider a “crisis plan of care” that may be 
more team directed. 


• Determine if another member of the team (like the RN or BH specialist) might be better suited to complete the care plan 
with the patient and caregivers. 


 


Online (external) resources 
for engaging patients in care 


Brief Action Planning, The Centre for 
Collaboration Motivation and Innovation. 
This support technique is a structured 
method of working with patients to create a 
concrete action plan for the area of their 
health they choose to focus on.  
http://www.centrecmi.ca/learn/brief-action-
planning/ 



https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=36

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=36

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

http://www.centrecmi.ca/learn/brief-action-planning/

http://www.centrecmi.ca/learn/brief-action-planning/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


 


CPC resources related  
to patient involvement in 
plan of care 


CPC Spotlight 50: A Simple Ask: How One 
Request Can Quickly Engage and Activate 
Patients (2015). This New Jersey medical 
group engages patients in their exercise and 
food tracking activities as a means of self-
management support. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=14 


Change Tactic: Use tools to assist patients in assessing their need for support for self-management  
(e.g., the Patient Activation Measure or How’s Your Health) 


As discussed in a previous change tactic (see “Engage patients, family and 
caregivers in developing a plan of care and prioritizing their goals for action, 
documented in the EHR,” on page 19), patients are a practice’s partner in self-
management support. However, if they are not activated to engage to make the 
necessary changes and follow the shared plan of care, their self-management will 
ultimately be ineffective.  


CPC practices have found two tools helpful in determining the level of patient 
activation. The first is the Patient Activation Measure (PAM), which any team 
member can quickly give to a patient. The PAM tool identifies the patient’s level 
of activation, which can then guide the practice team in the planning of care with 
the patient. Note: This tool is a commercial product with a licensing fee 
associated with its usage (see link in inset). How’s Your Health (see link in inset) 
is another assessment that can be completed by the patient him/herself. It 
measures level of confidence in managing a chronic condition and provides 
guidance in building a plan that improves confidence.  


Essential components 
• Use validated tools to conduct an assessment of patient activation. 
• Provide a purpose and rationale to the patient. 
• Review results with the patient. 
• Incorporate the results into ongoing follow up. 


 


Considerations for your practice 
• Some practices provide kiosks or tablets to patients to complete tools 


while they wait in the lobby or in the room. 
• Identify timeframes for when this should be completed. Examples 


include before yearly physical, before enrolling in a care management or 
health coaching support program, or before every appointment. 


• Create a plan for how and where to document the activation measure in 
the EHR. 


  


 


Online (external) resources for 
self-management support 


Patient Activation Measure 
The Patient Activation Measure Survey, 
http://www.insigniahealth.com/products/pa
m-survey  


Patient Activation Measure Tool Helps 
Patients Avoid Hospital Readmissions 
(2014).  
http://www.the-
hospitalist.org/hospitalist/article/126322/pa
tient-activation-measure-tool-helps-patients-
avoid-hospital 


How’s Your Health 
How’s Your Health Self-Assessment, 
https://www.howsyourhealth.org/ 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=14

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=14

http://www.insigniahealth.com/products/pam-survey

http://www.insigniahealth.com/products/pam-survey

https://www.howsyourhealth.org/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  


 


CPC resources related  
to self-management 
support 


CPC On Demand Video: Self-management 
Support for Patients with Chronic 
Conditions (2017). A practice shares how it 
established effective goal setting for patients 
with chronic conditions. 
https://www.youtube.com/watch?v=aEwPg-
unkhY&index=12&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Change Tactic: Provide ongoing self-management support through group visits  
in the clinic, group programs in the community and peer-led support 


Self-management of chronic conditions involves daily decisions and behaviors in 
a patient’s home and everyday life environments. They require knowledge and 
skill, but they also require ongoing support from a care team and community 
resources. Several options are available to provide such support including group 
office visits, SMS classes in the community and peer-led groups. Peer-to-peer 
sharing helps bring to mind specific questions, challenges or solutions that may 
not have arisen during a solo appointment. It offers peer support and social 
interaction that increases a patient’s comfort in discussing the topic. In peer-led 
support groups or group educational classes, patients can hear and share real life 
examples that have been working, or not working, for others. Another variation 
includes patients, caregivers and family members learning skills together. For 
chronic conditions such as diabetes, depression, hypertension and COPD, it is 
particularly beneficial because patients realize that others have successfully 
learned to manage the condition.  


Essential components 
• Identify community-based educational and/or support systems in the local area that use lay persons or peer-led 


methodology to provide SMS support. 
• Develop formal and informal practice relationships to streamline appropriate referrals and information. 
• Share resource information with patients through handouts, event boards, newsletters or even an informal “prescription.” 


Provide times, dates, location and applicable websites. 
• Follow-up with patients attending groups to further support new skills. 
• Include groups into the plan of care or other patient tools for SMS. 


Considerations for your practice 
• For an in-office group, determine which chronic conditions to address by 


looking at top diagnoses for your patient population and the frequency 
of occurrence. 


• For in-office groups, measure the effectiveness of group visits by 
tracking changes in relevant clinical quality measures, patient 
engagement and patient satisfaction. 


• Seek community partners that offer services that support primary 
factors in the management of chronic conditions (access to healthy 
food, exercise classes financial support, etc.) 


• Staff from community organizations or hospitals, in addition to 
patient/peer educators, may frequently co-lead groups.  


• As the patient to provide a copy of educational materials they receive so 
that you can incorporate suggestions into plans of care. Finding alignment with other resources helps reinforce good ideas 
rather than causing confusion. 


• Determine if some groups may be available on-line for those who are not interested in traveling or meeting in person.  


 


Online (external) resources 
for self-management support 


Chronic Disease Self-Management Program,  
Stanford Medicine. This is an example of a 
peer lead, evidence-based support resource. 
State and local program locations are 
provided. 
 
https://www.ncoa.org/healthy-
aging/chronic-disease/chronic-disease-self-
management-program/ 


http://patienteducation.stanford.edu/progra
ms/cdsmp.html 


 


 



https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-program/

https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-program/

https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-program/

http://patienteducation.stanford.edu/programs/cdsmp.html

http://patienteducation.stanford.edu/programs/cdsmp.html
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Change Concept: Integrate culturally competent self-management 


  


 


CPC resources related to 
culturally appropriate SMS 


 


CPC On Demand: Self-management Support 
for Vulnerable Patient Populations (2017). 
How to reach the vulnerable patients in your 
population (economically disadvantaged, 
racial and ethnic minorities, low-income 
children, HIV+) and provide them with self-
management support. 
https://www.youtube.com/watch?v=m2f0bJ
AruWo&index=19&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Spotlight 33: Health Literacy (2014).  
An observant care manager realized her 
patient with diabetes was functionally 
illiterate. Learn more about how to 
effectively interact with patients about self-
management when they have barriers to 
learning. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=56 


 


Online (external) 
resources for health literacy 


Health Literacy Universal  
Precautions Toolkit 
http://www.ahrq.gov/professionals/quality-
patient-safety/quality-
resources/tools/literacy-toolkit/index.html 


Health Literacy Measurement Tools 
http://www.ahrq.gov/professionals/quality-
patient-safety/quality-
resources/tools/literacy/index.html 


Culture and Health Literacy 
http://www.cdc.gov/healthliteracy/culture.h
tml 


Change Tactic: Provide self-management materials  
at an appropriate literacy level and in an appropriate language 


Effective SMS hinges heavily on patient engagement and a frequent barrier to 
their participation is not being able to understand the educational materials 
provided to them. Further, patients are frequently reluctant to admit they 
struggle with written documents. 


CPC practices found several strategies to ensure their SMS materials were 
appropriate, usable and valuable to patients. Practices used tested and approved 
materials from other large health organizations and community partners. 
Practices also turned to online videos in lieu of written materials to help patients 
learn and engage with self-management.  


As your practice develops SMS, assessing your patient population’s literacy, 
health literacy and written language skills should guide your library of materials 
and documents. Do not assume that because a patient communicates easily 
verbally in a language that they are equally comfortable with the written word in 
that language. Incorporate brief, validated assessments into patient paperwork. 
There are also strategies for increasing the appropriateness of materials for all 
patients, including providing materials in everyone’s primary language, using 
materials that have been tested and approved for low literacy levels and use of 
visuals. Online resources for incorporating these strategies are in the external 
resources box on this page (see green inset). 


Essential components 
• Incorporate tools to assess patients’ literacy levels, preferred language 


and preferred teaching modality. 
• Written materials should be tested for literacy level, and your practice 


should use or create materials that are appropriate for patients with 
low literacy levels. 


• Use additional modalities such as visual aids. For example, props, 
photos or illustrations can easily illustrate healthy serving sizes.   


• Ensure your materials are culturally appropriate, with examples that are 
applicable to patients’ culture and preferences. 


Considerations for your practice 
• Assess materials from external sources for appropriate literacy levels 


before sharing with patients and families.  
• Evaluate all materials created by a practice to send home with a patient, 


including plan of care, action plans, medication instructions and patient 
education. These materials should be provided in a low literacy level, 
using a preferred language and visual aids. 


• Ask patients for feedback on materials. This would be a great project to bring to a patient and family advisory council. 


  



https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html

http://www.cdc.gov/healthliteracy/culture.html

http://www.cdc.gov/healthliteracy/culture.html
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.2: Planned Care and Population Health 


Change Concept: Integrate culturally competent self-management 


  
Measuring Success for Change Concept:  
Integrate culturally competent self-management  
 


Successful promotion of self-management support requires several steps or strategies that should work together to produce change 
or results over time. Ultimately, the use of these strategies should affect large and important goals, such as improved patient 
satisfaction and utilization measures. However, most of these outcomes require long periods to change. Further, other interventions 
or the changes the practice made will affect these outcomes. Therefore, include short-term and interim measurements to assess 
how the work is progressing.  


Quality metrics related to targeted conditions can give meaningful insight into how supporting patient self-management affects 
outcomes. To assess whether you are making progress with this concept and whether these efforts are making an improvement, you 
must evaluate a combination of short-term process measures and interim clinical measures in addition to the long-term outcomes.  
 
Process measures for this work can include the following:  


• Number of team members who have received Motivational Interviewing training 
• Number of patients receiving health coaching 
• Number of patients receiving training or skills for self-management  
• Change in patient activation scores 
• Percentage of patients with a personalized goal documented for at least one condition 
• Change in patient confidence in the management of their condition(s) 
• Percent of patients with plan of care documented in the EHR 


Interim or clinical measures can include the following: 
• Percent of patients meeting health goals 
• Change in clinical quality measures (e.g., A1c or blood pressure) related to targeted chronic conditions 
• Patient satisfaction with care experience 







 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.2: Planned Care and Population Health Resources 24 


Resources 


 
Resources for Secondary Driver 1.2: Planned Care and Population Health 
AHRQ National Guidelines Clearinghouse. https://www.guideline.gov/    


Always Use Teach-back! Training Toolkit. http://www.teachbacktraining.org/   


AMA STEPSforward (2016). https://www.stepsforward.org/modules/pre-visit-planning  


Brief Action Planning – The Centre for Collaboration Motivation and Innovation. This support technique is a structured method of 
working with patients to create a concrete action plan for their health. http://www.centrecmi.ca/learn/brief-action-planning/  


Chronic Disease Self-Management Program, Stanford Medicine. This is an example of a peer-led, evidence-based support resource. 
There is also be state and local references. https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-
program/ and http://patienteducation.stanford.edu/programs/cdsmp.html   


Clinical Decision Support: Using Technology to Identify Patients’ Unmet Needs (2012). 
http://www.aafp.org/fpm/2012/0300/p22.html   


CPC On Demand Video: Integrating Advanced Primary Care Strategies: Behavioral Health and Medication Management (2017). 
On-site behavioral health specialists and a strong focus on medication management benefited the patients at this practice.  
https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Leveraging the Whole Team for Planned Care (2017). This practice demonstrates how team-based care and 
pre-visit planning helped improve their quality measures.  https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2  


CPC On Demand Video: Proactive Management of Chronic Conditions to Improve Outcomes and Empower Patients (2017). A CPC 
practice discusses using COPD rescue packs as part of a team-based approach to delivery of chronic disease management for an at-
risk population.  https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Self-management Support for Patients with Chronic Conditions (2017). A practice shares how they 
established effective goal setting for patients with chronic conditions. https://www.youtube.com/watch?v=aEwPg-
unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand: Self-management Support for Vulnerable Patient Populations (2017). How to reach the vulnerable patients in 
your population (economically disadvantaged, racial and ethnic minorities, low-income children, HIV+) and provide them with self-
management support. https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: Testing New Workflows through Pre-Visit Planning (2017). In this video, a practice describes how they 
established a new system for pre-visit planning. The new system made patients more engaged, and the physicians and staff 
appreciate it. https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10 


CPC On Demand Video: Utilizing Pre-visit Planning Tools and Teamwork (2017). A CPC practice describes the tools and strategies 
staff and providers use to prepare for patient visits. Chart scrubs and QM cards are part of the daily workflow. 
https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 17: Patient-centered Care Management Resonates with Patients with Diabetes, Hypertension and Obesity 
(2014). Clopton Clinic (Ark.) uses the skill of their health coach to improve outcomes for chronically ill patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39 


CPC Practice Spotlight 33: Check for Literacy When Evaluating Patient Self-management Skills (2014). Warren Clinics in Jenks, 
Okla., found teach back to be a valuable tool to use with a patient with limited literacy. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56 


CPC Practice Spotlight 43: Beyond Patient Education: Self-management Support (2015). Hunterdon Family Practice and Obstetrics 
from Flemington, N.J., describes its observation of changes in process measures (patient goals, community resources accessed and 



https://www.guideline.gov/

http://www.teachbacktraining.org/

https://www.stepsforward.org/modules/pre-visit-planning

http://www.centrecmi.ca/learn/brief-action-planning/

https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-program/

https://www.ncoa.org/healthy-aging/chronic-disease/chronic-disease-self-management-program/

http://patienteducation.stanford.edu/programs/cdsmp.html

http://www.aafp.org/fpm/2012/0300/p22.html

https://www.youtube.com/watch?v=6yfH-nSTPJ0&index=16&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

https://www.youtube.com/watch?v=PlDg27RvJQc&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=2

https://www.youtube.com/watch?v=TTcFaW0edKg&index=14&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=m2f0bJAruWo&index=19&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PurmJIhTEM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=10

https://www.youtube.com/watch?v=rUG8QV9Hd90&index=11&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=39

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=56
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Resources 


 
number of follow-up phone calls tracked in the EHR) as well as outcome measures (i.e., CQMs, PHQ scores). 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=8  


CPC Practice Spotlight 50: A Simple Ask: How One Request Can Quickly Engage and Activate Patients (2015). This New Jersey 
medical group engages patients in their exercise and food tracking activities as a means of self-management support. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=14  


CPC Practice Spotlight 60: Pharmacist Integration Strategy: Working Directly with Patients to Improve Medication Adherence and 
Outcomes (2015). Banner Health (Colorado) pharmacists engage directly in patient care, working closely with patients with complex 
medication regimens. This article includes an outline of workloads and patient touches as well as suggestions for measurement. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=23 


CPC Practice Spotlight 76: Strategies for Meeting Patients ‘Where They Are’ and Making Self-management Support Work in a Busy 
Primary Care Practice (2016). Summit Family Physicians in Middletown, Ohio, integrates self-management support into how they 
engage patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=36 


CPC Practice Spotlight 84: Geriatric Care Coordinator Boosts Patient Confidence, Satisfaction (2016). This New Jersey practice 
found it could best serve the needs of its largely elderly population by including a care coordinator specializing in geriatrics on its 
care team. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42 


CPC Practice Spotlight 86: Pre-visit Planning Helps Eliminate Gaps in Patient Care (2016). This Spotlight describes how an Ohio 
practice uses both population health software and chart audits to identify patient care needs, including a brief list of the steps in the 
practice’s visit planning process. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44 


Culture and Health Literacy http://www.cdc.gov/healthliteracy/culture.html  


Health Literacy Measurement Tools http://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy/index.html  


Health Literacy Universal Precautions Toolkit  http://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy-toolkit/index.html  


Healthy Huddles (2013). https://cepc.ucsf.edu/healthy-huddles   


How’s Your Health https://www.howsyourhealth.org/   


Motivational Interviewing videos: 
a. The Ineffective Physician: Non-Motivational Approach (2009). https://www.youtube.com/watch?v=80XyNE89eCs  
b. The Effective Physician: Motivational Interviewing Demonstration (2009). https://www.youtube.com/watch?v=URiKA7CKtfc   


An Organized Approach to Chronic Disease Care (2011). This article discusses the development of organized, team-based care with 
the use of registries and other tools to improving the care of chronically ill patients.  http://www.aafp.org/fpm/2011/0500/p27.html  


Partnering in Self-Management Support: A Tool-kit for Clinicians (2012). 
http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf  


The Patient Activation Measure Survey http://www.insigniahealth.com/products/pam-survey  


Patient Activation Measure Tool Helps Patients Avoid Hospital Readmissions (2014). http://www.the-
hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital  


The Primary Care Team Guide – Improving Primary Care: A guide to better care through teamwork (2016). Improving Primary Care. 
http://www.improvingprimarycare.org/  
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https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

http://www.cdc.gov/healthliteracy/culture.html

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy/index.html
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https://www.youtube.com/watch?v=80XyNE89eCs

https://www.youtube.com/watch?v=URiKA7CKtfc

http://www.aafp.org/fpm/2011/0500/p27.html

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.insigniahealth.com/products/pam-survey

http://www.the-hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital

http://www.the-hospitalist.org/hospitalist/article/126322/patient-activation-measure-tool-helps-patients-avoid-hospital

http://www.improvingprimarycare.org/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


 


Risk Stratification and Care Management 


 Risk Stratification is a process that uses established criteria to evaluate each empaneled patient to an assign risk 
level based on his or her current health. This process often requires the use of data from registries and payers as 
well as provider evaluation. Using established protocols and based on this information, care teams assigned 
patients to a risk level.  


 Care Management includes coordination, oversight and education activities conducted by health care 
professionals to help patients with chronic diseases and health conditions such as diabetes, high blood pressure, 
chronic pain and depression to live with it successfully. The work involves motivating and supporting patients to 
develop skills to enhance their quality of life. Care management can be longitudinal (ongoing, relationship-based 
for patients of high or rising risk) or episodic (short-term, goal-directed for patients not otherwise identified as 
high risk).  


 


Chapter opening 


Secondary Driver 1.3:  
Risk-stratified Care Management  


Risk stratification is a critical starting point of effective population health. It 
provides a powerful framework for strategically allocating practice resources 
toward patients who need them most. Risk-stratified care management allows 
practices to assess the needs of the entire empaneled patient population, stratify 
that patient population into risk levels, then proactively develop, and match 
resources to meet those needs.  


 


 


The phases of the work in CPC 
• Before CPC practices began risk stratification, they empaneled their patients (see Driver 1: Comprehensive Primary Care 


Functions, “Change Concept: Empanel all patients to a care team or provider” on page 4). 
• Once empanelment was complete, practices identified a risk-stratification methodology appropriate for their patient 


populations.  
• Once practices stratified the patient population into levels, they documented it in the practice EHR. 
• Over time, practices honed their risk-stratification methods, using multiple sources of data to refine the process. 
• With an initial focus on patients at the highest level of risk, practices developed their care management strategies. They 


continually fine-tuned these processes to meet the patients’ needs. 
• Practices initially integrated at least one advanced primary care strategy for patients in the highest risk cohorts: integrated 


behavioral health, medication management or self-management support. As their expertise with these strategies grew, 
many practices then directed these strategies toward patients experiencing rising risk.  


 


 


Change Concepts for risk- 
stratified care management 


• Assign risk status  
• Longitudinal care management  
• Episodic care management  
• Integrated behavioral health  
• Medication management  
• Self-management support  
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 


Implementation tips  
for assigning risk 


• Identify a risk methodology. 
• Determine how the risk stratification 


affects panel balancing (see 
empanelment). 


• Develop a plan to assign risk to both 
existing and new patients. 


• Test the plan with one team’s patient 
panel and in new patient visits. 


• Assess if the methodology accurately 
stratifies panel and assigns 
appropriate level of risk. 


• Scale across all panels and for all new 
patient visits. 


• Determine how your practice will 
reassess risk levels and rebalance 
panels.  


 


Risk-stratification Tools 
Several different methods are available for stratifying a population by risk: 


• Adjusted Clinical Groups (ACG): Often used to forecast utilization rates, the ACG measures morbidity. Johns Hopkins 
University developed the ACG using populations from commercial managed care plans. Thus, its case-mix risk-
adjustment methods more closely resemble the general patient population rather than those from Medicare. 


• American Academy of Family Physicians (AAFP) methodology: This risk-stratification tool incorporates current health 
status, social determinants and utilization to evaluate patients’ risk in a six-level framework.  


• Charlson Comorbidity Measure: Charlson predicts the one-year mortality for patients based on their diseases and 
comorbid conditions. Conditions and diseases are weighted (1 to 6) based on the risk for dying from each condition. The 
sum score is the patient’s risk for death. 


• Chronic Comorbidity Count (CCC): Using data from the Agency for Healthcare Research and Quality (AHRQ), this tool 
groups selected comorbid conditions into six categories. A patient’s risk score is the sum of scores from those 
categories.  


• Elder Risk Assessment (ERA): An index score is assigned to adults over 60 based on age, gender, marital status, number 
of hospital days over the prior two years, and selected comorbid medical illness. 


• Minnesota Tiering (MN): This tool calculates a patient’s complexity by tallying the number of major chronic condition 
categories the patient has. 


 


Change Concept: Assign and adjust risk status  
for each patient 
 


Having a tool to stratify patients according to risk is essential to the 
management of any population health initiative. Assigning risk status is 
particularly important because comorbidities significantly increase health 
care costs.1 To provide targeted care management, practices must first 
identify a risk level for all patients with a standard methodology. Once the 
practice has assigned a risk level to all patients, care teams can focus their 
attention and resources on those high-risk patients who are most likely to 
benefit from care management. 


Other benefits included the following:  
• Reallocating staff to support higher need panels (supporting 


sustainability of panel without reducing panel size) 
• Designing workflows to have different team members support sub 


populations, optimizing the team 
• The ability to track patients between tiers 
• The ability to produce data to negotiate incentives with payers 


 


 


                                                                 
1 Purdy S (2010). Avoiding Hospital Admissions, What does the research evidence say? London: The King’s Fund 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 


 


CPC resources related  
to risk stratification  


Risk Stratification Implementation Guide 
(2014). This 23-page guide captures how CPC 
practices tested and implemented a range of 
risk-stratification methodologies. Sample 
tools are included. 
https://downloads.cms.gov/files/cmmi/cpci-
combined-
implementationguide.pdf#page=35 


CPC Practice Spotlight 2: SAMA Healthcare 
(2013). SAMA Healthcare describes its risk 
stratification tool in the EHR. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=6 


CPC Practice Spotlight 6: TriHealth (2014). 
Using a standardized process, this practice 
established a four-level care management 
needs assessment as a means to identify 
patient risk level. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=14 


      
      


       
       


   
 


More information is available in the Risk Stratification Implementation Guide. 
CPC practices described their approaches, which varied in complexity, ranging 
from a simple checklist to an elaborate grid with scaled values for risk factors. 
Some of their tools easily integrated into their 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. 


 


Change tactics CPC practices have used: 
• Use a consistent method to assign and adjust global risk status for 


all empaneled patients   
• Monitor the risk-stratification method and refine as necessary to 


improve accuracy of risk status identification 
 


  



https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=35

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=35

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=35

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=14

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=14

https://youtu.be/rOjMOJ0YnHI
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Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 
Change Tactic: Use a consistent method to assign  
and adjust risk status for all empaneled patients  


Using a consistent method to assign and adjust risk status is the first step to planning and implementing a care management 
strategy. To effectively accomplish this, clarify the type of risk being assessed, the targeted patient populations and health outcomes 
desired. This allows the teams to be clear about what they are tracking, the frequency and the goals for the interventions used. 
Reliability of the method and processes will be pivotal in ensuring patients receive the right amount of resources, with the right 
team member at the right time. 
 
Essential components 


• The method aligns with practice resources and population needs. The selected tool allows the care team to stratify each 
patient by using an established set of rules. The tool may have various risk levels, ranging from a three-tier model (low-
medium-high) to one with five or more levels. The key is to implement a tool that enables the practice to stratify patients in 
a way that the practice can appropriately apply its resources. Most importantly, it must be easy to use. 


• Develop a defined workflow. To mine data on the patient population in a way that informs the risk stratification process, 
each patient must be empaneled to a primary care provider or care team in the practice (see Secondary Driver 1.1: Access 
and Continuity, “Empanel all patients to a care team or provider,” page 4). Once the team has its panel of patients, the EHR 
should provide the patient information needed to assign a risk level to each patient. Multiple criteria may be used to assist 
with risk stratification and obtain a patient list, but these are some of the basics:  
o Patient name  
o Age  
o Chronic diseases  
o Medication profile (look for polypharmacy)  
 
After obtaining the initial patient list and data, care teams should add any pertinent considerations based on their 
knowledge of each patient to the patient information section in the EHR. To capture a complete picture of the patient for 
risk stratification, all care team members should contribute their considerations as input. Those considerations could 
include social, emotional and environmental factors as well as family dynamics and cognitive ability. The assigned risk level 
should correspond to the patient’s care management needs. Typically, practices prioritize patients in the highest risk levels 
for care management.  


• Document risk levels. The team should decide where to document patients’ risk levels so the entire team can easily access 
them, including the front office personnel. Risk levels should influence how the practice carries out standard protocols. 
Appointment availability may have a different urgency for a low-risk patient than a high-risk patient. If patients in the high-
risk stratification call with an issue, the provider may ask the care team to rapidly triage the patient. Medication refill is 
another area that may have a different management process for the high-risk patient. When all practice teams can access a 
patient’s risk level, they can make better, timelier decisions regarding the patient’s care. 


• Review and update patient information. Practices must update the information and re-stratify patients when their 
conditions change. For high-risk patients, care managers play a key role in updating patient records and collaborating with 
other team members on assigning risk for that population. Every hospitalization, emergency department visit and every 
instance of patient and practice contact (including care management calls) should result in patients’ risk levels being re-
evaluated. An additional annual risk stratification review of the entire patient population helps practices stay current on 
patients’ care needs.  
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 
Considerations for your practice 


• Choose a risk stratification method that will divide the population into levels that define the required amount of care 
management. 


• Set schedules for reassessment tailored to the patient populations. Providers should reassess seniors approximately on a 
quarterly or semi-annual basis, whereas a yearly assessment is sufficient for younger patients. 


• When transitioning patients between levels of care, consider these factors: psychosocial evaluations, stages of disease 
assessment of functional status and clinical input from the care team. 


• Solicit your teams’ input and feedback to evaluate the risk stratification tool's relevance, reliability and ease of use.  
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 


 


CPC resources related  
to risk stratification  


CPC Practice Spotlight 22: Heeding the 
Signs: Know When It’s Time to Modify Your 
Risk Stratification Methodology (2014). This 
example shows how a practice changed its 
three-tier risk stratification methodology 
after noting some trends that the team 
found troubling. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=44 


Change Tactic: Monitor the risk-stratification method and  
refine as necessary to improve accuracy of risk status identification 


The practice must regularly monitor its risk stratification method for effectiveness. Risk stratification directly affects which patients 
need care management services. Further, it guides all of the practice team members in their actions for patient care. Practices 
should modify their risk-stratification methods to ensure they meet both practice and patient needs.  


Essential components  
• Assess the risk-stratification method. Continually assess the efficacy of 


your chosen risk stratification tool. Your clinical quality and utilization 
data can aid this evaluation, in addition to care management resources.  


• Monitor regularly how patients are stratified, checking for appropriate 
assignments in each risk level. 


• Modify to improve the method’s effectiveness as needed. If your 
practice’s care management resources are strained, or if your practice 
identifies adverse trends in utilization and outcomes data, your risk-
stratification method may need to be further refined.  


Considerations for your practice 
• Engage care managers, providers and other team members when 


evaluating your current method’s effectiveness. Their input about how 
to refine the method will ensure the entire practice team’s needs are considered. 


• Expect to see shifts in patient risk scores as your practice refines its work in other comprehensive primary care capacities, 
such as timely follow-ups to hospitalizations and ED visits, self-management support and active care management for high-
risk patients.   



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=44

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=44
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 
Measuring Success for Change Concept: 
Assign and adjust risk status for each patient 


 
Risk stratification is fundamental to population health and care management. Continually monitoring this data will be key in 
balancing providers’ and/or care teams’ patient panels. That balance is critical to ensuring reasonable management of workloads.  


See below for a sample patient panel. Level 1 is the lowest risk strata; level 5 is the highest. 


 


Displaying the data in this or a similar format can help practices assign and adjust resources as necessary. To monitor how patients 
are moving between levels, run the data monthly. The run chart below illustrates a sample patient panel over a three-month period. 


  


In this example, the practice’s population of lower risk patients (levels 1 and 2) are increasing over time as patients from rising and 
higher risk categories move into lower risk strata. This insight should prompt decisions about shifting patients among providers and 
care teams or adjusting personnel hours as needed to manage level of acuity. Monitoring this data over time will help the practice 
better manage its overall resource and staffing needs. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 
Change Concept: Assign and adjust risk status for each patient 


 
Risk stratifying the patient population allows measurement of how many empaneled patients are risk stratified as well as how many 
are receiving care management. The table below shows how practices can identify the outcome of their risk stratification 
methodology. In this example, the total empaneled, risk stratified patient number is 1,000, and of those how many are receiving 
care management. 


Level of patient risk 
(start with highest risk 
 in first row and list in 


descending order) 
Total number of patients in 


each tier 


Total number of patients in 
each tier under care 


management 
% of patients under care 


management 
5 20 19 95% 
4 32 30 94% 
3 146 4 6% 
2 213 6 3% 
1 589 0 0% 


Total 1,000 59 5.9% 
 


In this example, roughly 6 percent of the total empaneled population receives care management (59 patients receiving care 
management divided by 1,000 total empaneled patients). This data allow the practice to designate appropriate resources for this 
care management. In addition, the data can show the need to refine the practice’s methodology should trends indicate the tool is 
either too sensitive (too many patients in the highest tiers) or not sensitive enough (more in the lowest tiers).  


Other areas to measure include the following: 
• Percentage of patient panel per tier, monitor this regularly to understand and respond to movement between tiers (for 


example, the highest risk level shows a downward trend).  
• Utilization measures (hospitalization, ambulatory care sensitive hospitalizations, re-admissions, emergency department 


(ED) visits and total cost of care) 
• Quality measures for each tier 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide longitudinal care management to patients at high risk for adverse health outcome or harm  


 


 


CPC resources related to 
care management 


Care Management: A Review of CPC 
Practice Approaches (2014). This guide 
provides additional information on care 
management, including CPC practice 
implementation case studies. 
https://downloads.cms.gov/files/cmmi/cpci-
combined-implementationguide.pdf#page=2 


Implementation tips for 
longitudinal care management  
• Based on risk stratification, identify a 


subpopulation that will receive 
longitudinal care management. 


• Review for a high frequency diagnosis 
in the sub population (chronic pain, 
high-risk diabetes, anxiety, etc.). 


• Determine scope and activities of 
longitudinal care management and 
ratios. 


• Determine skill set of team members 
needed to support sub population 
(e.g., BH or RN, etc.). 


• Develop an assessment process and 
transition/plan of care/referral 
process. 


• Develop mechanism to receive same 
day ER and hospitalization alerts. 


• Identify/hire and train a team 
member to deliver the services.  


• Test with five patients and slowly add 
more while adjusting process. 


• Scale and spread to other panels. 


 
 


Change Concept: Provide longitudinal care management to patients  
at high risk for adverse health outcome or harm  
 


Patients with high-risk conditions often struggle with multiple conditions 
including medical, behavioral health and socioeconomic issues. Longitudinal 
care management (ongoing, relationship-based for patients of high or rising 
risk) describes how a specially trained person (often from the nursing or 
social work disciplines) or a multidisciplinary team coordinates closely with 
primary care over time to provide care management for the patient. Patient 
populations and acuity levels will determine the care manager-to-patient 
ratios. A ratio often seen in care management is one care manager per 200 
patients with episodic needs, or one care manager per 50 to 60 highest risk 
patients. 


The basic functions of this approach are as follows: 
1. Performing comprehensive health assessments to identify “root 


causes” that affect overall functioning. In addition to the medical 
evaluation, other factors are assessed, including mental health, 
substance abuse issues and social services needs.  


2. Creating and developing an ongoing plan of care by working closely 
with patients, families and their caregivers. In addition, specialty, 
behavioral health and social service can be included for continuity. 
(See Secondary Driver 1.2: Planned Care and Population Health, 
“Engage patients, family and caregivers in developing a plan of 
care,” page 19.) 


3. Same-day access with flexible communication and follow-up (phone, 
email, etc.) allowing the care manager to quickly respond to changes 
in patients’ conditions, thereby avoiding unnecessary services, 
particularly emergency department visits or hospitalizations. (See 
Secondary Driver 1.1: Access and Continuity, “Same-day or next-
day access,” page 4.) 


  
 
Change tactics CPC practices have used: 
• Use on-site practice-based or shared care managers to proactively 


monitor and coordinate care for the highest risk cohort of patients 
• Use a plan of care as a tool to support patients that are at high risk 


for adverse health outcome or harm 
 


  



https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=2

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=2
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide longitudinal care management to patients at high risk for adverse health outcome or harm  


 
Change Tactic: Use care managers to proactively monitor and coordinate care  
for the highest risk cohort of patients  


A successful care management approach proactively monitors and coordinates care for the highest risk patients. CPC practices have 
implemented effective longitudinal care management in at least two models:  


• Embedded care managers are located onsite and work with one or more care teams. This promotes close coordination and 
communication with the team and provides capacity to respond rapidly to patient needs. 


• Care managers are centrally located but assigned across multiple sites. This simplifies the distribution of care manager 
resources across multiple sites. However, it may diminish response time and make communication and coordination more 
challenging. 
 


Essential components 
• Contact patients regularly. In the beginning, face-to-face contact offers 


opportunities to define goals, plan care, engage in shared decision 
making and build a trusting relationship. As time goes on, many care 
management activities can take place by phone, email or home visits. 
Care managers may also visit patients in skilled nursing facilities or 
hospitals to support transitional care.  


• Timely information on hospital and emergency department 
admissions. Work with hospital partners to ensure same-day 
notifications of emergency department or hospital admissions. This 
coordination allows care managers timely access to discharge plans. This 
also allows the care manager to discuss appropriate use of the ED 
proactively and work with the patient to prevent avoidable visits.  


• Coordinate care transitions and close follow-up. Review daily 
admissions, ED census and specialist visits with relevant parties to 
ensure providers transfer the important, non-clinical information to the 
downstream provider. This allows timely facilitation of care, as well as 
opportunities to educate and monitor patients to ensure the practice 
arranges follow-up care. 


• Link to community resources and social support. Because high-risk patients also frequently have social needs, care 
managers must regularly assess for these needs and access to up-to-date information on community resources such as food 
access, housing, utility assistance and transportation.  


• Coordinate closely between the care manager and provider. When care managers are part of the team or in the same 
room, coordination and communication happen regularly and continue throughout the day. When they are offsite or even 
in another room, dedicated time must be regularly scheduled for a case review meeting (virtually, telephone or in person). 
Email and telephone consults should be ongoing. 


• Support patient self-management support and activation, including medication education. Before educating the patient 
on anything, always demonstrate empathy, listen to the patient and validate the patient’s feelings and concerns. 
Incorporate basic problem-solving strategies and prioritization into every meeting. This will help break down complex 
problems into small, actionable steps. Success with these small steps will build the patient’s confidence in self-
management. 


 


Online (external) resources for 
longitudinal care management 


Improving Care for Complex Patients: The 
Role of the RN Care Manager (2012). An 
internal look at the needs of the practice 
population to guide the decision on the skill 
level of care manager that would best serve 
the patient and the practice. 
http://www.safetynetmedicalhome.org/sites
/default/files/Implementation-Guide-
Supplement-Evidence-Based-Care.pdf  


Chronic Care Management Services (2015). 
https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/ChronicCare
Management.pdf 



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide longitudinal care management to patients at high risk for adverse health outcome or harm  


 


 


CPC resources related  
to longitudinal care 
management  


CPC Practice Spotlight 16: Lower A1c 
Among Patients with Diabetes Through 
Standardized Team Approach (2014). One 
CPC practice in Oklahoma developed a 
standard approach to care management of 
patients with diabetes that demonstrated 
promising results. In taking a proactive 
approach to the care management of this 
population, this practice saw a notable 
improvement on this clinical quality 
measure. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=38 


CPC Practice Spotlight 65: Social Worker 
Contributes to Collaborative, Team-based 
Care Management (2016). An Oklahoma 
practice added a part-time social worker to 
expand its care management expertise. 
Learn how this practice identified the need, 
created the position and recruited a person 
with the right skillset for the team. 
https://innovation.cms.gov/Files/x/cpcipsl2
014-2016.pdf#page=26 
 
CPC Practice Spotlight 72: Small Practice 
Leverages Team-based Care and Care 
Management (2016). Learn about an Ohio 
solo practitioner’s care management 
strategy that led to reduced hospital 
admissions and ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl2
014-2016.pdf#page=30 
 
CPC On Demand Video: Longitudinal and 
Episodic Care Management (2017). This 
video describes how one practice 
differentiates between patients who need 
long term care management and those who 
need shorter term or episodic care 
management during transitions of care. 
https://www.youtube.com/watch?v=99bbA
Zn_0Uo&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3 


• Document activities in the medical record. 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. Billing for chronic care management 
demands timely and detailed documentation. This is particularly 
important for practices billing for chronic care management. 


Considerations for your practice 
• Develop a dashboard with measures such as admission rates, readmission 


rates, ED visit rates, and follow up dates for care managers to track. 
• Schedule regular meetings to build relationships with others providers 


with whom you often share patients. This could include discharge 
planners, SNFs, nurse directors and specialist clinic staff.  


• Use the “SBAR” format (Situation, Background, Assessment, and 
Recommendation) to keep case review sessions focused and on track. 


• Provide support for your personnel when burnout and compassion 
fatigue appear. 


• Implement a weekly huddle to discuss evolving internal processes. Gather 
feedback on what is going well and what is not going well in the early 
implementation stages.  


• Train teams on effective facilitation and communication skills. 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=38

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=38

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=26

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=26

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf%23page=30

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf%23page=30

https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3

https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3

https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide longitudinal care management to patients at high risk for adverse health outcome or harm  


 


 


CPC resources related to 
longitudinal care management  


CPC Practice Spotlight 49: Patient-Centered 
Care Plan Curbs Patient’s Hospital Use, 
Savings to Top $150,000 (2015). An example 
of use of the plan of care to improve the 
patient’s overall health, reduce expenditures 
and emergency department utilization. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=13 


CPC On Demand Video: Patient-centered 
Plan of Care (2017). A practice describes 
their tactics for care management and risk 
stratification, which helped them reach their 
goals. 
https://www.youtube.com/watch?v=LK2ILb9
SgQs&index=20&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Change Tactic: Use a plan of care as a tool to support patients who are at 
high risk for adverse health outcome or harm 


Creating care plans that are tailored to an at-risk patient’s particular needs has 
shown a significant decrease on overall health care cost and improved health 
outcomes.2 A plan of care supports coordination, contingency planning for 
excerbations of illness and treatment barriers, promotes preventive care and 
ensures the delivery of more timely care. It can prevent unnecessary ED visits and 
admissions for patients who are most at risk. It essentially ensures that everyone 
who works with the patient, including family members and caregivers, is clear 
about the conditions being treated, how they will be treated, when they are being 
treated and by whom. Additional discussion regarding the plan of care is found in 
Secondary Driver 1.2: Planned Care and Population Health, “Engage patients, 
family and caregivers in developing a plan of care,” page 19.) 


Essential components  
• A care manager or care management team engages high-risk patients. 


This team often includes nurses, behavioral health clinicians, physicians, 
physician assistants, care managers and others who work with the 
patient to create a plan customized for the individual’s goals. The plan 
could include more frequent clinic visits or increased contact with a 
consistent team. 


• Document the care plan in the practice EHR. Flag the plan prominently to 
ensure it is visible to all team members. 


• Ensure the patient receives needed follow-up care by having the care 
team facilitate referrals to specialists. 


Considerations for your practice 
• Understand that high-risk patients are also frequently high users of ED 


and hospital services. Build partnerships with local hospitals and develop 
a mechanism to share access to a plan of care that ensures continuity 
and consistency while reducing redundency in tests, labs and services. 


• Be aware that when family members, caregivers and multiple providers 
are involved in providing care, it may be useful to have a “care 
conference.” This meeting’s purpose is to engage everyone in 
developing and implementing the plan of care. This also allows for clear 
communication (for example, direct contact to a care manager or 
caregiver) and to put contingency plans in place. 


• Know that theraputic interventions may vary widely and may involve a 
variety of actions from behavioral health in-patient treatment to in 
home care. 


                                                                 
2 Individual care plans can reduce hospital admission rate for patients who frequently attend the emergency department; 
Emergency Medicine Journal June 1, 2010, Vol. 28, Issue 8 


Case management of patients who frequently present to a Scottish emergency department; Emergency Medicine Journal 2009, Vol. 
26, Issue 2 


 


Online (external) resources for 
longitudinal care management 


Care Management: Implications for Medical 
Practice, Health Policy, and Health Services 
Research (2015). 
http://www.ahrq.gov/professionals/preventi
on-chronic-
care/improve/coordination/caremanagemen
t/index.html 


 


Online (external) resources: 
provider story 


FP Credits CPC Initiative With Practice 
Turnaround, AAFP (2016). An Ohio family 
practice physician describes how having a 
care manager in his CPC practice improved 
care for his patients. 
http://www.aafp.org/news/macra-
ready/20161116cpcplus.html  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=13

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=13

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html

http://www.aafp.org/news/macra-ready/20161116cpcplus.html

http://www.aafp.org/news/macra-ready/20161116cpcplus.html
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Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide longitudinal care management to patients at high risk for adverse health outcome or harm  


 


 


CPC resources related  
to longitudinal care 
management  


CPC On Demand Video: Targeted Care 
Management (2017). Features DTC Family 
Health and Walk-in (Colorado) sharing data 
to show the how care management 
improved care for high-risk patients. 
https://www.youtube.com/watch?v=wtIvL
QOez-g&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7 


Measuring Success for Change Concept: Provide longitudinal care management  
to patients at high risk for adverse health outcome or harm  
 


Process measures 
• Number of patients in each risk tier who are under care management 


o Movement between tiers 
o Level of resource needed for each tier 
o Ratio between number of case managers and patients 


• Percentage of patients in high-risk tiers with care plans 
• Length of time patient receives longitudinal care management 
• Track specified timeframe for follow-up (example: call within 3 days of 


discharge) 
• Other quality measures 


 
Outcome measures 


• Track ED, admissions and readmissions 
• Track total cost of care 
• Track patient satisfaction 


 


 



https://www.youtube.com/watch?v=wtIvLQOez-g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7

https://www.youtube.com/watch?v=wtIvLQOez-g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7

https://www.youtube.com/watch?v=wtIvLQOez-g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide episodic care management, including management across transitions and referrals 


 


 


Implementation tips for episodic 
care management  
• Review transition of care and 


prevalence of chronic disease data 
from the last year. 


• Determine probable staff ratio. 
• Determine if reorganizing the 


existing staff will accomplish the 
work or if new staff need to be hired. 


• Develop assessment process and 
transition/plan of care/referral 
process. 


• Develop mechanism to receive same 
day ER and hospitalization alerts. 


• Identify/hire and train a team 
member to deliver the services.  


• Test with five patients and slowly 
add while adjusting process.  


• Scale and spread across the practice. 
 


Change Concept:  
Provide episodic care management, including management  
across transitions and referrals  


 
Unlike the select group of high-risk patients who need more intensive, 
longitudinal (ongoing) care management, other patients may benefit at times 
from targeted, episodic care management (short-term, goal-directed for 
patients not otherwise identified as high risk). This group of patients includes 
individuals who are otherwise clinically stable but experiencing a transition 
of care setting, receive a new major diagnosis or experiencing a short-term 
exacerbation of a chronic condition. 


Episodic care management includes coordination, transitions of care, support 
to manage symptoms and reconciliation of patients’ medications. Below are 
examples of the several ways to identify patients for episodic care 
management: 


• Recent or frequent hospital admissions or ED visits  
• Provider diagnoses patient with a new major illness or exacerbation 


of a chronic condition  
o Includes initiation or stabilization on a high-risk medication 


(e.g., warfarin) 
• Individuals experiencing a transition in their care setting (between 


hospital, SNF, home care, assisted living) 
• Additional indicators may be life events like the death of a spouse or 


financial issues, or psychosocial concerns, and addressing these 
matters may  avoid future health-related issues 


 


Change tactics CPC practices have used: 
• Manage care intensively through new diagnoses, injuries, 


exacerbations of illness  
• Routine and timely follow-up to hospitalizations, ED visits and stays 


in other institutional settings 
 


  


 


Online (external) resources for 
episodic care management 


Care Coordination Model: Better Care at 
Lower Cost for People with Multiple Health 
and Social Needs (2011). The authors discuss 
care coordination and management of 
patients with the highest need for this 
strategy. 
http://www.ihi.org/resources/Pages/IHIWhit
ePapers/IHICareCoordinationModelWhitePa
per.aspx  



http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide episodic care management, including management across transitions and referrals 


 


 


 


CPC resources related to 
episodic care management 


CPC Practice Spotlight 42: Critical Elements 
in Care Management: Process/Data, 
Protocols and Reinforcement/Response 
(2015). A solo practitioner established his 
process with data capture that drove the 
care management and care coordination 
processes in the practice using established 
protocols. The result was consistency in 
care management as well as total 
population management. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=7 


CPC On Demand Video: How to Enhance 
Transitions of Care (2017). In this video, 
you will explore the tools you can use to 
help in your effort to reduce unnecessary 
emergency room visits and hospital 
readmission rates. 
https://www.youtube.com/watch?v=LK2ILb
9SgQs&index=20&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Manage care intensively in new diagnoses, injuries, exacerbations of illness, routine  
and timely follow-up to hospitalizations, ED visits and stays in other institutional settings 


There are several goals for managing a patient through episodic conditions. One 
goal is to assist with a new diagnosis, an exacerbation of a current chronic illness 
or acute injury and mitigate adverse effects on the patient’s health. An additional 
primary function of episodic care management is ensuring routine and timely care 
management, and clinical monitoring following the patient’s discharge from 
several settings: 


• An inpatient hospital 
• Observation status in a hospital 
• Skilled nursing facility 
• Community mental health center 


 
Episodic care management seamlessly facilitates the transition to home, nursing 
home or assisted living. It also supports patients with a recent ED visit. 


Essential components  
• Recommended follow-up with patients who had visited the ED within 


48 hours of notification and all hospital discharges within 72 hours (or 
two business days) of discharge. Typically a phone call initiates the 
outreach. If that is not succesful, outreach attempts should continue 
through the patient portal or a letter mailed to the home. Scheduling a 
follow-up visit should depend on the diagnosis and other factors such as 
medication changes, ongoing medical concerns and social issues.  


• Identify patients with new diagnoses, injuries and exacerbations of 
illness. Referral from the provider is more common with patients with 
new diagnoses or exacerbations of a current illness. Once identified, patients who would benefit from short-term care 
management should have their needs addressed in a timely fashion to avoid development of complications or problems. 


• Ensures clinical monitoring and interventions by using team members. The nurse may work with the patient on transitions 
of care, clinical monitoring (wound care, etc.), abnormal lab follow-up and education. The dietitian or pharmacist may 
provide education for patients with diet and medication elements to their care. Behavioral Health Specialists are engaged 
to help with social, financial or psychosocial factors. A care coordinator may help with durable medical equipment, referrals 
and communication with home health. These coordinated activities are all part of episodic care management. 


• Creates an accurate list of medications through medication reconciliation. This prevents adverse drug events that may 
occur during transitions in care or triggered by medication changes made during a referral to a specialist or outside facility, 
ED visit or hospitalization. See page 27 for more information on medication management. 


Considerations for your practice 
• Ensure the entire team can track actions to completion. 
• Set time frames and deadlines for actions in EHR (e.g., 48 hours for hospital follow-ups). 
• Review patients receiving episodic care in huddles. 
• Some patients may benefit from a short-term plan of care. 
• Referral from the provider is more common with patients with new diagnoses or exacerbations of a current illness. Once 


identified, patients who would benefit from short-term care management should have their needs addressed in a timely 
fashion to avoid development of complications or problems. 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=7

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=7

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide episodic care management, including management across transitions and referrals 


 


 
Measuring Success for Change Concept: Provide episodic care management, 
including management across transitions and referrals  
 


Process measures 
• Percentage of all empaneled patients receiving episodic care management  
• Percentage of all empaneled patients receiving episodic care with care plans 
• Ratio of care manager to patients (Then you must determine if this is the appropriate workload per case manager.) 
• Length of time receiving episodic care management (This will reveal if longitudinal care management is a better option.) 
• Track specified timeframe for follow up (for example, call within two days of discharge). (Are you following up with the 


patient and providing the resources they need in a timely manner?) 
• Track type of activity needed (This may help with determining what type of preventative care focuses your practice may 


need to focus more prevention education services on.) 
• Other quality measures 


Outcome measures 
• Track ED, admissions and readmissions 
• Track total cost of care 
• Track patient satisfaction 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Implementation tips for behavioral 
health integration 
• Establish leadership to support and guide 


BHI integration. 
• Assess the needs of the population (high 


frequency BH diagnosis). 
• Build a team that will test changes and 


will be early adopters. 
• Determine model for BH (coordinated, 


co-located or integrated). 
• Develop goals for BHI implementation 


and measures. 
• Identify scope of practice for BH work 


(what will be managed in clinic and what 
will be referred out). 


• Define reliable operations and process 
(seating arrangement, handoffs, check in, 
tracking, etc.). 


• Develop documentation and billing 
procedures (EHR notes and forms). 


• Develop data-driven systematic 
monitoring and tracking. 


• Develop a communication plan and 
training for staff on how to access BH 
services. 


 
 


Change Concept: Offer integrated behavioral health services to support patients  
with behavioral health needs, dementia and poorly controlled chronic conditions  


 


AHRQ, in its 2011 “Lexicon for Behavioral Health and Primary Care 
Integration defines Integrated Behavioral Health as “a practice team of 
primary care and behavioral health clinicians, working together with 
patients and families, using a systematic and cost-effective approach to 
provide care for a defined population. This care may address mental 
health, substance abuse conditions, health behaviors (including their 
contribution to chronic medical illnesses), life stressors and crises, 
stress-related physical symptoms and ineffective patterns of health care 
utilization.”3 CPC practices broadened this scope to include individuals 
with dementia and their caregivers. 
 
Successful integration of behavioral health services in the primary care 
setting involves transformation of the entire team’s approach to care. 
The movement toward integrating behavioral health into primary care 
brings care for the mind and body back together thereby reducing 
stigma and ensures behavioral care is just a routine part of overall 
health care. Through treating the “whole person,” patients improve 
functioning and improve outcomes for both medical and behavioral 
conditions.   


There are a number of approaches to integration, and finding one best 
suited to the practice considers the needs of the population, the 
functionality of the existing practice and funding resources. AHRQ 
describes three levels of integration: 


• Coordinated — Separate sites, separate systems with periodic 
communication usually by phone or email and view each other 
as resources 


• Co-located — Share the same sites and have some systems in 
common such as scheduling or charting. There are regular face-to-
face interactions among primary care and behavioral health providers, and coordinated treatment plans for difficult 
patients 


• Integrated — Share the same work space, systems and are integrated into the day-to-day operations, and are fully part of 
the team, mirroring the pace and rhythm of primary care 


  


                                                                 
3 Lexicon for Behavioral Health and Primary Care Integration (2011). 
http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf  



http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


 


CPC resources related to 
behavioral health screening 


CPC Practice Spotlight 7: Oregon Medical 
Group (2014). This group used the services 
of a knowledgeable psychologist to develop 
their BHI program.  Article describes steps 
taken, including selecting the appropriate 
BHS professional, and the screening used to 
identify patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=17 


CPC On Demand Video: Using Data to 
Identify Patients with Behavioral Health 
Needs (2017). In this video, a practice talks 
about how it used data to identify the 
behavioral health needs of their patient 
population. 
https://www.youtube.com/watch?v=G6s7Au
HyIQs&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8 


 
Change tactics CPC practices have used: 
• Use evidence-based screening and case finding strategies to identify 


individuals at risk and in need of services 
• Use evidence-based treatment protocols and treatment to goal 


where appropriate 
• Conduct regular case reviews for at-risk or unstable patients and 


those who are not responding to treatment 
• Ensure regular communication and coordinated workflows between 


primary care and behavioral health providers 
• Use a registry or EHR registry functionality to support active care 


management and outreach to patients in treatment 
• Integrate both behavioral health and medical treatment into care 


plans 
 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=17

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=17

https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8

https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8

https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Change Tactic: Use evidence-based screening and case-finding strategies  
to identify individuals at risk and in need of services 


 
Screening tools are one method for identifying individuals with behavioral health 
needs. Other methods include looking at clinical indicators or utilization data to 
identify the patients who may need assistance with motivational techniques or 
social support to improve their outcomes or reach their goals. In these cases, it is 
helpful to conduct case reviews for those patients at-risk or unstable, as well as 
patients who are not responding to treatment or not meeting their goals. 


Essential components  
• Reliable methods to identify patients in need of behavioral health 


services 
o Screening tools for conditions such as depression, substance abuse, 


dementia or domestic violence 
o Clinical indicators, such as an A1c greater than 8, opioid 


prescriptions for chronic pain, positive pregnancy tests or numerous 
STD visits 


o Health risk assessment 
o Self-referral by patient 
o Referral by a team member or provider for any mental health 


condition, substance abuse, unmanaged chronic condition or social 
service need 


• Use of evidence-based screening tools 
o AUDIT-C and DAST (substance abuse) 
o Mini Mental Status Examination or the Mini Cog (dementia) 
o PHQ-2 or PHQ-9 (depression) 
o Adult ADHD self-report tool (ADHD) 


Considerations for your practice 
• Train entire care team on the purpose and utility of identification and 


screening 
• Train clinical personnel on the role of the BH specialist and when and 


how to access services 
• Consider having a medical assistant complete initial screening as part of 


check in 
• Develop a handoff protocol when a patient is in need of BH and social 


services 
• Determine how screener results will be documented and tracked 
• Determine if any of the screening activities can be reimbursed 


  


 


Online (external) resources  
for behavioral health  
screening tools 


PHQ-2. This questionnaire serves as an initial 
screening test for major depressive episodes. 
https://integrationacademy.ahrq.gov/sites/d
efault/files/PHQ-2_0.pdf 


PHQ-9. A multipurpose questionnaire for 
screening, diagnosing, monitoring and 
measuring the severity of depression. 
https://integrationacademy.ahrq.gov/sites/d
efault/files/PHQ-9_0.pdf  


SBIRT (Screening Brief Intervention and 
Referral to Treatment) – A Primary Care 
Tool to Assess for Substance Use Disorder 
(2016). This tool identifies patients who are 
moderate or high-risk users with the goal of 
early intervention to prevent health 
problems related to Substance Use Disorder. 
http://ejournal.tnmed.org/cgi/viewcontent.c
gi?article=1039&context=home  


DIAMOND for Depression (2016). ICSI's 
DIAMOND (Depression Improvement Across 
Minnesota, Offering a New Direction) 
program united a physician, care manager 
and consulting psychiatrist to provide a 
team-based model for caring for patients 
with depression in the primary care clinic. 
https://www.icsi.org/about_icsi/legacy_wor
k/diamond_for_depression/ 


DIAMOND Study Findings (2014). Study 
results of the model, implemented in almost 
100 clinics. 
https://www.icsi.org/_asset/nn70fc/ICSI-
DIAMOND-Study-Finding-6-4-14.pdf  


Screening Tools, SAMHSA-HRSA Center for 
Integrated Health Solutions (2016). This site 
offers multiple screening tools for behavioral 
health concerns that primary care practices 
may use. 
http://www.integration.samhsa.gov/clinical-
practice/screening-tools  



https://integrationacademy.ahrq.gov/sites/default/files/PHQ-2_0.pdf

https://integrationacademy.ahrq.gov/sites/default/files/PHQ-2_0.pdf

https://integrationacademy.ahrq.gov/sites/default/files/PHQ-9_0.pdf

https://integrationacademy.ahrq.gov/sites/default/files/PHQ-9_0.pdf

http://ejournal.tnmed.org/cgi/viewcontent.cgi?article=1039&context=home

http://ejournal.tnmed.org/cgi/viewcontent.cgi?article=1039&context=home

https://www.icsi.org/about_icsi/legacy_work/diamond_for_depression/

https://www.icsi.org/about_icsi/legacy_work/diamond_for_depression/

https://www.icsi.org/_asset/nn70fc/ICSI-DIAMOND-Study-Finding-6-4-14.pdf

https://www.icsi.org/_asset/nn70fc/ICSI-DIAMOND-Study-Finding-6-4-14.pdf

http://www.integration.samhsa.gov/clinical-practice/screening-tools

http://www.integration.samhsa.gov/clinical-practice/screening-tools
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Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


 


CPC resources related to 
behavioral health 
integration 


CPC Practice Spotlight 57: Shared Decision 
Making Can Be Part of Behavioral Health 
(2015). A New Jersey practice used a shared 
decision aid to assist the patient and practice 
team to decide if using medication to treat 
depression was the most appropriate option 
per the patient’s needs and preferences. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=20 


Change Tactic: Use evidence-based treatment protocols  
and treatment to goal where appropriate 


Although about half of the people experiencing depressive symptoms seek help, 
only 20 percent receive adequate treatment in primary care.4 One reason for this 
is that psychotherapy methods are often long term and time consuming (50-
minute sessions). While few primary cares have tested these modalities in their 
fast-paced, time-limited settings, adapted methodologies have begun to emerge. 
The key is to identify the evidence-based protocol(s) that apply to your 
population, and then use small tests of change to try various approaches until 
one works in your practice.  


Essential components  
• Evidence-based behavioral interventions for primary care  


While many behavioral interventions exist, only a few have proven to 
work in primary care including Problem Solving Therapy-Primary Care, 
Cognitive Behavioral Therapy, Interpersonal Counseling and Behavioral 
Activation. 


• Treatment protocols that fit the culture and pace of primary care  
The core features of any protocol must include the following: 
o A warm handoff with an explanation of the role and purpose 
o Intervention that lasts no more than 20 to 30 minutes  
o Empathetic and non-judgmental engagement 
o A structured approach that includes a targeted assessment, 


problem conceptualization, intervention and plan for follow-up  
o Be able to adapt to patient and team needs 
o Research evidence-based protocols  


• Treating to improve function  
Behavioral Health treatment in primary care comprises small, concrete 
steps meant to build confidence that supports patients in meeting their 
health goals. Include creating an action plan that addresses any 
obstacles, triggers and skills needed to meet goals. 
 


Considerations for your practice  
• When hiring for behavioral health clinicians, make sure that they are a 


“good fit” for primary care.  
• Be willing to adopt and test evidence-based interventions and protocols 


customized to the clinic and population. 
• Look online for training resources to help train new behavioral health 


clinicians to work in a fast-paced primary care setting. 
• Even after training, a new behavioral health clinician may need ongoing supervision and additional training.  
• Non-behavioral health clinicians who work in primary care, such as nurses and care managers, can learn these treatment 


protocols. 


                                                                 
4 Kessler RC, Berglund P, Demler O, et al. The epidemiology of major depressive disorder: results from the National Comorbidity 
Survey Replication (NCS-R). JAMA. 2003;289(23):3095-3105. 


 


Online (external) resources for 
BHI evidence-based protocols 


A Guide to Evidence-Based Practices, 
SAMHSA-HRSA (2016). 
http://www.samhsa.gov/ebp-web-guide  


SAMHSA National Registry of Evidence-
based Programs and Practices (2016). 
Additional information of various tools 
available for download. 
http://www.samhsa.gov/nrepp  


Recognition and management of dementia, 
AHRQ National Guidelines Clearinghouse 
(2012). This provides tools to screen for 
dementia. 
http://www.guideline.gov/summaries/summ
ary/43921  


Tips and Strategies for Billing for Mental 
Health Services in a Primary Care Setting 
(2017). The Suicide Prevention Resource 
Center has valuable information to assist 
with documentation in the EHR and 
reimbursement strategies. 
http://www.sprc.org/sites/default/files/tipsa
ndstrategiesforbilling.pdf  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=20

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=20

http://www.samhsa.gov/ebp-web-guide

http://www.samhsa.gov/nrepp

http://www.guideline.gov/summaries/summary/43921

http://www.guideline.gov/summaries/summary/43921

http://www.sprc.org/sites/default/files/tipsandstrategiesforbilling.pdf

http://www.sprc.org/sites/default/files/tipsandstrategiesforbilling.pdf
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Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Change Tactic: Conduct regular case reviews for at-risk or unstable patients  
and those who are not responding to treatment  


As the number of physical symptoms increases, so does the likelihood of a mental health diagnosis. The majority of high-risk patients 
have an average of eight diagnoses, indicating a strong probability of a comorbid mental health disorder (see graph below).Practices 
should consider assessing all high-risk patients for an underlying behavioral health diagnosis. Conducting regular case reviews allows 
teams to combine information from various team members and providers working with the patient, and monitor progress while 
problem solving concerns. Including the BH specialist offers another perspective and intervention to support patients that are not 
responding to treatment.  


 


Spitzer, Williams, et al. (1994). “Utility of a New Procedure for Diagnosing Mental Disorders in  
Primary Care: The PRIME-MD 1000 Study.” JAMA 272(22): 1749-1756. 
 


Essential components  
• Entire team is involved in case review (provider, care manager, BH specialist, etc.). 
• Occur at a regularly scheduled interval (e.g., one time per week for one hour). 
• Have an organized process for case review. 


o Identify the number of patients who can be reviewed 
o Identify who will facilitate review 
o Have charts available 


• Identify patients who could benefit from a BH consultation or intervention. 
• Document recommendations for case review. This may include a medication change, BH assessment, referral to an external 


specialist or modification in treatment schedule. 
• Follow-up on progress in subsequent case reviews. 


Considerations for your practice 
• If BH specialist is offsite, include consultation by phone or virtually. 
• Interval of meeting will depend on clinic resources and risk level of the practice population. 
• Designate one person to follow-up on identified actions. 
• The BH specialist may provide education to the team on topics such as opioid abuse, depression, anxiety or somatic 


symptom disorder and the effect on disease management. 
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Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Change Tactic: Ensure regular communication and coordinated workflows  
between primary care and behavioral health providers  


 
Collaboration cannot happen without ongoing communication. This is key for any behavioral health specialist working in primary 
care. Both the behavioral health specialist and the medical provider hold valuable information that will affect care and the ultimate 
outcome of care. Both informal day-to-day communication and specific workflows designed to create seamless coordination and 
hand-offs are essential to providing timely and responsive care. 


Having daily face-to-face communication to discuss the “referral question,” assessment information and the follow-up from 
intervention allows care to be flexible and relevant, meeting patients’ primary needs. Behavioral health specialists often sit with the 
team to facilitate this kind of communication. While sitting together, teams discover new ways to work together to leverage each 
other’s expertise to meet patient needs.  


Using one integrated EHR for behavioral health and primary care improved collaboration and made integrated service planning more 
effective than those that used two separate EHRs. 


Essential components  
• Daily face-to-face communication about shared patients 
• BH involvement in huddles and case review 
• Email, messaging and texting functionality to contact BH specialist 
• Shared documentation  
• A defined warm handoff process for how patients will get from the medical provider to the BH specialist 


Considerations for your practice 
• How workflows and handoffs between providers are developed vary by which approach is chosen: 


o Coordinated – Formal referral process and phone and email consultation 
o Co-located – Formal or informal referral process and regular communication about shared patients 
o Integrated – Informal, immediate referral process and communication happens consistently at the system, team and 


individual levels 
• Consider where the BH specialist will sit and see patients (in the exam room?) 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Change Tactic: Use a registry or EHR registry functionality to support active care management  
and outreach to patients in treatment 


Health information technology (health IT) can aid the team in proactively identifying and tracking members in need of BH services. 
First, the registry function can track all screener (PHQ, AUDIT, MMSE, etc.) results, reminders and visit history. Second, a team may 
define “triggers” that might indicate BH needs such as an A1c greater than 9, frequent ED visits or a patient being prescribed regular 
benzodiazepines or using opioids. Third, if a patient is high risk and using a plan of care, the registry function can help track goals and 
how each member of the team is supporting the patient. In addition, these tools prompt the team to reach out to patients who are 
no longer engaged in treatment but still may need support. All of these methods provide the tools needed to provide 
comprehensive care management. 


Essential components  
• Use health IT for behavioral health care management. 


o For each screener chosen, track date of screening, result, intervention and plan for follow-up (include referral to 
community resources here as well). 


o Track how many patients on the panel have a plan of care and the date it was last updated. 
o Track number of contacts with patient. 
o Set aside time as a team to review plans of care and registries such as frequent ED lists, depression, diabetes or other 


lists that may be useful to your population management. 
o Registries should be able to drill down to the care for each patient as well as provide data for the entire panel and 


clinic. For example, a care manager should be able to see when the last PHQ screening was done for the patient, the 
percentage of the panel that has been screened and the total number screened in the practice. 


 
• Use health IT for outreach. 


o Using health IT, teams can see when a patient might be overdue for a particular screening or if an action item from the 
plan of care was not complete. Care managers can either use outreach or catch the patient when they are in the clinic 
again. 


o When a patient has missed follow-up appointments or contacts, the team can reach out to the patient to understand 
what the issues are and work to resolve them. 


o Being able to track conditions and plans also allows teams to identify patients proactively that may benefit from a new 
service or resource such as a self-management support group or a diabetic cooking class.  


o Teams can also use a secure patient portal to send messages, provide educational materials and provide reminders. 


Considerations for your practice 
• Determine what should be high values registry lists for the patient population. 
• Use discrete data fields in the EHR to ensure that reports include key information. 
• Train teams how and when to use registries and involve them in the development. 
• Ask patients for their preferences for outreach (phone, portal, etc.). 
• Ensure entire team has access to registries. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


Change Tactic: 
Integrate behavioral health with medical documentation into plans of care  


There is a common misconception that medical providers may not share 
patient’s behavioral health records. The reality is that HIPAA makes exceptions 
for treatment and coordination among providers.  


The HIPAA Privacy Rule, in 45 CFR 164.508, contains special confidentiality 
regulations for psychotherapy notes. It states, “a covered entity must obtain an 
authorization for any use or disclosure of psychotherapy notes…There are 
exceptions however, that include treatment, payment, or health care 
operations. § 164.506h5 


Three characteristics define treatment: 
• PHI shared between the physician and other health care providers providing treatment 
• Coordination of treatment among providers 
• Prior authorization decisions 


These exceptions form the basis for a collaborative documentation between behavioral health and medicine. Without it, treatment 
would continue in isolation.  


It is still important to review state regulations regarding shared information as they supersede HIPAA when the practice implements 
shared records. 


Essential components  
• Use a basic SOAP (Subjective, Objective, Assessment/Problem List, and Plan) template that incorporates BH-specific 


elements including diagnosis, assessments and symptoms and billing/CPT codes.  
• Develop a method to identify/file the BH notes so that they are easily searchable. 
• Create an easy-to-update “plan of care” template that all team members can add to and easily update. 
• Create a written informed consent document stating that the practice uses a team approach and that team members share 


information among themselves. All patients should share and sign this document. 
• Disclose the behavioral health specialist’s role and background at the first encounter. 


Considerations for your practice 
• Behavioral health personnel may need training brief documentation in an EHR. 
• When a plan of care addresses a primary BH diagnosis, the BH specialist may take the lead in management. 
• Personnel may need training and education on this topic, as much of the resistance around shared documentation is 


institutional but does not have legal grounds. 


  


                                                                 
5 Health Information Privacy. U.S Department of Health & Human Services. https://www.hhs.gov/hipaa/index.html/  


 


Online (external) resources for 
shared plan of care 


The Academy: Integrating Behavioral Health 
and Primary Care-The Playbook (2016). 
Provides a good description of its developed 
Shared Care Plan. 
http://integrationacademy.ahrq.gov/playboo
k/develop-shared-care-plan  



https://www.hhs.gov/hipaa/index.html/

http://integrationacademy.ahrq.gov/playbook/develop-shared-care-plan

http://integrationacademy.ahrq.gov/playbook/develop-shared-care-plan
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Offer integrated behavioral health services to support patients with behavioral health needs 


 


CPC resources related to 
behavioral health integration 


CPC Practice Spotlight 55: Measuring the 
Effectiveness of Behavioral Health 
Management (2015). Colorado’s Boulder 
Community Health included BH services in its 
five CPC practices. To evaluate the 
effectiveness of the practice’s BH services, 
the team of social workers tracked the PHQ-
9 scores of patients with moderate and 
severe depression following treatment. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=18 


 


Measuring Success for Change Concept:  
Offer integrated behavioral health services to support patients with behavioral 
health needs, dementia and poorly controlled chronic conditions 


Measuring this work will aid the practice in determining the effectiveness if their behavioral health integration process and support 
in continued improvement efforts.  
 
Potential process measures 


• Number of patients screened for behavioral health issues 
• Number of patients identified for behavioral health services 
• Number of referrals to behavioral health provider within the primary 


care practice 
• Number of referrals to external agencies for behavioral health services 
• Number of telephonic vs. face-to-face appointments vs. curbside 


consultations with providers 
• Penetration rate –  percent of patients in a panel seen by a BH specialist 
• Number of times a patient returns for a BH visit per year  


Potential outcome measures 
• Tracking results of screening clinical outcome measures such as the PHQ-9 and GAD-7 (see resources in call out box on the 


right) 
• BH and medical provider satisfaction 
• Access to BH services 
• Visit efficiency rating by provider 
• Duration of provider time in visits 
• Tracking CQMs of chronically ill patients undergoing BH treatment 
• Change in ED and hospital admissions 


 


 


Online (external) resources:  
clinical outcome measures 


The Academy: Integrating Behavioral Health 
and Primary Care-The Playbook (2016). 
Tools: Clinical Outcome Measures. 
http://www.integrationacademy.ahrq.gov/n
ode/3134  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

http://www.integrationacademy.ahrq.gov/node/3134

http://www.integrationacademy.ahrq.gov/node/3134
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


Implementation tips for medication 
management  
• Establish leadership to support and guide 


medication management. 
• Identify a condition that that pharmacist 


may begin to manage. 
• Build a team that will test changes and will 


be early adopters. 
• Develop goals for medication management 


implementation and measures. 
• Identify any opportunities to develop 


standing orders for med management. 
• Develop a collaborative agreement with a 


physician (if applicable). 
• Develop PharmD specific documentation 


and billing procedures (EHR notes and 
forms). 


• Develop a communication plan and training 
for staff on how to access medication 
management. 


Change Concept: Manage medications to maximize efficiency,  
effectiveness and safety 


 
Using medications for prevention or for treatment of chronic conditions 
has become especially common in medical practice. However, the 
potential for medication-related harm increases in those receiving 
multiple medications, care from multiple providers or settings, and in 
elderly individuals with multiple comorbidities. Many medications 
require scheduled monitoring for safe use. Medication management 
as an advanced primary care strategy involves engaging the skills of 
the clinical pharmacist as a member of the care team. The skills to 
provide comprehensive medication management for patients enhance 
the quality and safety of primary care.  


Protocol-guided medication management can improve outcomes in 
many chronic conditions. The integration of a pharmacist on the 
primary care team has been instrumental in the reduction of 
medication-related adverse events. Medication management is an 
advanced primary care strategy that a portion of CPC practices 
focused their efforts on as they provided care management for high-
risk patients.6  


Comprehensive medication management can include several 
techniques:  


• Medication reconciliation  
• Coordination of medications across transitions of care 


settings and providers  
• 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 and integration of that plan into a global plan of care 
• Medication monitoring  
• Support for medication adherence and self-management  
• Collaborative drug therapy management (when within the state’s scope of practice)  


 
Change tactics CPC practices have used: 


• Integrate the pharmacist into the care team 
• Reconcile, coordinate medications and provide medication management across transitions of care settings and providers 
• Conduct periodic, structured medication reviews 
• Provide medication self-management support and medication action plans 
• Provide collaborative drug therapy management for selected conditions or medications 


  


                                                                 
6 Cipolle, R., Strand, L., Morley, P. Pharmaceutical Care Practice—The Clinician’s Guide, 2004–2nd edition. McGraw-Hill; Cipolle RJ, 
Strand LM, Morley PC. Pharmaceutical Care Practice: The Patient-centered Approach to Medication Management. McGraw Hill, 
2012 is the 3rd revised edition (in press). 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


 


CPC resources related to 
medication management 


CPC Practice Spotlight 8: OU Physicians and 
Associates in Family Medicine (2014). Two 
CPC practices describe the benefits when 
they included medication management as a 
part of their primary care services. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=20 


Change Tactic: Integrate a pharmacist into the care team 


 
Using medications for prevention or for treatment of chronic conditions is 
exceedingly common in medical practice. However, the potential for medication-
related harm increases in those receiving multiple medications, care from 
multiple providers or settings, and in aged individuals with multiple comorbidities. 
Many medications require scheduled monitoring for safe use. Medication 
management as an advanced primary care strategy involves engaging the skills of 
the clinical pharmacist as a member of the health care team. The skills to provide 
comprehensive medication management for patients enhance the quality and 
safety of primary care. While optimal implementation of this concept would 
involve the full-time availability of a clinical pharmacist trained in Medication 
Therapy Management, clearly this would present a significant challenge to most 
primary care practices.  


Practices can accomplish many aspects of the change tactic by considering local pharmacists as specialty consultants. The processes 
of identifying needed services, co-management goals, communication expectations and regular performance feedback discussions 
can allow a small practice, seemingly without the resources to be successful at this Change Concept, to be successful. As in all 
specialty consultation relationships, the selection of your collaborating pharmacists, based on their abilities and interests in 
supporting this effort, is a foundation to success. 
 
Essential components  


• Be involved in patient care, either directly or through chart review and 
recommendations. 


• Document care in the EHR. 
• Participate in the identification of high-risk patients who would benefit 


from medication management.  
• Manage formulary issues when cost is a problem. 
• Develop drug administration protocols. 
• Develop and enforce policies and procedures. 
• Ensure compliance with regulations and accreditation bodies. 
• Participate in care team meetings.  


Considerations for your practice 
• Pharmacist may need specific training to work on a primary care team. 
• Determine where the pharmacist will sit in relation to the team. 
• Determine the patient handoff between the physician and the pharmacist. 
• Primary care team will need specific training and guidelines in how and when to use the pharmacist. 
• Clinical workflows may need to be adapted to meet the pace of primary care. 


 


  


 


Online (external) resources 
related to medication 
management 


The State of Provider Status: An Update for 
Pharmacy Students (2016). Although 
legislation at the federal level is still pending, 
progress is being made in many states to 
classify pharmacists as health care providers. 
http://www.pharmacytimes.com/publications
/career/2016/pharmacycareers_february2016
/the-state-of-provider-status-an-update-for-
pharmacy-students 



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=20

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=20

http://www.pharmacytimes.com/publications/career/2016/pharmacycareers_february2016/the-state-of-provider-status-an-update-for-pharmacy-students

http://www.pharmacytimes.com/publications/career/2016/pharmacycareers_february2016/the-state-of-provider-status-an-update-for-pharmacy-students

http://www.pharmacytimes.com/publications/career/2016/pharmacycareers_february2016/the-state-of-provider-status-an-update-for-pharmacy-students

http://www.pharmacytimes.com/publications/career/2016/pharmacycareers_february2016/the-state-of-provider-status-an-update-for-pharmacy-students
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


Change Tactic: Reconcile and coordinate medications and provide medication management  
across transitions of care settings and providers  


Pharmacists concentrate their efforts on medication reconciliation, safe 
medication management, and patient education to support smooth transitions of 
care. The goal of medication reconciliation is to obtain and maintain accurate and 
complete medication information for a patient and use this information across 
the continuum of care to ensure safe and effective medication use. 7 


Medication Therapy Management (MTM) extends beyond the basic tasks of 
medication reconciliation. Comprehensive medication management begins with 
pharmacists using a standardized approach to MTM service delivery. Beginning 
with a medication therapy review, then formulating a personal medication record 
and medication-related action plan, pharmacists can work with other members 
of the health care team to evaluate medication therapy, resolve identified 
problems and refer the patient to an appropriate health care professional. Proper 
documentation, including leveraging health IT solutions, will allow the pharmacist 
to safely transition the patient to another health care professional or setting. 


Essential components  
• Identify prospective patients who require direct pharmacist intervention 


due to a transition on care. 
• Delineate handoffs and collaboration between care coordination and 


pharmacists. 
• Document consistent medication histories and medication 


reconciliation. 
• Use health IT solutions that allow the entire team to see the plan and 


documentation. 
• Ensure the EHR has order set capability (see inset for information on order sets).  
• Ensure easy sharing of plans between practices and provider. 


Considerations for your practice 
• Determine how to notify a pharmacist about a transition to care. 
• Develop a standardized template for the EHR. 
• Consider adding the pharmacist to case reviews and morning huddles. 
• Review federal guidelines for medication therapy management. 


 


  


                                                                 
7 Improving Care Transitions: Optimizing Medication Reconciliation 2012 American Pharmacists Association and American Society of 
Health-System Pharmacists. https://www.pharmacist.com/sites/default/files/files/2012_improving_care_transitions.pdf 


 
Online (external) resources  


Medication management 


Integrating Comprehensive Medication 
Management to Optimize Patient 
Outcomes, PCPCC Resource Guide, Second 
Edition (2012). This includes information that 
would inform practices as they develop their 
strategy. 
https://pcpcc.org/sites/default/files/media/
medmanagement.pdf 


Order sets 


Clinical Decision Support Starter Kit (2017). 
Order sets can make the ordering process 
more efficient and standardize a level of care 
across the practice. This starter kit describes 
how to use of order sets as a part of clinical 
decision support. 
https://www.healthit.gov/providers-
professionals/implementation-
resources/clinical-decision-support-starter-
kit  


 



https://www.pharmacist.com/sites/default/files/files/2012_improving_care_transitions.pdf

https://pcpcc.org/sites/default/files/media/medmanagement.pdf

https://pcpcc.org/sites/default/files/media/medmanagement.pdf

https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit

https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit

https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit

https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


 


CPC resources related to 
medication management 


CPC Practice Spotlight 28: It Takes a 
Neighborhood to Increase Medication 
Safety for Patients (2014). An example 
where the practice closed the gaps in its 
medical neighborhood by collaborating with 
with two local pharmacies. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=51 


Change Tactic: Conduct periodic, structured medication reviews 


 


Pharmacists have become increasingly involved in structured, intermittent 
medication reviews. Medication reviews can vary based on if they are pre-
planned or happen in a visit. They may include one or more medications. The 
purpose of the review may also vary often depending on the patient’s 
complexity. The 2008 National Prescribing Centre (NPC) “A Guide to Medication 
Review” identified three types of medication review.8 


• Review of prescriptions including anomalies, changed items, cost 
effectiveness 


• Review consistency in medication taking behavior 
• Review clinical effectiveness  


Coordinated with the primary care team, Pharmacists complete the review, often 
at the time of a patient’s scheduled follow-up visit. The frequency will vary and is 
dependent on clinical appropriateness for that individual patient. 


Essential components 
• Assess if the medication prescribed is appropriate and effective for the 


patient’s needs. 
• Assess if medication is a cost-effective choice.  
• Ensure required monitoring or arrangements are in place. Determine 


drug interactions, side effects, and if over-the-counter and 
complementary medicines are used or if there are unmet needs. 


• The entire team can access the review. 


Considerations for your practice 
• Build triggers to identify when a pharmacist review may be necessary. For 


example, a pharmacist may review meds at diabetes follow-up visits or 
regularly for high-risk patients using the risk stratification approach. 


• Consider requiring the medical assistant to gather initial medication 
information for the pharmacist to review as part of the check in process. 


• Include a med review as part of the chart review process. 


  


                                                                 
8 A Guide to Medication Review 2008. National Prescribing Centre. A framework for medication review with practical advice. 


 


Online (external) resources 
related to medication 
management 


Medicare Medication Therapy 
Management (2016). Medicare has a 
standardized format for medication therapy 
management for those participating in 
Medicare Part D. It includes a cover letter, 
medication action plan and personal 
medication list. 
https://www.cms.gov/Medicare/Prescriptio
n-Drug-
Coverage/PrescriptionDrugCovContra/Dow
nloads/Memo-Contract-Year-2017-
Medication-Therapy-Management-MTM-
Program-Submission-v-040816.pdf  


Medicare Part D Medication Therapy 
Management Program Standardized 
Format (2012). A written summary of a 
comprehensive medication review. 
https://www.cms.gov/Medicare/Prescriptio
n-Drug-
Coverage/PrescriptionDrugCovContra/Dow
nloads/MTM-Program-Standardized-
Format-English-and-Spanish-Instructions-
Samples-.pdf  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf

https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


 


CPC resources related to 
medication management 


CPC Practice Spotlight 21: Data-Driven 
Improvement Using Medication 
Management and Shared Decision Making 
with High-Risk Patients with Diabetes 
(2014). Cherokee Nation Health Services’ 
Wilma P. Mankiller Health Center engaged 
the expertise of a pharmacist as it launched 
an intensive diabetes management 
education program for patients with an A1c 
greater than 9. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=43 


Change Tactic: Provide medication self-management support  
and medication action plans  


Medication self-management support and medication action plans are used to 
aid patients in understanding the proper use of the medication they are 
prescribed, potential problems they may encounter and when to contact their 
provider. The pharmacist, in particular, can provide education and training on the 
appropriate use of medications, the importance of medication follow through 
and the development of treatment goals. 


Combined with the communication strategies of motivational interviewing and 
Teach-Back, the medication action plan is one tool that empowers and engages 
patients in the self-management of their medication regimens. The patients’ 
understanding of their role in self-care with medications, combined with the 
knowledge of their plan, provides the blueprint for ongoing health improvement. 


Essential components  
• Begin with a medication therapy review. 
• Co-develop a medication action plan. 
• Coach patients to be empowered to manage their own medications. 
• Monitor and evaluate the patient’s response to therapy, including safety and effectiveness. 
• Communicate appropriate information to the physician or other health care professionals, including consultation on the 


selection of medications as well as suggestions to address identified medication problems. 
• Update the patient’s progress and recommended follow-up care. 
• Ensure the entire team has access to the plan. 


Considerations for your practice 
• Significant events such as changes in the patient’s medication therapy, health status or condition and/or needs or 


resources, a hospital admission or discharge, an emergency department visit, or an admission/discharge from a long-term 
care or assisted-living facility should trigger outreach and re-evaluation of the plan. Possible methods for follow up include 
telephone and virtual presence. 


 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=43

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=43
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


Change Tactic: 
Provide collaborative drug therapy management for selected conditions or medications  


 
Implementation of Collaborative Drug Therapy Management (CDTM) varies across the nation, based upon state laws controlling this 
activity. The CDC published a resource for pharmacists that practices may find helpful: “Collaborative Practice Agreements and 
Pharmacists’ Patient Care Services.” With CDTM, the pharmacist formally partners with a physician to provide optimal drug therapy 
management. This collaborative practice agreement (CPA) grants the pharmacist the ability to manage medications. According to a 
Centers for Disease Control (CDC) resource, a pharmacist CPA is “a formal 
agreement in which a licensed provider makes a diagnosis, supervises patient 
care, and refers patient to a pharmacist under a protocol that allows the 
pharmacist to perform specific patient care functions.”9 


Essential components  
• Select conditions and medications that have a protocol developed. 
• Set up a formal partnership between the pharmacist and the physician 


to provide drug therapy management. 
• Have a collaborative practice agreement in place. 
• Note that under the agreement, the pharmacist has authority to 


monitor, modify or initiate drug therapy, as well as order laboratory 
testing and assess the patient response to therapy. 


• Ensure the pharmacist and physician have joint access to 
documentation. 


Considerations for your practice 
• Note that although the scope of CDTM can vary by state, 47 states allowed pharmacists to practice collaboratively with 


physicians. (Check with your state for specific regulations.) 
• Note that most practices use CPAs with diabetes, hypertension, dyslipidemia, heart failure and anticoagulation. 
• Determine patients who may benefit from this approach: 


o Patients in high-risk cohorts as identified in the practice risk stratification methodology  
o Patients who have not achieved a therapeutic goal for a chronic condition  
o Patients in care transitions  
o Patients with multiple ED visits or hospitalizations  
o Patients with high-risk medications or complex medication regimens  


  


                                                                 
9 Centers for Disease Control and Prevention. Collaborative Practice Agreements and Pharmacists’ Patient Care Services: A Resource 
for Pharmacists. Atlanta, GA: US Dept. of Health and Human Services, Centers for Disease Control and Prevention. 
http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf  


 


Online (external) resources 
related to medication 
management 


Collaborative Practice Agreements and 
Pharmacists’ Patient Care Services: A 
Resource for Pharmacists (2013). This 
resource describes the patient care services 
provided by pharmacists. These include 
medication therapy management (MTM) and 
collaborative drug therapy management 
(CDTM). 
http://www.cdc.gov/dhdsp/pubs/docs/Trans
lational_Tools_Pharmacists.pdf  


 



http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf

http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf

http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Manage medications to maximize efficiency, effectiveness and safety 


Measuring Success for Change Concept:  
Manage medications to maximize efficiency, effectiveness and safety  
 


Both process and outcome measures will inform the practice of the benefit to the patient population. 
 
Process measures 


• Meaningful use medication reconciliation measure 
• Percent of patients with a transition of care who had medication reconciliation  
• Number of patients with medication review each month  
• Number of patients seen in collaborative drug therapy management  


Outcome measures 
• Track clinical quality measures of lipid management in diabetes control, hypertension control and heart failure therapy  
• Track ED and in patient hospitalizations  
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Change Concept: Provide intensive self-management support for patients with poorly controlled chronic conditions 


 


Implementation tips for  
self-management support  
for patients with poor control 


• Build a team that will test changes and will 
be early adopters. 


• Develop goals for SMS support 
implementation and measures 


• Define “poorly controlled.”  
• Identify patients that can benefit from 


intensive self-management support 
through registry data. 


• Train the team in intensive self-
management techniques and regularly 
shadow for competency. 


• Develop a tracking method for the 
patient’s self-management progress 
through a plan of care. 


• Develop a list of up-to-date community 
resources to incorporate in the EHR. 


• Test process on five patients before 
scaling and make adjustments as needed. 


• Build in techniques and tools into 
processes for patients with poorly 
controlled conditions. 


 
 


Change Concept: Provide intensive self-management  
support for patients with poorly controlled chronic conditions 
 


Intensive self-management support (SMS) is an advanced primary care strategy 
for practices. The tools and techniques align with the competencies needed for 
longitudinal case management (see page 9). 


Intensive self-management support involves a team-based approach with specific 
team members dedicated to working with specific patients. Medical, behavioral 
and psychosocial needs for patients with chronic illness and co-morbid conditions 
are coordinated. These highly individualized interventions include several basic characteristics:10 


• Guides patients through the development of a shared action plan 
• Peer support  
• Provides intensive interventions for self-management 
• Helps patients understand signs of exacerbations of illness 
• Provides referrals or coordinates behavioral, psychosocial and 


community services 
 


Peer support is a useful method to reinforce SMS. The Stanford Self-
management Programs are an example of a program based on peer 
support. 11 These sessions are community-based, peer-led sessions that 
allow the patient the opportunity to both learn self-management skills 
and support others in their disease management.  


 


Change tactics CPC practices have used: 
• Develop a shared visit agenda with the patient 
• Provide coaching between visits with follow-up on care plan 


and goals 


 


 


  


                                                                 
10 http://www.aafp.org/afp/2005/1015/p1503.html 
11 Stanford Small-Group Self-management Programs (in English and Spanish).  http://patienteducation.stanford.edu/programs/ 


For more self-management support 


information and resources, see 


Secondary Driver 1.2: Planned 


Care and Population Health.  
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide intensive self-management support for patients with poorly controlled chronic conditions 


 
Change Tactic: Develop a shared visit agenda with the patient  


 


A nurse or MA can complete visit preparations or an agenda the day before or just prior to the appointment. This may include 
reviewing past documentation, preventive health screenings that are due, and labs that need review. This will help identify and 
address gaps in care. 


Before the visit, patients can be given a questionnaire (electronically or on paper) to write down what they would like to get out of 
the visit in descending order of priority. The pre-visit questionnaire can also include questions traditionally asked during rooming, 
such as depression screens, pain assessment, smoking status and falls screening. Using the questionnaire, the MAs and nurses are 
able to obtain much of the information that they would need to obtain during the visit, giving them more focused time with 
patients. If a patient cannot fill out a questionnaire, this can be a collaborative conversation between the MA and the patient to co-
develop the agenda based on their mutual information needs. Agendas developed with the patient not only organize the visit, but 
also engage the patient to be an active member of the care team. 


Essential components  
• Develop registries to identify gaps in care. 
• Ensure notes and care plans are accessible for review. 
• Create a questionnaire to help identify what is important to the patient and what may need further assessment. 
• Train teams how to negotiate and prioritize a shared agenda with the patient. 


o Many patients with poorly controlled conditions have difficulty with prioritization and problem solving. Being a role 
model for prioritization and problem solving at every visit teaches the patient a valuable skill and is an intervention by 
itself. 


• Refer to the agenda throughout the visit and check off items as they are resolved. 
• Ensure all reasonable patient needs are satisfied at the end of the visit. 


Considerations for your practice 
• Understand that some high-risk patients may expect solutions that may be unsafe to provide, such as ongoing opioid 


requests or early refills. The team should be clear about what boundaries exist, and agree on what actions to allow and 
disallow. 


• Note that patients may have more identified concerns than there is time to address in the visit. Negotiation on how to 
handle these concerns can occur upfront in the visit (for example, bring in another team member to address issues). 


• Determine how an agenda developed electronically will merge with the visit notes so that the provider can easily see it. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide intensive self-management support for patients with poorly controlled chronic conditions 


 
Change Tactic: Provide coaching between visits  
with follow-up on care plan and goals  


Primary care teams often fail to meet the between visit needs of patients with 
unmanaged chronic health conditions. A major part of building self-management 
is ensuring that patients understand, are part of developing a treatment plan, and 
participate in the management of their chronic conditions. To do this, teams must 
incorporate coaching and follow-up into the plan. Coaching between visits and 
adequate follow-up ensure that each patient is educated about their condition, 
knows how to manage their medication, and is aware of what lifestyle behaviors 
positively and negatively affect their condition. Implementation of health 
coaching techniques to improve self-management and reduce the risk for hospital 
readmissions is a cost effective strategy to address this issue.12 


Health coaching involves five principal roles: 13 
• Providing self-management support 
• Bridging the gap between clinician and patient  
• Helping patients navigate the health care system 
• Offering emotional support  
• Serving as a continuity figure 


Essential components  
• Designate a trained team member to provide coaching resources (may be an RN, BH or specified “health coach”). 
• Introduce this person to the patient and their role in the patient’s care. 
• The patient should help develop the plan for frequency and the method of follow-up coaching (in-person, over the phone 


etc.). 
• The entire team should have access to the documentation and updates. 


Considerations for your practice 
• Interventions and approaches should be flexible to meet patient’s unique needs. 
• The entire team should have at least basic knowledge of the techniques used to reinforce the methods or tools used during 


visits. 
• Provide an up-to-date community resource list. 
• Develop a guideline to determine when the person providing the coaching needs to review the case with the team because 


improvement is not occurring or the patient is struggling to make the change. 


  


                                                                 
12 Holmes-Rovner M, Stommel M, Corser WD, et al. Does outpatient telephone coaching add to hospital quality improvement 
following hospitalization for acute coronary syndrome?  J Gen Intern Med. 2008;23:1464–1470. 
13 http://www.aafp.org/fpm/2010/0900/p24.html 


 


Online (external) resources: 
self-management support 


Partnering in Self-management Support:  
A Tool-kit for Clinicians (2009). 
http://www.improvingchroniccare.org/down
loads/selfmanagement_support_toolkit_for_
clinicians_2012_update.pdf 


Patient Self-management Tools (2016). 
http://champsonline.org/tools-
products/clinical-resources/patient-
education-tools/patient-self-management-
tools  


Stanford Chronic Disease Self-management 
Program (2016). This is an example of a peer 
lead, evidence-based support resource. 
http://patienteducation.stanford.edu/progra
ms/cdsmp.html  



http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-self-management-tools

http://patienteducation.stanford.edu/programs/cdsmp.html

http://patienteducation.stanford.edu/programs/cdsmp.html
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.3: Risk-stratified Care Management 


Change Concept: Provide intensive self-management support for patients with poorly controlled chronic conditions 


 
Measuring Success for Change Concept: Provide intensive self-management  
support for patients with poorly controlled chronic conditions 
 


Understanding how self-management support affects the patient population will assist the practice in its refinement efforts. Both 
process and outcome measures provide the necessary insight. 


Process measures 
• Number of patients receiving intensive self-management 
• Number of patients receiving training or skills for self-management of a target condition 
• Number of patients receiving peer-training or in group visits 
• Percentage of patients with a personalized goal documented for a target condition 
• Percentage of patients with an action plan for a target condition 
• Number of patients receiving intensive self-management support for a poorly controlled chronic condition 


Outcome measures 
• Quality metrics related to target conditions will yield important insight into how support for self-management affects 


outcomes.  
• Utilization measures for patients in the high-risk tier or with target conditions will also provide insight as to their effect. 
• Reduction in ED and hospitalizations 
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Resources 


Resources for Secondary Driver 1.3: Risk-stratified Care Management 
The Academy: Integrating Behavioral Health and Primary Care – The Playbook (2016). Provides a good description of its developed 
Shared Care Plan.  http://integrationacademy.ahrq.gov/playbook/about-playbook  


Care Coordination Model: Better Care at Lower Cost for People with Multiple Health and Social Needs (2011). The authors discuss 
care coordination and management of patients with the highest need for this strategy. 
http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx    


Care Management: A Review of CPC Practice Approaches (2014). Additional information on care management with CPC practice 
implementation case studies. https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=2 


Care Management: Implications for Medical Practice, Health Policy, and Health Services Research (2015). 
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/caremanagement/index.html  


Chronic Care Management Services (2015). https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/ChronicCareManagement.pdf  


Clinical Decision Support Starter Kit (2017). Order sets are used to make the ordering process more efficient and to standardize a 
level of care across the practice. This starter kit describes the use of order sets as a part of clinical decision support. 
https://www.healthit.gov/providers-professionals/implementation-resources/clinical-decision-support-starter-kit   


Collaborative Practice Agreements and Pharmacists’ Patient Care Services: A Resource for Pharmacists (2013). 
http://www.cdc.gov/dhdsp/pubs/docs/Translational_Tools_Pharmacists.pdf   


CPC On Demand Video: How to Enhance Transitions of Care (2017). In this video, you will explore the tools you can use to help in 
your effort to reduce unnecessary emergency room visits and hospital readmission rates. 
https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Longitudinal and Episodic Care Management (2017). This video describes how one practice differentiates 
between patients who need long term care management and those who need shorter term or episodic care management during 
transitions of care. https://www.youtube.com/watch?v=99bbAZn_0Uo&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=3 


CPC On Demand Video: Patient-centered Plan of Care (2017). A practice describes their tactics for care management and risk 
stratification, which helped them reach their goals. https://www.youtube.com/watch?v=LK2ILb9SgQs&index=20&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Targeted Care Management (2017). Features DTC Family Health and Walk-in (Colorado) sharing data to 
show the how care management improved care for high-risk patients. https://www.youtube.com/watch?v=wtIvLQOez-
g&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=7 


CPC On Demand Video: Using Data to Identify Patients with Behavioral Health Needs (2017). In this video, a practice talks about 
how they used data to identify the behavioral health needs of their patient population.  
https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8 


CPC On Demand Video: Using Risk Stratification to Drive Workflow (2017). This video describes one practice's experience using a 
risk-stratification methodology to determine the level of involvement for care management and to drive their care management and 
coordination workflows. https://www.youtube.com/watch?v=rOjMOJ0YnHI&t=3s 


CPC Practice Spotlight 2: SAMA Healthcare (2013). SAMA Healthcare describes its risk stratification tool and how the practice EHR 
plays a role in accomplishing this task and keeping care teams informed. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6 


CPC Practice Spotlight 6: TriHealth (2014). Using a standardized process, this practice established a four-level care management 
needs assessment as a means of identification of risk level. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=14 



http://integrationacademy.ahrq.gov/playbook/about-playbook

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx
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https://www.youtube.com/watch?v=G6s7AuHyIQs&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=8
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Resources 


CPC Practice Spotlight 7: Oregon Medical Group (2014). This group used the services of a knowledgeable psychologist to develop 
their BHI program. Article describes steps taken, including selecting the appropriate BHS professional, and the screening used to 
identify patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=17 


CPC Practice Spotlight 8: OU Physicians and Associates in Family Medicine (2014). Two CPC practices describe how they included 
medication management as a part of their primary care services. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=20 


CPC Practice Spotlight 16: Lower A1c Among Patients with Diabetes Through Standardized Team Approach (2014). One CPC 
practice in Oklahoma developed a standard approach to care management of patients with diabetes that demonstrated promising 
results. In taking a proactive approach to the care management of this population, this practice saw a notable improvement on this 
clinical quality measure. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=38 


CPC Practice Spotlight 21: Data-Driven Improvement Using Medication Management and Shared Decision Making with High-Risk 
Patients with Diabetes (2014). This health center engaged the expertise of a pharmacist as it launched an intensive diabetes 
management education program for patients with an A1c greater than 9. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=43 


CPC Practice Spotlight 22: Heeding the Signs: Know When It’s Time to Modify Your Risk Stratification Methodology (2014). This 
example shows how a practice changed its three-tier risk stratification methodology after noting some trends that the team found 
troubling. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=44 


CPC Practice Spotlight 28: It Takes a Neighborhood to Increase Medication Safety for Patients (2014). A CPC practice closed the 
gaps in its medical neighborhood by collaborating with two pharmacies. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51 


CPC Practice Spotlight 42: Critical Elements in Care Management: Process/Data, Protocols and Reinforcement/Response (2015). 
CPC Spotlight dives into the use of data for care management, as well as implementation of innovative methods of care. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=7 


CPC Practice Spotlight 49: Patient-centered Care Plan Curbs Patient’s Hospital Use, Savings to Top $150,000 (2015). This CPC 
practice in Kentucky modified a patient’s care plan to meet her needs, resulting in a large reduction in high-cost utilization and 
ultimately expenditures. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=13 


CPC Practice Spotlight 55: Measuring the Effectiveness of Behavioral Health Management (2015). Boulder Community Health in 
Boulder, Colo., included behavioral health services in its five CPC practices. To evaluate the effectiveness of the practice’s behavioral 
health services, the team of social workers tracked the PHQ-9 scores among patients with moderate and severe depression following 
treatment. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18 


CPC Practice Spotlight 57: Shared Decision Making Can Be Part of Behavioral Health (2015). Vanguard Medical Group (Verona, N.J.) 
has an imbedded behavioral specialist. The use of a shared decision aid assists the patient and practice team to decide if use of 
medication for depression is the best option. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=20 


CPC Practice Spotlight 65: Social Worker Contributes to Collaborative, Team-based Care Management (2016). Stillwater Medical 
Physicians Clinic (Okla.) finds that the addition of a social worker to their care management team positively affects the services 
provided to the patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=26 


CPC Practice Spotlight 72: Small Practice Leverages Team-based Care and Care Management (2016). Learn how this Ohio solo 
practitioner’s care management strategy led to reduced hospital admissions and ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=30 


DIAMOND for Depression (2016). ICSI's DIAMOND (Depression Improvement Across Minnesota, Offering a New Direction) program 
united a physician, care manager and consulting psychiatrist to provide a team-based model for caring for patients with depression 
in the primary care clinic. https://www.icsi.org/about_icsi/legacy_work/diamond_for_depression/   


DIAMOND Study Findings (2014). Study results of the model, implemented in almost 100 clinics. 
https://www.icsi.org/_asset/nn70fc/ICSI-DIAMOND-Study-Finding-6-4-14.pdf  
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Resources 


FP Credits CPC Initiative With Practice Turnaround, AAFP (2016). http://www.aafp.org/news/macra-ready/20161116cpcplus.html   


A Guide to Evidence-Based Practices. SAMHSA-HRSA (2016). http://www.samhsa.gov/ebp-web-guide  


Improving Care for Complex Patients: The Role of the RN Care Manager (2012). 
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Supplement-Evidence-Based-Care.pdf   


Integrating Comprehensive Medication Management to Optimize Patient Outcomes, PCPCC Resource Guide, Second Edition (June 
2012). https://pcpcc.org/sites/default/files/media/medmanagement.pdf.  


Medicare Medication Therapy Management (2016). Medicare has a standardized format for medication therapy management for 
those participating in Medicare Part D. It includes a cover letter, medication action plan and personal medication list. 
https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Memo-Contract-Year-2017-
Medication-Therapy-Management-MTM-Program-Submission-v-040816.pdf  


Medicare Part D Medication Therapy Management Program Standardized Format (2012). A written summary of a comprehensive 
medication review. https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/MTM-
Program-Standardized-Format-English-and-Spanish-Instructions-Samples-.pdf   


Partnering in Self-management Support: A Tool-kit for Clinicians (2009). 
http://www.improvingchroniccare.org/downloads/selfmanagement_support_toolkit_for_clinicians_2012_update.pdf  


Patient Self-management Tools (2016). http://champsonline.org/tools-products/clinical-resources/patient-education-tools/patient-
self-management-tools  


PHQ-2. This questionnaire is used as the initial screening test for major depressive episodes. 
https://integrationacademy.ahrq.gov/sites/default/files/PHQ-2_0.pdf .  


PHQ-9. A multipurpose questionnaire for screening, diagnosing, monitoring and measuring the severity of depression. 
https://integrationacademy.ahrq.gov/sites/default/files/PHQ-9_0.pdf  


Recognition and management of dementia. In: Evidence-based geriatric nursing protocols for best practice, AHRQ National 
Guidelines Clearinghouse (2012). This provides tools to screen for dementia. https://www.guideline.gov/summaries/summary/43921  


Risk Stratification Implementation Guide (2014). This guide captures how CPC practices tested and implemented their risk-
stratification methodologies. Includes sample tools. https://downloads.cms.gov/files/cmmi/cpci-combined-
implementationguide.pdf#page=35 


SAMHSA National Registry of Evidence-based Programs and Practices (2016). http://www.samhsa.gov/nrepp  


SBIRT (Screening Brief Intervention and Referral to Treatment) - A Primary Care Tool to Assess for Substance Use Disorder (2016). 
Tool used to identify patient who are moderate or high risk users with the goal of early intervention to prevent health problems 
related to Substance Use Disorder. http://ejournal.tnmed.org/cgi/viewcontent.cgi?article=1039&context=home  


Screening Tools, SAMHSA-HRSA Center for Integrated Health Solutions (2016). This site offers multiple screening tools for behavioral 
health concerns that may be used in the primary care setting. http://www.integration.samhsa.gov/clinical-practice/screening-tools   


Stanford Chronic Disease Self-management Program (2016). This is an example of a peer lead, evidence-based support resource.  
http://patienteducation.stanford.edu/programs/cdsmp.html  


Tips and Strategies for Billing for Mental Health Services in a Primary Care Setting (2017). 
http://www.sprc.org/sites/default/files/tipsandstrategiesforbilling.pdf   
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		Change Tactic: Conduct regular case reviews for at-risk or unstable patients  and those who are not responding to treatment

		Change Tactic: Ensure regular communication and coordinated workflows  between primary care and behavioral health providers

		Change Tactic: Use a registry or EHR registry functionality to support active care management  and outreach to patients in treatment

		Change Tactic: Integrate behavioral health with medical documentation into plans of care



		Measuring Success for Change Concept:  Offer integrated behavioral health services to support patients with behavioral health needs, dementia and poorly controlled chronic conditions

		Change Concept: Manage medications to maximize efficiency,  effectiveness and safety

		Change Tactic: Integrate a pharmacist into the care team

		Change Tactic: Reconcile and coordinate medications and provide medication management  across transitions of care settings and providers

		Change Tactic: Conduct periodic, structured medication reviews

		Change Tactic: Provide medication self-management support  and medication action plans

		Change Tactic: Provide collaborative drug therapy management for selected conditions or medications



		Measuring Success for Change Concept:  Manage medications to maximize efficiency, effectiveness and safety

		Change Concept: Provide intensive self-management  support for patients with poorly controlled chronic conditions

		Change Tactic: Develop a shared visit agenda with the patient

		Change Tactic: Provide coaching between visits  with follow-up on care plan and goals



		Measuring Success for Change Concept: Provide intensive self-management  support for patients with poorly controlled chronic conditions



		Resources for Secondary Driver 1.3: Risk-stratified Care Management
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Change Concepts for patient 
and caregiver engagement 


• Shared decision making 
• Engage patients and families 


 


CPC resources related to 
shared decision making 


Pathways to Patient and Family 
Engagement in CPC Practices (2015). This 
guide from the National Partnership for 
Women & Families focuses on patient 
experience survey data, quality improvement 
teams and developing shared decision 
making tools. 
https://innovation.cms.gov/Files/x/cpci-
patientfamengresource.pdf 


 


Head1 


Secondary Driver 1.4:  
Patient and Caregiver Engagement 
Engaging patients and families simply means involving them in 
every step of the care process. Engagement is at the heart of 


primary care because patients control the behaviors that improve their own 
health outcomes. Whether they choose to take their medications, exercise more or eat healthier foods is exclusively in their control. 
Communication is the primary “intervention” that CPC teams used to engage patients and families with the goal of motivating 
patients to engage in these beneficial behaviors with the help of motivated CPC team members. Patients shared their issues, and the 
teams listened. The teams then worked with each patient to develop a plan that made sense within that particular patient’s life to 
resolve their specific issue. This new approach required changes to the traditional engagement model. Over time, teams developed 
additional tools and processes to enhance and encourage engagement at every 
interaction with the care team.  


CPC practices were frequently surprised that just asking patients and families to 
engage in process improvement led to significant positive changes in the practice 
for both patients and team members. Some practices turned to their Patient and 
Family Advisory Councils (PFACs) to solicit feedback on everything from health 
literature to how the office staff answered the phones. Providers reported that 
patients and families felt invested not only their care but in the practice’s 
continuing success as well.  


The phases of the work in CPC: 
1. Practices focused on improving the patient experience. Practices did this by 


using brief, quarterly administered in-office surveys or by developing a PFAC 
that would meet at least quarterly. 


2. Practices opted for a hybrid approach by using practice surveys in tandem 
with a PFAC. Practices would share survey results with the PFAC or turn to the 
council for ideas on improving the patient experience. Practices also began 
sharing with their patient population the survey results or improvements 
sparked by the PFAC’s suggestions.  


3. Practices engaged patients in shared decision making for preference-sensitive 
conditions. They started by selecting one condition and decision aids for that 
condition to use with patients and families. Practices altered workflows to 
identify eligible patients and ensure shared decision making conversations 
took place. 


4. Practices expanded shared decision making to at least one more preference-
sensitive condition. 


5. Practices acquired insight on the effectiveness of their patient experience and 
shared decision making activities. These sources included outcomes data, 
utilization data as well as in-house tracking of decision aids and successful 
referrals for preventive screenings and treatments. 


 


 


Online (external) 
resources for patient and 
family engagement 


Patient and Family Engagement in Primary 
Care, AHRQ (2016). This guide offers tools to 
help practices with patient engagement. 
http://www.ahrq.gov/professionals/quality-
patient-safety/patient-family-
engagement/pfeprimarycare/interventions.h
tml  


Enhanced Support for Shared Decision 
Making Reduced Costs of Care for Patients 
with Preference-Sensitive Conditions 
(2013). This article describes outcomes from 
a study focusing how shared decision making 
provided by health coaches resulted in 
population cost savings.  
http://content.healthaffairs.org/content/32/
2/285.full.html  



https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://content.healthaffairs.org/content/32/2/285.full.html

http://content.healthaffairs.org/content/32/2/285.full.html
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Implementation tips for 
shared decision making 


• Select preference-sensitive 
conditions/screeners 
common in your practice (i.e., 
mammogram).  


• Select decision aids that are 
applicable to your population.  


• Select decision aids based on 
the latest guidelines and 
evidence.  


• Vet your decision aids 
through the PFAC, if possible. 


• Complete staff training on 
communication and aids. 


• Develop workflows specific to 
your practice team and 
population. 


• Test processes and adjust as 
needed. 


 


Change Concept: Shared Decision Making 
 


While many CPC providers were adamant that shared decision making had always 
been part of caring for their patients, many found that adding a decision aid to the 
conversation advanced the patient-provider relationship to a new level. When 
conversations are balanced with providers acting as the specialists in clinical 
evidence, and patients are acting as the “specialists” in what works best in their lives, 
shared decision making fosters truly patient-centered care. Patients become being 
fully engaged, informed and effective partners in their health care. 


Shared decision making is used effectively for any health condition with multiple 
options for screening or treatment. These options may involve significant tradeoffs 
among different possible outcomes for each treatment. Allowing patient preferences 
to influence the selection of options increases the patient's dedication to the choices. 
Evidence shows that shared decision making benefits all patients, regardless of age 
or education.1 


CPC practices often used formal decision aids that provided evidence for treatment 
and screening options to facilitate a shared decision making conversation. These 
tools provided objective clinical evidence and did not directly advise or advocate for 
any one option. These aids helped patients make informed, values-based decisions 
with their provider. 


 
Change tactics CPC practices have used: 


• Engage patients in shared decision making about risk and benefits of care options in preference-sensitive conditions 
• Use evidence-based decision aids to support shared decision making 


 


 
                                                                 
1 “Shared Decision Making” in Patient Education and Counseling 50(3):229-30, Aug. 2003, Theo Schofield; Elwyn, G.; Edwards, A.; 
Visser, A. 
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CPC resources related to 
shared decision making 


Shared Decision Making: An In-Depth 
Review of the Critical Elements for Success 
(2014). This CPC Implementation Guide 
provides an overview of the task and 
examples from CPC practices. 
https://downloads.cms.gov/files/cmmi/cpci-
combined-
implementationguide.pdf#page=58 


CPC Practice Spotlight 4: Primary Care 
Partners (2014). This Colorado practice 
describes its workflow for shared decision 
making. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=10 


CPC Practice Spotlight 13: Grants Pass Clinic 
(2014). Using Mayo Clinic tools, this Oregon 
practice finds shared decision making 
standardizes conversations with patients.  
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=32 


 Change Tactics:  
 


Engage patients in shared decision making about risk and benefits of care 
options in preference-sensitive conditions 


Use evidence-based decision aids to support shared decision making  


When patients are involved in making decisions about their health care options, 
benefits include increased patient knowledge and understanding, less anxiety 
over the care process, improved health outcomes, reductions in unwarranted 
utilization in care and costs, and greater alignment of care with patients’ values.2  


One way to implement this shared decision approach is by using validated, tested 
decision aids. Aids include written materials, videos or interactive electronic 
presentations. Aids can inform patients and their families about options for their 
care and potential outcomes, benefits and possible side effects in a way that they 
can understand. Aids can also support patient understanding of the health care 
team’s skills.  


CPC practices identified at least three preference-sensitive health conditions, 
decisions or tests of focus for shared decision making. The following is a list of 
options presented, although practices were free to pursue other options that met 
the definition of a preference-sensitive condition. Preference-sensitive care 
includes testing or treatments that involve significant tradeoffs for the patient 
regarding their quality and/or length of life.3 
 
Therapeutic options in management 


• Adult sinusitis 
• Care preferences over the life continuum (e.g., end-of-life decisions and 


advance care planning) 
• Chronic pain 
• Chronic stable angina 
• Insomnia 
• Low back pain (acute or chronic) 
• Mild depression 
• Osteoarthritis of the hip or knee 
• Osteoporosis management and medication choices 
• Tobacco cessation choices in approach (e.g., classes, medication) 


  


                                                                 
2 David Arterburn, Robert Wellman, Emily Westbrook, Carolyn Rutter, Tyler Ross, David McCulloch, Matthew Handley, 
and Charles Jung, “Introducing Decision Aids at Group Health Was Linked to Sharply Lower Hip and Knee Surgery Rates 
and Costs,” Health Affairs 31, no. 9 (2012): 2094–2104; Annette M. O’Connor, Carol L. Bennett, Dawn Stacey, Michael Barry, 
Nananda Col, et. al., “Decision Aids for People Facing Health Treatment or Screening Decisions,” The Cochrane Database of 
Systematic Reviews, Issue 3, (2009). 
3 Preference-Sensitive Care. Dartmouth Atlas (2007). http://www.dartmouthatlas.org/downloads/reports/preference_sensitive.pdf  


 


Online (external) resources 
for shared decision making 


Healthwise: Boost shared decision making 
(2016). Link to the Healthwise tools, 
including ability to create a demo login. 
http://www.healthwise.org/products/decisio
naids.aspx. 


Helping Patients Make Decisions about 
Screening (2016). American Cancer Society 
shared decision aid for PSA screening. 
http://www.cancer.org/healthy/informationf
orhealthcareprofessionals/prostatemdclinici
ansinformationsource/helpingpatientsmaked
ecisionsaboutscreening/index. 



https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=58

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=58

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf#page=58

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32

http://www.dartmouthatlas.org/downloads/reports/preference_sensitive.pdf

http://www.healthwise.org/products/decisionaids.aspx

http://www.healthwise.org/products/decisionaids.aspx

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index
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CPC resources related to 
shared decision making 


CPC Practice Spotlight 52: A Small Practice 
and Shared Decision Making: Start Simple 
to Scale Up (2015). This small practice has 
developed a reproducible workflow for use 
of shared decision aids and tracks the data in 
its EHR for analysis using dummy codes. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=16 


CPC On Demand Video: Shared Decision 
Making – Informing Decisions and 
Decreasing Costs (2017). This practice shares 
its process and outcomes to implementation 
of low back pain share decision making, 
including how cost of care decreased. 
https://www.youtube.com/watch?v=QIrBJH
FxAUw&feature=youtu.be 


Medication choices 
• Antibiotic use 
• Anticoagulation for atrial fibrillation 
• Asthma management 
• Congestive heart failure management 
• COPD management 
• Diabetes management 
• Hypertension management 
• Statin use 


 
Screenings 


• Colon cancer screening strategies 
• Lung cancer screening 
• Mammography for patients age 40 – 49 or over the age of 75 
• Prostate cancer screening 


 
Essential components 


• Look for easily understood, culturally appropriate decision aids based 
on the latest evidence and guidelines. 


• Select decision aids that integrate easily into the practice workflow (e.g., every visit starts with up front agenda setting and 
a particular diagnosis triggers the offering of a specific decision aid). 


• Use a simple approach that is easy to follow for your team. AHRQ defines five essential steps with Shared Decision Making4: 
1. Seek your patient’s participation. 
2. Help your patient explore and compare treatment options. 
3. Assess your patient’s values and preferences. 
4. Reach a decision with your patient. 
5. Evaluate your patient’s decision. 


Considerations for your practice 
• Use quality or payer data to help you identify potentially high-yield 


areas appropriate for shared decision making aids. These are examples 
of high priority areas: 
o Large number of patients with the condition (high volume) 
o Potential for significant cost associated with care (low-volume, high-


cost area) 
o Effect on quality 
o Significant effect on cost to patient 


• Consider multiple formats for easy accessibility when selecting decision aids, such as online videos or recordings.  
• Ensure your decision aid demonstrates an evidence-based framework by referring to sites like the International Patient 


Decision Aid Standards (IPDAS) for guidance (see inset to right for link).  
• Refer to AHRQ’s SHARE approach for training materials (see green resources box for links). 
• Load resources into the portal and train staff and patients how to access them. 
• Find external training aids and resources that are widely available. Practices rarely need to create their own decision aids.


                                                                 
4 The SHARE Approach. (2016). http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html 


 


Online (external) resources for 
shared decision making 


International Patient Decision Aid Standards 
(IPDAS) Collaboration (2015). 
http://ipdas.ohri.ca/  


The SHARE Approach (2016). 
http://www.ahrq.gov/professionals/educatio
n/curriculum-
tools/shareddecisionmaking/index.html  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be

https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

http://ipdas.ohri.ca/

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html
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Measuring Success for Change Concept: 
Shared decision making 
 


These process measures can help your practice identify whether current practices are having the desired effect: 
• Determine how many patients with the selected preference-sensitive condition received the shared decision aid (SDA). 


o Measure the use of SDAs with a run chart to follow counts of use over time. 
• Measure how frequently patients access or download SDAs from your patient portal. Use this data to promote use of the 


portal for this information, and educate your team about how patients may be willing to access information this way. 
• See how many patients who reviewed the SDA also participated in a decision making conversation with their providers. 


How many made an informed decision? 
• Find out how many of your SDAs align with your efforts to improve quality and reduce inappropriate cost and utilization. 
• Figure out if the use of the decision aid affects the length of visit (cycle time) for patients. Does it add significantly to their 


time in the office? What decision aid delivery methods work best for your patients and your practice: in-office or in-home 
decision aids? 


Outcome measures are helpful in evaluating the use of Shared Decision Making (SDM): 
• Determine what the effects are on the relevant quality measures related to your SDA: 


o Rates of patients receiving mammograms, colorectal screening, PSA, MRIs other testing 
o Diabetes measures for patients using decision aids for treatment choices  
o Cardiovascular measures 


• What is the effect on utilization data resulting from your SDM process? 
• What is the effect on cost data resulting from your SDM process? 
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Implementation tips for 
engaging families 


• Prepare the practice and 
cultivate an environment of 
improvement. 


• Establish a work team to 
select a survey and recruit for 
a Patient and Family Advisory 
Council. 


• Choose a method of assessing 
patient experience that is the 
best fit your practice. 


• Communicate to staff about 
how feedback will influence 
change in the practice. 


• Identify a person or 
organization to analyze data 
from surveys and track 
feedback from the PFAC. 


• Set goals for patient 
satisfaction data. 


• Identify a dedicated person to 
lead improvement efforts. 


• Select methods to 
communicate changes to 
practice teams. 


• Send out relevant and 
consistent communication. 


• Evaluate process. 


Change Concept:  
Engage patients and families to guide  
improvement in the system of care 


Your patients’ and their families’ input is fundamental to fostering growth and 
improvement at all levels in your practice. Listen to them and include them as your 
practice strives to improve the patient experience as well as processes, procedures 
and the delivery of care. This ensures the patient perspective helps drive meaningful 
and effective improvements. 


CPC practices that invited patients to participate in improvement efforts found that 
the patients were valued, contributing partners in how the practice delivered care. 
However, involving patients in improvement is not easy or intuitive. This engagement 
involves significant, intentional changes in both practice culture and logistics. It 
requires intentional listening and willingness to be transparent with patients, 
including sharing survey data and PFAC feedback. 


Engaging patients and families in designing care is not simply a polite gesture. CPC 
practices reported it was extremely valuable for understanding and motivating 
changes in their practices to best meet their patients’ needs. 


 


Change tactics CPC practices have used: 
• Regularly assess the patient experience of care through surveys, advisory 


councils and/or other mechanisms 
• Communicate to patients and families the changes the practice is 


implementing 
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CPC resources related  
to patient experience 


Key Steps for Creating Patient and Family 
Advisory Councils in CPC Practices, NPWF 
(2015). Written by the National Partnership 
for Women & Families, this guide focuses on 
initiating and maintaining PFACs. 
https://downloads.cms.gov/files/cmmi/path
waysguide-programyr2015.pdf  


CPC On Demand Video: Principles for 
Patient and Family Engagement (2017). How 
practices can integrate patients and families 
into the fabric and function of their practice, 
for a mutually beneficial relationship. 
https://www.youtube.com/watch?v=wkYj4k
7_ay0&index=1&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 10: CapitalCare 
Medical Group (2014). Choosing a PFAC to 
improve patient experience, this medical 
group shares how it planned, recruited for 
and gleaned insights from the council input 
to make changes in their practices. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=25 


CPC Practice Spotlight 25: One-Two 
Combination of Surveys and PFAC Guide: 
This Practice’s Implementation of Patient-
centered Changes (2014). This Ohio practice 
uses both surveys and a PFAC to drive 
change in its clinic. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=48 


CPC Practice Spotlight 51: Developing a 
Highly Effective PFAC Over Time: How 
Structure and Transparency Foster Useful 
and Actionable Feedback (2015). After an 
initial PFAC proved ineffective, this practice 
regrouped its efforts and recruited a diverse, 
engaged PFAC that provided new insight on 
how patients viewed the practice’s 
performance. The PFAC has become an 
essential voice in this practice’s 
improvement efforts. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=15 


Change Tactic: Regularly assess the patient experience of care through 
surveys, advisory councils and/or other mechanisms  


Since patients are the center of any primary care practice, surveying patients and 
forming a PFAC allows patients to play an integral role in where, when and how 
to improve. Their unique perspective helps address inefficiencies and reduce 
barriers. Practices could choose to use only one method, but many found using 
both provided broader insight into the patient experience as well as more 
specific, actionable items for the practices to address.  


Regular, timely assessments are as important as the assessments itself. With 
ever-changing expectations of technology, quality and convenience, frequent 
check-ins with your patients are more important than ever. As other patients age 
or their health statuses change, their needs and expectations for care will also 
change. Practices cannot track these trends in their patient populations without 
regular measurement of some kind. 


Further, the effort your practice makes in reaching out to patients demonstrates 
your commitment to the quality of their care. It sets the example to your staff 
and shows the community that your practice is interested in quality and 
continuous improvement. 


Surveys 
Well-designed surveys can provide the quantitative feedback necessary to learn 
what patients perceive as areas that need improvement and what works well for 
your patients. Surveys are also useful in gauging how a large part of your patient 
population is reacting to changes in your practice.  


PFACs  
A high-functioning PFAC delivers valuable qualitative input that can help shape a 
practice’s improvement efforts. When a cross-section of your practice population 
is represented in the PFAC, your practice can gather a range of feedback as well 
as have the opportunity to dig into the “how” and “why” of the patients’ 
feedback. Some CPC practices chose to bring CAHPS data and other patient 
experience data to their PFACs to explore viable solutions to address patients’ 
concerns.  


Essential components 
• Patient Surveys 


o Choose a tool based on its brevity, clarity and consistency.  
o Administer it regularly, preferably at the point of contact, to capture 


the widest voice of the patient population. 
o Surveys should cover the quality of care, accessibility of care and 


interpersonal issues (e.g., “Do we treat you with care and 
respect?”). 


o Strive for a sample size that represents at least 30% of the patient 
population. 



https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15
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o Ask this essential question: “How satisfied are you with your care team?” 
o Collect demographic data to ensure the responses represent a cross-section of your practice demographics. 
o Ensure respondents’ anonymity as much as possible. 
o Review survey results regularly. 
o Implement suggested changes quickly once the practice improvement team and/or PFAC has vetted them. 


 
• PFACs 


o Establish a mission, vision and goals for your PFAC. 
o Select moderators to create the agenda and guide the direction for the PFAC. 
o Make sure the logistics are clear and consistent. 
o Use a planned agenda for PFAC meetings to guide the discussion. 
o Define qualifications and responsibilities for PFAC members. 
o Invite PFAC members who represent a cross-section of your patient population. Consider gender, age, ethnic group, 


professional affiliation and other characteristics specific to your patient population. 
o Hold meetings at least quarterly. 
o Take swift action on recommendations and update the PFAC on progress. 


 


Considerations for your practice 
• Create a distribution method for the survey, such as mail or a drop box in the clinic. 
• Seek out experts for assistance with the survey process, if needed. 
• If the practice chooses to develop a survey tool, ask the PFAC to review it for clarity and usefulness. 
• Explore online platforms for collecting patient input, including social media (e.g., Facebook, Twitter), a comments section 


on the practice website or online surveys. 
• Evaluate if you can use patient surveys in conjunction with a PFAC to glean the most actionable data. 
• Add community partners and rotate staff members on the PFAC to build collaboration and receive broad feedback. 
• A physician presence in early meetings is necessary to emphasize to PFAC members their support for this work, but 


physicians can inhibit frank discussions if they are present throughout the meeting. 
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CPC resources related to 
patient experience 


CPC On Demand Video: Using Patient 
Feedback to Drive Practice Change (2017).  
The role of the PFAC at this large clinic has 
evolved over time to a very real presence in 
the practice. Educational bulletin boards are 
one example of how the PFAC wished to 
develop tools that spoke to individuals and 
not be generic. https://youtu.be/6_maGI-
MKfk. 


Change Tactic: Communicate to patients and families  
how the practice is implementing changes 


Inform patients, families and caregivers of how their input has sparked specific 
efforts for improvement in your practice. This acknowledges they are influencing 
patient-centered changes in the practice, and it increases their engagement with 
the practice.  


Multiple methods can effectively convey this information. CPC practices 
communicated with patients using several approaches: 


• Practice newsletter 
• Practice website 
• Patient portal 
• Posters in the office waiting room 
• Social media (Facebook, Twitter, others as appropriate) 
• Updated hold messaging on the phone lines 


Essential components  
• Use multiple methods to communicate with patients. 
• Create a process to vet all information received from the various 


sources. 
o Suggestions include a patient experience team, a PFAC, quality 


committee or others as appropriate for the practice. 
• Survey patients on their preferred communication methods.  


Considerations for your practice 
• Think through your patient demographics when choosing methods to communicate (i.e., seniors or economically 


disadvantaged patients may not have email). 
• Consider multiple means of communication to reach the widest number of patients. 


 


 


Online (external) 
resources for PFACs 


Creating Patient and Family Advisory 
Councils, Institute for Patient and Family 
Centered Care (2010). IPFCC outlines process 
steps for creating PFACs. 
http://www.ipfcc.org/resources/Advisory_C
ouncils.pdf 



https://youtu.be/6_maGI-MKfk

https://youtu.be/6_maGI-MKfk

http://www.ipfcc.org/resources/Advisory_Councils.pdf

http://www.ipfcc.org/resources/Advisory_Councils.pdf
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Change Concept: Engage patients and families to guide improvement in the system of care 
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Measuring Success for Change Concept: 
Engage patients and families to guide improvement in the system of care 
 


As you measure the result of your activities to engage patients and families, it is helpful to create a run chart and regularly 
communicate this to your practice team. Show the measurement results to patients as a means of eliciting their engagement in 
these activities. 


The questions below are examples of the kinds of data that can help you gain a greater understanding of your patient experience 
process: 


• What is your response rate to vendor-administered surveys? 
• How many ideas for change have emerged from these surveys? 


o Of these ideas, how many have been implemented or tested?  
o Of those implemented, is there a measure of change? 


• What is your attendance rate at your PFAC meetings? 
• How many ideas for change are emerging from PFAC meetings?  


o Of these ideas, how many have been implemented or tested?  
o Of those implemented, is there a measure of change? 


• What tangible products has the practice created from your PFAC’s recommendations? 
• How many patients have requested to participate in your PFAC?







Resources 
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Resources for Secondary Driver 1.4: Patient and Caregiver Engagement 
CPC On Demand Video: Principles for Patient and Family Engagement (2017). How practices can integrate patients and families into 
the fabric and function of their practice, for a mutually beneficial relationship.  
https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Shared Decision Making – Informing Decisions and Decreasing Costs (2017). This practice shares its process 
and outcomes to implementation of low back pain share decision-making, including how cost of care decreased. 
https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be 


CPC On Demand Video: Using Patient Feedback to Drive Practice Change (2017). This practice initially worked with their PFC on 
workflows and signage. Expanded to patient education and outreach. Helped add the patient voice. https://youtu.be/6_maGI-MKfk.  


CPC Practice Spotlight 4: Primary Care Partners (2014). This Colorado practice describes its workflow for shared decision-making. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10 


CPC Practice Spotlight 10: CapitalCare Medical Group (2014). The ten CPC practices in this upstate New York group chose Patient 
and Family Advisory Council as their option to improve patient experience.  They share how they planned, recruited for and gleaned 
insights from the council input to make changes in their practices. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25 


CPC Practice Spotlight 13: Grants Pass Clinic (2014). Using tools from the Mayo Clinic, this Oregon practice finds shared decision-
making standardizes conversations with patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32 


CPC Practice Spotlight 25: One-Two Combination of Surveys and PFAC Guide: This Practice’s Implementation of Patient-centered 
Changes (2014). This Ohio practice uses both surveys and a PFAC to drive change in its clinic. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48 


CPC Practice Spotlight 51: Developing a Highly Effective PFAC over Time: How Structure and Transparency Foster Useful and 
Actionable Feedback (2015). This independent practice in Batesville, Ark. made changes to their PFAC over time, resulting in their 
“chronically displeased” council members becoming cheerleaders due to the transparency and positive results the group has on 
practice improvement. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15 


CPC Practice Spotlight 52: A Small Practice and Shared Decision Making: Start Simple to Scale Up (2015). This small practice has 
developed a reproducible workflow for use of shared decision aids and tracks the data in its EHR for analysis using dummy codes. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16 


Creating Patient and Family Advisory Councils, Institute for Patient and Family Centered Care (2010). IPFCC outlines process steps 
for creating PFACs. http://www.ipfcc.org/resources/Advisory_Councils.pdf  


Enhanced Support for Shared Decision Making Reduced Costs of Care For Patients With Preference-Sensitive Conditions (2013). 
This article describes outcomes from a study focusing how shared decision making provided by health coaches resulted in 
population cost savings. http://content.healthaffairs.org/content/32/2/285.abstract  


Healthwise: Boost shared decision making (2016). Link to the Healthwise tools, including ability to create a demo login. 
http://www.healthwise.org/products/decisionaids.aspx.  


Helping Patients Make Decisions about Screening (2016). This link leads to the American Cancer Society shared decision aid for PSA 
screening. 
http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmak
edecisionsaboutscreening/index. 


International Patient Decision Aid Standards (IPDAS) Collaboration (2015). http://ipdas.ohri.ca/  



https://www.youtube.com/watch?v=wkYj4k7_ay0&index=1&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=QIrBJHFxAUw&feature=youtu.be

https://youtu.be/6_maGI-MKfk

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=25

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=32

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=48

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=15

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

http://www.ipfcc.org/resources/Advisory_Councils.pdf

http://content.healthaffairs.org/content/32/2/285.abstract

http://www.healthwise.org/products/decisionaids.aspx

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://www.cancer.org/healthy/informationforhealthcareprofessionals/prostatemdcliniciansinformationsource/helpingpatientsmakedecisionsaboutscreening/index

http://ipdas.ohri.ca/
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Key Steps for Creating Patient and Family Advisory Councils in CPC Practices, NPWF (2015). Written by the National Partnership for 
Women & Families, this guide focuses on initiating and maintaining PFACs.  https://innovation.cms.gov/Files/x/cpci-
patientfamengresource.pdf 


Pathways to Patient and Family Engagement in CPC Practices (2015). This guide from the National Partnership for Women & 
Families focuses on patient experience survey data, quality improvement teams and developing shared decision-making tools. 
https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf.  


Patient and Family Engagement in Primary Care, AHRQ (2016). This guide offers tools to help practices in their patient engagement 
journey. http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html  


The SHARE Approach (2016). http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html 


Shared Decision Making: An In-Depth Review of the Critical Elements for Success (2014). This CPC Implementation Guide provides 
an overview of the task and examples from CPC practices. https://downloads.cms.gov/files/cmmi/cpci-combined-
implementationguide.pdf#page=58 


 



https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

https://innovation.cms.gov/Files/x/cpci-patientfamengresource.pdf

http://www.ahrq.gov/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/interventions.html

http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf%23page=58

https://downloads.cms.gov/files/cmmi/cpci-combined-implementationguide.pdf%23page=58
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


 


 Chapter opening 


Secondary Driver 1.5:  
Coordination of Care Across the Medical Neighborhood 


This secondary driver focuses on providing care coordination across the medical 
neighborhood. The purpose of care coordination is to facilitate smooth 
transitions of care through well-organized processes and workflows across 
various providers and organizations in the medical neighborhood. 


The phases of the work in CPC: 
• Initially in CPC, practices focused much of their effort on managing the 


day-to-day needs of all the patients equally but later focused efforts on 
patients identified as highest risk according to their risk stratification 
system. 


• Using tools and data they were developing as part of their CPC work, 
practices also began to identify sub-populations that may need specific 
resources or services. 


• As practices identified populations, such as those with chronic 
conditions, they began to define aspects of optimal care and to develop 
programs to effectively plan and accomplish proactive care. 


• Leveraging the entire team became an essential strategy to meet population health needs efficiently and effectively.  
 


 


Change Concepts for coordination 
of care across the medical 
neighborhood 


• Establish standard operations to manage 
transitions of care  


• Establish effective care coordination and 
active referral management  


• Ensure a bilateral exchange of necessary 
patient information to guide patient care 


• Develop pathways to neighborhood/ 
community-based resources to support 
patient health goals 


• Manage referral networks to meet 
behavioral health needs not available in 
the primary care practice 


Care Coordination and the 
Medical Neighborhood  


• Care Coordination integrates 
care among medical 
neighbors by closing gaps and 
ensuring seamless transitions.   


• 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 CPC Comprehensive Implementation Guide — Secondary Driver 1.5: Coordination of Care 2 


Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish standard operations to manage transitions of care 
 
 


Implementation tips for 
standard operations and 
transitions of care  


• Establish leadership to support 
operations. 


• Review data to understand 
frequency of transitions. 


• Build an implementation team 
that will test changes and will be 
early adopters. 


• Develop data-driven systematic 
monitoring and tracking. 


• Define reliable operations and 
processes (identification and 
tracking of patients needing 
transition). 


• Develop protocols for follow-up 
communication related to 
transitions of care. 


• Develop documentation. 
• Develop a communication plan 


and training for personnel. 
• Assign responsible team 


members. 
• Track consistency of progress 


and iterate as needed. 


 


Change Concept: Establish standard operations 
to manage transitions of care 


 
When a patient undergoes a transition in care there is a real danger of care 
fragmentation. Standard operations for care coordination make certain that all 
team members, ancillary providers, involved family members and the patients 
themselves are clear about what care is provided, by whom and when. When 
operations are well organized and consistent, it eliminates redundancy and 
duplication of services and keeps the member at the center of the care provided. 
A care transition is when total care of the patient transfers from one facility to 
another. The following are examples of care transitions: 


• Hospital or emergency department (ED) discharge 
• Urgent care to/from primary care 
• Hospital to/from skilled care, extended care or rehab 
• Skilled, extended or rehab care to/from home care 


It is during these times of transition the communication between the primary 
care office and other providers of care decreases the opportunity for errors or 
adverse events to occur. 


 
The authors of “Reducing Care Fragmentation,” a publication from Improving 
Chronic Care state all referrals and transitions should meet the six aims of the 
Institute of Medicine (IOM).1 Practices developing their care coordination 
programs will want to ensure they meet the following aims:  


• Timely – Patients receive care from other facilities or specialists without  
unnecessary delays 


• Safe – all referrals and transitions are managed in a manner that 
prevents harm to the patient 


• Effective – All care is based on evidence-based knowledge and carried 
out in such a way that is most beneficial to the patient 


• Patient-centered – the patient’s needs and preferences are considered at all times 
• Efficient – Restrict referrals and transitions to those that will most likely benefit patients and avoid duplication of services 
• Equitable – Complete all referrals and transitions in a manner that does not vary based on personal characteristics of 


patients 
 


Change tactics CPC practices used: 
• Partner with community or hospital-based transitional care services 
• Transmit relevant medical information between facilities within the medical neighborhood 


  


                                                                 
1 Reducing Care Fragmentation. http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf 



http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish standard operations to manage transitions of care 
 
 


 


CPC resources related  
to transitional care services 


CPC Practice Spotlight 29: Care Compacts 
Can Work with Various Health Partners 
(2014). This small independent practice set 
up a meeting with local hospitals, home 
health agencies and extended care facilities 
to deal with gaps in transitions of care. Use 
of a collaboration agreement and bi-
directional communication has benefited 
their patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.p
df#page=52 


Change Tactic: Partner with community or hospital-based transitional care services 


Working within a medical neighborhood to transition patients between hospital-
based care and community support services creates consistent pathways for 
communication between care facilities, reduces confusion over which 
medications should be used, and ensures discharge plans are followed up on and 
are consistent. Ultimately, this reduces complications and confusion for both 
providers and patients. Developing a partnership that defines the roles of both 
organizations standardizes the process, making it easier to identify and solve 
problems. This is a goal for all facilities, not just primary care.  


Essential components 
• Identify community facilities used by your patient population. Include 


hospitals, urgent care centers, skilled nursing, extended care, behavioral 
health (BH) organizations and rehabilitation facilities. 


• Meet with key staff from each facility’s leadership, admissions and 
hospital ED. Include a member of their IT department if possible. These individuals will be instrumental in formatting the 
flow of communication between your practice and the facility. 


• Develop a clear work stream with designated points of contact for the patient, caregivers and facility. This may include 
standardization of medication reconciliation, arranging an office visit if 
needed, etc. 


• Settle upon a formal or informal collaboration agreement that identifies 
the roles of each facility. 


• Include a communication plan with established timeframes for sending 
information. 


Considerations for your practice 
• Establish regular meetings between the primary care practice and those 


facilities identified as providers of care for your patients. Use these 
meetings to identify any issues and plan solutions. 


• Develop relationships with specialists in neighboring communities to 
increase the patient options when selection of specialists may be limited 
locally, such as in small or rural communities. 


• Develop a health IT solution to access documentation and medical 
records. 


 


Online (external) resources  
for care coordination 


Reducing Care Fragmentation: A Toolkit for 
Coordinating Care. Prepared by Group 
Health’s MacColl Institute for Healthcare 
Innovation, supported by The 
Commonwealth Fund (2011). Includes a 
change package and tools as well as relevant 
case studies and resources. 
http://www.improvingchroniccare.org/down
loads/reducing_care_fragmentation.pdf  


Care Coordination Model: Better Care at 
Lower Cost for People with Multiple Health 
and Social Needs, IHI Innovation Series white 
paper (2011). 
http://www.ihi.org/resources/Pages/IHIWhit
ePapers/IHICareCoordinationModelWhitePa
per.aspx   



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52

http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf

http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish standard operations to manage transitions of care 
 
 


 


CPC resources related  
to transitions of care 


CPC On Demand Video: How to Enhance 
Transitions of Care (2017). In this video, you 
will explore the tools you can use to help in 
your effort to reduce unnecessary ED visits 
and hospital readmission rates. 
https://www.youtube.com/watch?v=BlnCRO
IysJQ&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4 


Change Tactic: Transmit relevant medical information  
between facilities within the medical neighborhood 


Provide relevant patient information that will streamline care and avoid 
duplication or contradictory efforts such as lab results, x-ray, medications, 
discharge instructions and plans of care. CPC practices found this information 
vital to provide seamless, safe care to the patient during transitions as well as 
reduce any redundancies.  


For CPC practices, timely communications and notifications among facilities in 
the medical neighborhood were essential for proactive care management. This 
allowed practices to provide timely follow-up for patients recently seen in the 
ED or admitted to the hospital, adjust risk stratification for patients as needed 
and provide episodic or longitudinal care management services as appropriate 
(see additional information on these types of care management in Secondary 
Driver 1.3: Risk-stratified Care Management). 


Essential components  
• Work jointly to establish standard procedures for sending and receiving data among identified partner facilities. Target 


timeframes should be set and documented in a memorandum of understanding among the facilities. 
o Admission to hospital or ED – information received by PCP in 24 hours. If possible, patient summary available on HIE or 


sent to hospital within 24 hours of receipt of notice. 
o Discharge from hospital/ED – PCP notified in 24 hours 
o Transition from skilled care, extended care or rehab to another provider – PCP notified within 24 hours or, if orders are 


needed, in advance of the transition 
• For identified patients, include direct access to medical reports  


o Automated reports of all admissions, discharges and transfers (ADT) 
o ED visits, with discharge instructions  
o Ability to view plans of care 


• Develop a health IT solution for bi-directional flow of information between your practice and the facility. This could include 
problem lists and medication lists as well as other information.  


• Document all contacts with patients and facilities in the medical record. This avoids duplication of efforts and enhances the 
communication between all team members who care for the patient. 


Considerations for your practice 
• Be aware that health IT solutions vary with available interface capabilities. 
• Ensure that the facility can easily email or call with information if electronic access is not available. 


  



https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish standard operations to manage transitions of care 
 
 Measuring Success for Change Concept:  


Establish standard operations to manage transitions of care 
 


Process measures for coordination of care across a medical neighborhood: 
• Percent of time practice received notice of admissions/discharges from the hospital or ED within 24 hours. Trend month to 


month. 
• Percent of time practice received a transition of care notice from providers other than the hospital. Trend month to month. 


Outcome measures for coordination of care across the medical neighborhood: 
• Quality measures related to chronic health conditions such as a decrease in A1c 
• Patient satisfaction survey results 
• Partner organization satisfaction survey results 
• Hospital readmission rate 


When evaluating the effect this work has on the total cost of care, the following data is helpful: 
• Risk-adjusted expenditures on inpatient services and ED 
• Utilization measures, including inpatient hospital, ED, ambulatory-care sensitive condition (ACSC) admissions and 


readmissions
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 


Implementation tips for effective 
care coordination and referral 
management  
• Define leadership and team to 


develop and test changes. 
• Identify the specialty providers most 


used by the patient population. 
• Meet with high-volume specialists to 


develop a care coordination plan. 
• Develop care compacts/agreements 


with specialists, defining 
responsibilities of each party. 


• Train staff in engaging patients in 
decision making concerning referrals. 


• Establish a process for the practice to 
track all referrals from beginning to 
end. 


• Define the patient’s role in the care 
coordination process with specialists. 


• Establish a process to incorporate 
pertinent information from specialists 
into the patient plan of care. 


• Test and iterate changes. 
 


 


Change Concept:  
Establish effective care coordination and 
active referral management 


In the traditional model when additional services or a specialist is needed, 
the physician will typically send the patient to different locations for other 
needed services, such as laboratory tests, x-rays, specialty consultations and 
medications. Many times, patients end up seeing many different specialists 
for a variety of issues with little or no coordination or communication about 
treatments. This failure to communicate frustrates patients, families and 
health care providers alike. 


When patient referrals are completed in a timely manner, and are 
proactively tracked as they go to and from specialty care, effective care 
coordination and referral management results. Tracking makes certain that 
all team members, ancillary providers, involved family members and the 
patients themselves understand where, when and why they are getting a 
referral. Tracking ensures the referral is actually completed and results 
incorporated, thus closing the loop. The provider can then discuss and 
incorporate recommendations into the treatment.  


 
Change tactics CPC practices have used: 


• Establish care coordination agreements with frequently used 
consultants that set expectations for documented flow of 
information and provider expectations between settings 


• Engage patients throughout the referral process 
• Track patients referred to specialists through the entire process and 


include information into the plan of care 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 


 


CPC practice examples related to 
care coordination with specialists 


CPC Practice Spotlight 46: Innovative Care 
Compacts Result in Timely Care, Continuity 
and Efficiency (2015). A solo practitioner in 
New York created a wrap-around care 
compact process that resulted in timely 
specialist consults and bi-directional 
communication. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=11 


CPC On Demand Video: Building 
Relationships and Referral Processes with 
Specialists (2017). A practice manager 
explains how providers developed close 
working relationships with specialists in their 
medical neighborhood. 
https://www.youtube.com/watch?v=gJZjMU
MrBYw&index=21&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Change Tactic: Establish effective care coordination agreements  
with frequently used consultants 


Care coordination agreements (care compacts) between primary care and 
specialty care are beneficial to both parties. These agreements should set 
provider expectations for how and when information flows between providers.  
The content and format of a care compact varies, yet the key elements are 
similar. They delineate the responsibilities of each party and the processes 
required to complete the referral cycle. 


CPC practices sought care compacts with a range of specialties in their medical 
neighborhood, including BH specialists. They found most specialists were 
receptive to creating a referral process and standard for timely communication. 
When practices followed up with patients who abandoned referrals or checked 
in about their specialist visit, more patients began to understand that the 
primary care setting was the hub for their coordinated care.  


Essential components   
• Identify those specialists who receive referrals most often from your 


practice. Consider use of available payer data containing this 
information to identify the specialists. 


• Arrange a conversation, preferably in person, with the specialist office.  
• Develop the care compact/agreement with the practices chosen, 


outlining the responsibilities and actions of both parties. The following 
are common elements in care compacts: 
o Responsibilities of each party 
o Information to be exchanged 
o Workflow of the information exchange 
o Timelines for the entire process 


Considerations for your practice 
• Determine how to evaluate the care provided by selected specialists. If a specialty provider consistently has sub-optimal 


outcomes on patient satisfaction, health outcomes or communication responsibilities, consider how to discuss the issue and 
make a plan for improvement. If the situation does not improve, consider selecting a new specialist to work with. 


  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 


Change Tactic:  
Engage patients throughout the referral process 


With fewer than 25 percent of patient referrals being completed, patients must 
be included in the decision making process.2 Engaging the patient starts with 
understanding their needs. For instance, they may lack transportation, cannot 
pay the co-pay or may not even understand the significance of the referral. By 
finding out what they are actually willing to do, priorities can be identified, 
problem solving can happen and patients can participate in their care. Not only 
does this save time and reduce wasted resources in the long run, it further 
demonstrates patient-centered care. 


The creation of a referral often means that the patient is experiencing intensified symptoms or a change in diagnosis. The 
provider/team has an opportunity to discuss options and set expectations for the steps of the referral. This supports the notion of 
shared responsibility for outcomes between the patient and provider/team. When the patient is engaged, the likelihood of the 
referral being scheduled increases and referral cancellations decrease.3 


Essential components   
• Explain the reason for the referral to the patient and the patient’s caregivers using easily understood language. One tool to 


use to assess patient understanding is the “teach-back’’ technique (see the inset above).  
• Involve patients in the selection of the specialty provider.  
• Encourage patients to ask any questions related to the referral to enhance their understanding and comfort with the care 


suggested. 
• Discuss arranging the appointment. Will the PCP office make the appointment? Does the patient need to call the specialist 


office? 
• Discuss any potential barriers that may affect the patient’s follow-through with the specialist appointment. These may 


include financial problems, insurance coverage, transportation and other barriers the patient may present. Discuss 
solutions to any barrier presented. 


• Explain the patient’s responsibilities related to the referral. This may include any tests to be completed before the 
appointment, taking test results with them to the appointment, arranging someone to accompany them to the 
appointment, etc. 


• Provide the patient with a written document outlining all of the information discussed. This document becomes a reference 
for the patient. Include the phone number of the PCP office with an invitation to call should they have any questions. 


Considerations for your practice  
• Understand the patient’s insurance benefits. If you send three referrals and the co-pay is $50 for each one, you may need 


to prioritize the referrals for the patient. 
• Include any extenuating preferences. Does the patient have an end-of-life plan that identifies his or her wishes related to 


specialty care? 
• Keep in mind that communication with a patient related to referrals to specialty care may occur when the patient is under 


stress, and he or she may therefore not be able to absorb all the information provided.  
                                                                 
2 Barnett M, Sirui S, Landon B. Trends in Physician Referrals in the United States. Arch Intern Med. 2012; 172(2):163-170. 
doi:10.1001/archinternmed.2011.722 
3 Coulter A, Collins A. Making shared decision-making a reality: no decision about me, without me. 
http://www.kingsfund.org.uk/sites/files/kf/Making-shared-decision-making-a-reality-paper-Angela-Coulter-Alf-Collins-July-
2011_0.pdf (accessed 07 Nov 2014). 


 


Online (external) resources 
for referral management 


Always Use Teach-back! Training Toolkit. 
This training tool will assist the practice staff 
in learning this valuable technique. 
http://www.teachbacktraining.org/  



http://www.teachbacktraining.org/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 


 


CPC resources related to 
care compacts and referral 
management 


CPC Practice Spotlight 19: Forming 
Successful Care Compacts with a High-
Volume Specialist and a Behavioral Health 
Provider (2014). This small independent 
practice initiated care compacts to address 
the needs of their patient population and 
established a referral tracking process. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=41 


CPC Practice Spotlight 41: Following Data 
Over the Long Term Aids in Maintaining 
Improvement (2015). This Oregon practice 
developed a workflow to track referrals and 
the resultant testing, including tags in its 
EHR. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=6 


Change Tactic: Track patients referred to specialist through the entire process  
and include information into the plan of care 


Tracking patient referrals through the entire process ensures accuracy and timely 
follow-through that leads to safe and effective care.4 When a referral is made, 
there is often some form of action required such as follow-up on 
recommendations, reviewing and communicating test results, further testing or 
consultation with the specialist. Adverse outcomes, including delayed or even 
completely missed diagnosis and treatment can result from not having the system 
in place. 


A systematic and reliable tracking system need not be complex but must be able 
to identify gaps and close the referral loop. In the past, practices may have used a 
clipboard and paper or a spreadsheet. CPC practices used the EHR to complete the 
process. This allowed not only tracking the referral, but also obtaining data on 
length of time between referral and receipt of the outcome, as well as other data 
useful to improvement of care coordination processes. 


Essential components  
• Establish the tracking policies and procedures  


o Who will schedule different types of referrals (patient or clinic)  
o How to contact the patient 
o How to document and track each step 
o Time frames for expected results and follow up 
o Managing missed appointments 
o Including results in the EHR 


• The tracking system should be able to track specific dates and times and 
be able to remind staff when an action is overdue. 


• Choose a specific person to be responsible for the logistics and 
management with the entire team having access to the information. 
However, consider cross-training staff to ensure backup. 


• Discuss the outcome of all referrals with the patient.  
o Determine patient attendance at referral appointment. Troubleshoot 


incomplete referrals: reasons, solutions. 
o Make note of patient satisfaction with the referral provider and 


intentions for follow-through.  
o Identify patient preference for treatment suggestions resulting from 


the consultation. 
• Document the actionable care identified in the consultation report on the 


plan of care. Review the total plan of care with patients and seek their 
agreement with the plan. 


  


                                                                 
4 Institute of Medicine. Health IT and patient safety: building safer systems for better care. Washington, DC: National Academies 
Press; 2012.  


 


Online (external) resources 
for referral management 


Referral Tracking Guide (2008). Published by 
Improving Chronic Care, with permission 
from the American College of Physicians as a 
portion of its Reducing Care Fragmentation 
toolkit. 
http://www.improvingchroniccare.org/down
loads/3_referral_tracking_guide.pdf   


Referral Coordinator Curriculum (2011). 
Published by MacColl Institute for Healthcare 
Innovation as a portion of its Reducing Care 
Fragmentation Toolkit. 
http://www.improvingchroniccare.org/down
loads/5_referral_coordinator_curriculum.pdf  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6

http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf

http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf

http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf

http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf





 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.5: Coordination of Care 10 


Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 Considerations for your practice  
• The referral tracking system should include access to the insurance plan, ICD-10, lab results from the EMR, and sent and 


received documents. 
• Use information about the patient’s insurance plan to match specialist recommendations with in-network providers. 
• Remember HIPPA compliance when contacting patients. 
• Generate referral utilization data to identify patterns of use and panel information. 
• Generate reports by physician listing referred specialty, patient name and diagnosis. 
• Include referrals as part of the patient history to provide a more accurate record of treatment. 
• Use data collected that may be useful in renegotiating payer contracts. 
• Make a follow-up call to the patient the day after the consultant appointment date to gather actionable data such as 


whether the patient attended and what the patient understands was the outcome of the visit. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Establish effective care coordination and active referral management 
 
 Measuring Success for Change Concept:  


Establish effective care coordination and referral management  
 


Process measures for effective care coordination and referral management 


• For care compacts in the medical neighborhood 
o Time from referral to visit date with specialist. 
o Time from specialist visit to receipt of consultation report. 
o Time from subsequent appointment with same specialist to receipt of report. 
o Patient satisfaction with specialist visit 


 
• For referral tracking 


o Percentage of referrals ordered (total) 
o Percentage of referrals scheduled (total) 
o Percentage of referrals scheduled by patient versus clinic 
o Percentage of referrals scheduled by specialist and community organization (name and type) 
o Percentage of referral appointments attended 
o Percentage of referral reports received from provider or community organization   
o Percentage of referral information scanned into chart and entered into discrete fields in the EHR 


Outcome measures for effective care coordination and referral tracking 
• Patient satisfaction 
• Provider satisfaction 
• Decrease gaps in care 
• Preventive care measures 
• Timeliness and accuracy of diagnosis and treatment 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Ensure a bilateral exchange of patient information to guide patient care 
 
 


Implementation tips for bilateral 
exchange of information 
• Identify leadership to guide process. 
• Determine a team to implement the 


improvement. 
• Determine gaps in information exchange. 
• Prioritize practice information needs. 
• Work with your EHR vendor to verify your 


EHR is capable of connecting to the HIE, 
and assisting with set up. 


• If available, connect to an HIE that would 
best meet the needs of the practice patient 
population. 


• Consider building an HIE if one is not 
available, potentially in partnership with 
others. 


• Develop practice workflows to manage the 
information from the HIE. 


• Develop structured referral notes to 
enhance the communication between the 
practice and its medical neighborhood 
partners. 


Change Concept: Ensure a bilateral exchange  
of necessary patient information to guide patient care 


Patient information means different things to different practices, but 
essentially ensures that providers have access to the treatment 
information about their patients — even when they do not have 
access to an EHR. Readily exchanging information has been more 
recently motivated by Stage 2 Meaningful Use. This requires at 
least 10 percent of patients transferred between hospitals and 
physicians to have an electronic summary. For safety and 
comprehensive care coordination, the type of information 
exchanged should include clinical, financial and administrative. 


There are three elements to bilateral information exchange: 
• Direct information exchange between hospitals, specialists 


and primary care providers 
• Query-based exchange where a provider can request 


relevant information about the patient’s treatment 
• Patient-facing information exchange through which 


patients can access their own record and share with 
providers themselves 


Information can be exchanged with the use of health IT to ensure 
timely communication. HIPAA-compliant instant (text) messaging 
and email is also an option. 


Some health systems use patient portals to ensure patients have 
access to their records, while others are building their own 
electronic health information exchanges (HIEs), while still others 
use statewide health information exchanges.  Several are even 
pursuing multiple approaches. 


 
Change tactics CPC practices have used: 


• Participate in an HIE if available 
• Use structured referral notes 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Ensure a bilateral exchange of patient information to guide patient care 
 
 


 


CPC resources related to 
bilateral information 
exchange 


CPC On Demand Video: How to Enhance 
Transitions of Care (2017).Explore tools you 
can use to reduce unnecessary ED visits and 
hospital readmission rates, including an HIE. 
https://www.youtube.com/watch?v=BlnCRO
IysJQ&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4 


CPC On Demand Video: Using the Health 
Information Exchange to Improve 
Communication and Coordination Across 
the Medical Neighborhood (2017). A 
practice describes using HISP to share 
information across the medical 
neighborhood, which helps guide care and 
patient transitions. 
https://www.youtube.com/watch?v=xa1x3O
y8Amg&index=22&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 30: Full HIE Access 
Facilitates Real-Time Care Management 
(2014). A system-affiliated practice worked 
with the local HIE and hospitals to access 
information needed to provide care for 
transitions and reduce readmissions. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=53 


Change Tactic:  
Participate in an HIE if available 


According to the Office of the National Coordinator for Health Information 
Technology (ONC), the definition of a HIE is a mechanism that “allows doctors, 
nurses. . . and patients to appropriately access and securely share a patient's 
vital medical information electronically; improving the speed, quality, safety, and 
cost of patient care.”5 An HIE captures health care information electronically 
across a state or region that includes hospitals and community systems. It 
provides the capability to access and move clinical data between health systems 
to provide safer, more efficient care. Efficient care is foundational to well-
organized care coordination. 


In addition to providing streamlined, coordinated care, leveraging an HIE reduces 
manual printing, scanning and faxing of documents. It reduces the physical 
mailing of records. Most importantly, it allows teams to quickly identify gaps in 
information and increase their ability to reduce duplicity in patient testing. 


Essential components  
• Research available HIEs. The federal HIE site has a link to identify what is 


available in your state, with contact information to obtain more 
information. An HIE may be state-operated or a private exchange 
system. There are also EHR vendor solutions.  


• Verify that your EHR has HIE capabilities. 
• Organize a defined set of documents with procedures for use. These are 


the most common documents: 
o Patient Medical Summary 
o Hospital Discharge Summary  
o History and Physical  
o Lab Results Report  
o ED Physician Note  


• Evaluate the information exchange regularly. Verify the validity of data 
received, as well as that of information provided to the exchange. 


Considerations for your practice 
• Practices may choose to build their own HIE, or join with a group of 


providers to build this system. Be mindful that joining an HIE may be less 
costly than building one. 


• The document types should conform to the Clinical Document 
Architecture to support Meaningful Use. 


• The technology involved is sometimes complicated and will require 
access to IT-savvy individuals for both the practice EHR and the HIE. 
System practices will require system-affiliated IT staff. 


• Include the use of an HIE as you consider medical neighborhood 
partners. This will ensure timely and accurate exchange of information between PCPs and their partners. 


                                                                 
5 https://www.healthit.gov/ 


 


Online (external) resources for 
health information exchanges 


Health Information Exchange (HIE) (2014). 
https://www.healthit.gov/HIE 


High Value Care Coordination Toolkit 
(2016). Scroll to “Model Specialty Out-
Patient Referral Request and Response 
Checklists” for structured forms example. 
https://www.acponline.org/clinical-
information/high-value-care/resources-for-
clinicians/high-value-care-coordination-hvcc-
toolkit  



https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://www.healthit.gov/

https://www.healthit.gov/HIE

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Ensure a bilateral exchange of patient information to guide patient care 
 
 Change Tactic: Use structured referral notes 


The use of structured referral notes standardizes the communication between medical neighborhood partners. Use these forms for 
communication between the PCP and specialists, hospitals and other partners. Structured referral notes are not limited to sharing 
information with specialists. The goal in using them is to enhance the information available to all parties, resulting in the highest 
quality care given to the patient. 


Essential components  
• Create forms to provide information to the respective parties. An example of such forms is in the High Value Care 


Coordination Toolkit published by the American College of Physicians.6 
• Basic elements of a referral form: 


o Detailed information about the problem  
o Clinical questions to be answered  
o Details about patient’s capacity or functioning 
o Other medical problems  
o Treatments already tried  
o Relevant lab results 
o Medications  


• Basic elements supplied by the consulting provider: 
o Diagnostic considerations  
o Specific answers to specific questions  
o Detailed outline of pros and cons of recommended treatments and outline of other potential treatment options 
o Medication plan if applicable 
o Detailed comments on possible effect on quality of life and functionality 
o Prognosis  
o Recommendations for follow-up 


Considerations for your practice  
• Consider the needs of both parties involved when creating structured notes. Is the PCP providing valuable information to 


this partner? What does the PCP want to receive from the partner that will improve the care of the patient? 
• Include use of structured referral notes in your care agreement with specialists and other partners. 


 
 
  


                                                                 
6 High Value Care Coordination (HVCC) Toolkit (2016). Model Specialty Out-patient Referral Request and Response Checklists. 
https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit  



https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Ensure a bilateral exchange of patient information to guide patient care 
 
 Measuring Success for Change Concept:  


Ensure a bilateral exchange of information to guide patient care 
 


Process measures 
• Determine percentage of completed/missing provider report data fields 
• Count of inaccurate provider report data fields 
• Time between patient diagnosis and treatment 
• Examine office workflows. What is the cycle time from receipt of information to action taken? How has the HIE or 


structured notes decreased this cycle time?  


Outcome measures 
• Number of phone calls related to referrals since implementation of Health Information Exchange and structured referral 


notes. 
• Number of faxes received after implementation of HIE. 
• Employee satisfaction level via survey 
• Referral provider satisfaction 
• Evaluate the effect on total cost of care 


o Reduction in duplicate testing by specialists, hospitals, other facilities OR by the PCP office when testing is noted to 
have been completed by a partner 


o Reduction in utilization – hospitalizations, readmissions, ED/urgent care visits 
o Patient satisfaction level. Use CAHPS or other patient survey tool to evaluate the following: 


 Satisfaction with the flow of information 
 Satisfaction with how referral management has affected their care. 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Develop pathways to neighborhood/community-based resources to support patient health goals 
 
 


Implementation tips to develop 
pathways to community-based 
resources  
• Identify leadership to guide process. 
• Determine a team to implement the 


improvement.  
• Assess frequent social needs of patients 


in the population or community. 
• Identify local community resources to 


meet needs (housing, food, employment, 
etc.). 


• Meet with potential community partners. 
• Develop a workflow for referral and 


follow up. 
• Develop method to communicate 


available resources to patients. Could 
include portal or information available in 
office. 


• Schedule periodic meeting to review 
coordination effort. 


• Develop evaluation method for use of 
community resources. 


Change Concept: Develop pathways to neighborhood/ 
community-based resources to support 
patient health goals 


Developing pathways to community-based resources that will meet social 
needs can improve patient’s management of chronic health conditions. 
Community organizations are excellent resources for group support, self-
management support, health condition education, prescription help as 
well as employment and housing resources, financial assistance, elder care 
and other valuable services. Building a relationship with community-based 
resources will help the practice as it works with patients to meet their 
health care goals and addresses issues that may prove to be barriers to 
their success. 


These are benefits of developing pathways: 
• Coordinating health care, public health and community-based 


resources promotes healthy behavior 
• The primary care team can fill gaps in needed services 
• The primary care team can offer access to services that support 


patients in making positive lifestyle changes 


The types of pathways that practices can create include setting up 
services, coordinating between several different services and receiving 
follow up information. 


 


Change tactics CPC practices have used: 
• Maintain formal (referral) links to community-based wellness resources 


with the potential for bi-directional flow of information 
• Provide a guide to available community resources  


 
 


Online (external) resources for 
community-based resources 


HealthLeads (2016). Resource for screening 
for social determinants of health; discusses 
locating pertinent community resources for 
the patient population. 
https://healthleadsusa.org/ 


United Way 2-1-1 Community Resources 
Directory (2016). Easily locate resources in 
your community. 
http://www.referweb.net/211CommunityRe
sources/ 


Administration on Aging (2016). Locate 
resources in your community. 
https://aoa.acl.gov/ 



https://healthleadsusa.org/

http://www.referweb.net/211CommunityResources/

http://www.referweb.net/211CommunityResources/

https://aoa.acl.gov/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Develop pathways to neighborhood/community-based resources to support patient health goals 
 
 


 


CPC resources related  
to community resources 


CPC Practice Spotlight 20: Focused Care 
Management and Coordination Reduced 
Emergency Room Visits for Patient (2014). 
This practice dealt with managing a complex 
patient by coordinating care with home 
health agencies and other community 
resources, yielding a reduction in ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=42 


CPC Practice Spotlight 28: It Takes a 
Neighborhood to Increase Medication 
Safety for Patients (2014). This practice 
established informal care compacts with two  
local pharmacies. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=51 


CPC Practice Spotlight 78: Manage Care 
Coordination with Teamwork, Persistence 
and Technological Support (2016). This 
practice scours the community for resources 
for patients, in addition to reaching an 
agreement with local hospitals to allow 
access to patient EHR portals to monitor 
transitions in care for its patients. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=38 


CPC On Demand Video: Building 
Relationships with Community Resources to 
Meet Patient Needs (2017). This practice 
describes how finding and connecting 
patients to community resources supported 
its patients’ health. 
https://www.youtube.com/watch?v=JzknAjz
akSM&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9 


CPC On Demand Video: Self-management 
Support for Patients with Chronic 
Conditions (2017). A practice shares how it 
established effective goal setting for patients 
with chronic conditions. 
https://www.youtube.com/watch?v=aEwPg-
unkhY&index=12&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Maintain formal (referral) links  
to community-based wellness resources with  
the potential for bi-directional flow of information 


Collaborating with community-based wellness resources provides patients and 
practices with various options to support patients with lifestyle changes. 
Common examples include chronic disease self-management support programs, 
exercise classes or facilities, weight loss programs, nutrition classes and other 
wellness programs. For some, just providing the contact information is enough 
while others may be better suited for a formal partnership to streamline the 
referral process. (See the next change tactic in this section on page 18 for 
suggestions on locating wellness resources in your community.) 


Essential components  
• Identify community resources that would most benefit your patient 


population. Find these online or through a central community 
knowledgebase. 


• Contact organizations to get information of referral procedure. 
• Provide information to staff and establish basic procedures. 
• Keep information in an easy to access location. 


Considerations for your practice  
• Be aware that most community resources are not formal health care 


providers and are therefore unable to receive PHI from the practice.   
• Locate a community calendar or newsletter with events to display in the 


office for both staff and patients. 
• Become familiar with organizations that may have pamphlets to share 


with patients. 
• Consider a formal method to exchange information. Keep in mind that 


permission is required to share patient information. Yet there may be an 
opportunity to develop a relationship that allows sharing of basic 
information with patient permission. An example is allowing the patient 
to enroll in a self-management support class through the PCP office. The 
information is then sent to the community partner. 


• Hold or attend gatherings for community resources and primary care to 
develop relationships and gain an understanding about services 
available in the community, as well as common needs of primary care. 
One example is a community fair for physician offices with community 
services displaying their services and answering questions. 


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38

https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9

https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9

https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh





 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.5: Coordination of Care 18 


Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Develop pathways to neighborhood/community-based resources to support patient health goals 
 
 Change Tactic: Provide a guide to available community resources 


To effectively provide community resources, staff must have access to an up-to-
date, readily available guide with all the resources categorized. Categories for 
common resources include: 


• Self-management support classes or support groups 
• Financial, housing or transportation assistance 
• Employment assistance 
• Prescription drug assistance 
• Food pantry 
• Senior citizen support services 


Since social service agencies and organizations often change, regularly checking 
websites and contact information will be important. The guide can be part of 
the EHR (patient portal), on a shared drive or as a booklet to distribute.  


Some CPC practices found that other agencies or entities in their community 
had created and maintained similar guides for their clientele. Before starting a guide from scratch, practices should inquire around 
their communities to see if such a resource already exists. Try the local agency on aging, Meals on Wheels, United Way or other 
nonprofits providing support services in your community. 


Essential components  
• Supply identified resources listed by category. 
• Provide easy access to both patients and providers/teams. 
• Determine the person responsible for updating information. 
• Update information every six months (contact information, services 


and hours). 
• Make sure to document referrals to community resources in the EHR. 


Use discrete fields. This supports the ability to evaluate the number of 
referrals to community resources and patient follow-through. Building 
a field to document the patient’s experience provides even more in-
depth information to perform an analysis later.  


• Follow up with patients to note their satisfaction with the resource and 
the encounter’s outcome. 


Considerations for your practice  
• Patients are sometimes hesitant to ask for help. Completing a social 


determinants of health survey may be beneficial in identifying unmet 
needs. The CDC website provides a deeper understanding of social determinants of health.7 


• Keep the guide at the front desk, with the care managers and with the clinical staff. This allows discussion of options at all 
points of contact with the office. 


• Resources are an extension of your practice when you refer them. Keep organizations in the guide that have a good 
reputation and have been beneficial.  


                                                                 
7 Social Determinants of Health: Know What Affects Health (2016). https://www.cdc.gov/socialdeterminants/   


 


Online (external) resources for 
social determinants of health 


Social Determinants of Health: Know What 
Affects Health (2016). This resource from 
CDC provides links and education about this 
topic. 
https://www.cdc.gov/socialdeterminants/ 


Healthy People 2020: Social Determinants 
of Health (2016). 
https://www.healthypeople.gov/2020/topics
-objectives/topic/social-determinants-of-
health  


 


Online (external) resources for 
community resource measures 


Primary Care Team Guide: Clinic-
Community Connections (2016). This 
learning module will help guide the primary 
care team with these important connections. 
http://www.improvingprimarycare.org/work
/clinic-community-connections   


United Way 211 Community Resource 
Directory (2017). This site allows you to 
enter your Zip code to locate resources in 
your community. 
http://www.referweb.net/211CommunityRe
sources/ 



https://www.cdc.gov/socialdeterminants/

https://www.cdc.gov/socialdeterminants/

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

http://www.improvingprimarycare.org/work/clinic-community-connections

http://www.improvingprimarycare.org/work/clinic-community-connections

http://www.referweb.net/211CommunityResources/

http://www.referweb.net/211CommunityResources/
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Develop pathways to neighborhood/community-based resources to support patient health goals 
 
 Measuring for Success: Develop pathways to neighborhood/ 


community-based resources to support patient health goals 
 


Process measures 
• Number of referrals the practice made to community resources  
• Number of referrals completed  
 


Outcome measures 
• Construct patient surveys using a Likert scale for evaluative items. Use 


scores to evaluate patient experience with the resource 
• Chronic disease management indicators (CQMs) such as weight loss, A1c, 


blood pressure, etc.  


 


 


Online (external) resources for 
community resource measures 


Clinical-Community Relationships 
Measures Database (2016). This database 
may help the practice to identify measures 
to evaluate its relationships with 
community-based resources. 
http://primarycaremeasures.ahrq.gov/clini
cal-community 



http://primarycaremeasures.ahrq.gov/clinical-community

http://primarycaremeasures.ahrq.gov/clinical-community





 


The CPC Comprehensive Implementation Guide — Secondary Driver 1.5: Coordination of Care 20 


Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Manage referral networks to meet behavioral health needs not available in the practice 
 
 


Implementation tips for 
managing referral networks for 
behavioral health  
• Identify sources of BH care in 


your community and 
neighboring communities. 


• Arrange to visit these sites. 
• Construct a working agreement 


with each site. 
• Arrange for information sharing 


methods, following federal and 
state regulations. 


• Determine who will coordinate 
care. 


• Determine how behavioral and 
SA treatment goals can be 
included in the plan of care. 


      
     


 


Change Concept: Manage referral networks to meet  
behavioral health needs not available in the practice 


One of the most challenging resource needs in most states includes BH services 
for the patient population. These challenges vary. For example, in rural settings 
the resources may not be readily available. In all settings there may be long wait 
times to get an initial appointment or continued care. Mental health issues as well 
as substance abuse, dementia and other behavioral concerns often require 
referrals to specialists. One solution can be to develop collaboration agreements 
with existing community services, whether in the form of a care compact or other 
formal referral relationship to address patient’s BH needs. 


  


Change tactics CPC practices have used: 
• Develop formal referral relationships with mental health and substance 


abuse services in the community 
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Manage referral networks to meet behavioral health needs not available in the practice 
 
 


 


CPC resources related  
to behavioral health 


CPC Practice Spotlight 19: Forming 
Successful Care Compacts with a High-
Volume Specialist and a Behavioral Health 
Provider (2014). This small independent 
practice initiated care compacts to address 
the needs of its patient population. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=41 


CPC On Demand Video: Creating Effective 
Care Compacts with Behavioral Health 
Specialists (2017). A practice describes how 
it successfully manages referrals to BH 
specialists. The specialists, in turn, inform 
the providers about the patient’s course of 
therapy. 
https://www.youtube.com/watch?v=WB_Ml
NQbG6Y&index=23&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Develop formal referral relationships with mental health  
and substance abuse services in the community 


Formal referral relationships with providers of mental health and substance 
abuse services offer primary care a range of benefits, including the possibility of 
shortening the wait time for appointments and enhancing the quality of the 
care provided to patients. 


CPC practices sought out a range of providers in their communities for these 
formal relationships. The care compact agreements frequently mirrored those 
established with other specialty groups.   


Essential components  
• Identify sources of BH care in your community and neighboring 


communities. Patients may prefer to go outside of their local 
community for mental health or substance abuse care. There may also 
be providers who specialize in a particular issue. An example is 
substance abuse treatment. 


• Arrange to visit these sites. Discuss how they could work with your 
practice to meet the BH needs of the patient population.  


• Construct a working agreement with each site. Include how to handle 
communication (referral and consultation notes) and how to share 
information between the two providers that would most benefit the 
patient, considering any regulations about this activity in your state. 
SAMHSA-HRSA Center for Integrated Health Solutions published a 
paper that describes some of the regulations related to sharing of BH 
information that may be useful to review.8 


• Develop a method to survey patients about their experience with 
these providers as a means of evaluating your referral choices. It is one 
thing to identify potential BH providers, but it is more important that 
they are providers that patients want to use and who positively affect 
their health outcomes.  


Considerations for your practice 
• Although detailed psychotherapy notes are not necessary, obtaining 


information from the BH provider that may help with the patient’s 
physical health care is important. (Secure any necessary patient 
authorization to share this information before the first appointment.) These items may include the following: 
o Confirmation the patient is attending appointments 
o Diagnosis 
o Treatment plan 
o Medications suggested or prescribed 
o Results of clinical tests performed 


                                                                 
8 The Current State of Sharing Behavioral Health Information in Health Information Exchanges (2014). SAMHSA-HRSA Center for 
Integrated Health Solutions. http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf  


 


Online (external) resources  
for sharing behavioral health 
information 


The Current State of Sharing Behavioral 
Health Information in Health Information 
Exchanges, SAMHSA-HRSA Center for 
Integrated Health Solutions (2014). This 
paper provides insight into some of the 
regulations in place for sharing BH 
information. 
http://www.integration.samhsa.gov/operati
ons-administration/HIE_paper_FINAL.pdf. 



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf

http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf

http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf
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Driver 1: The Comprehensive Primary Care Functions 
Secondary Driver 1.5: Coordination of Care Across the Medical Neighborhood 


Change Concept: Manage referral networks to meet behavioral health needs not available in the practice 
 
 Measuring Success for Change Concept: Manage referral networks to meet 


behavioral health needs not available in the practice  
 


Process measures 
• Number of referrals for BH in the past month, quarter or year 
• Number of referrals resulting in feedback from BH provider 


Outcome measures 
• Patient experience data — This data is helpful for practice improvement efforts. Patients see the BH provider as an 


extension of the practice. Knowing the patient’s perception of the provider and the benefit received will assist in making 
the decision to continue to refer to that provider. 


• Decrease in PHQ score or other screening tools 
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Resources 


 Resources for Secondary Driver 1.5: Coordination or Care 
Administration on Aging: Administration for Community Living (2016). Locate resources in your community. https://aoa.acl.gov/  


Always Use Teach-back! Training Toolkit. This training tool will assist the practice staff to learn this valuable technique. 
http://www.teachbacktraining.org/   


Care Coordination Model: Better Care at Lower Cost for People with Multiple Health and Social Needs, IHI Innovation Series white 
paper (2011). http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx    


Clinical-Community Relationships Measures Database (2016). This measures database may help the practice to identify measures 
to evaluate their relationships with community-based resources. https://primarycaremeasures.ahrq.gov/clinical-community  


CPC On Demand Video: Building Relationships and Referral Processes with Specialist in Your Medical Neighborhood (2017). A 
practice manager explains how providers developed close working relationships with specialists in their medical neighborhood. 
https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Building Relationships with Community Resources to Meet Patient Needs (2017). This practice describes 
how finding and connecting patients to community resources supported their patients’ health. 
https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9 


CPC On Demand Video: Creating Effective Care Compacts with Behavioral Health Specialists (2017). In this video, one practice 
describes how it successfully manages referrals to behavioral health specialists. The specialists, in turn, inform the providers about 
the patient’s course of therapy. https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh  


CPC On Demand Video: How to Enhance Transitions of Care (2017). In this video, you will explore the tools you can use to help in 
your effort to reduce unnecessary emergency department visits and hospital readmission rates. 
https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4 


CPC On Demand Video: Self-management Support for Patients with Chronic Conditions (2017). One practice shares how they 
established effective goal setting for patients with chronic conditions. Includes resources for SMS in the community. 
https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Using the Health Information Exchange to Improve Communication and Coordination Across the Medical 
Neighborhood (2017). A practice describes using HISP to share information across the medical neighborhood, which helps guide 
care and patient transitions. https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 19: Forming Successful Care Compacts with a High-Volume Specialist and a Behavioral Health Provider 
(2014). This small independent practice initiated care compacts to address the needs of their patient population. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41 


CPC Practice Spotlight 20: Focused Care Management and Coordination Reduced Emergency Room Visits for Patient (2014). This 
practice dealt with managing a complex patient with multiple needs by coordinating care with home health agencies and other 
community resources, yielding a reduction in emergency room visits. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42 


CPC Practice Spotlight 28: It Takes a Neighborhood to Increase Medication Safety for Patients (2014). This solo-provider 
independent practice established informal care compacts with two local pharmacies to help their patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51 


CPC Practice Spotlight 29: Care Compacts Can Work with Various Health Partners (2014). This small independent practice set up a 
meeting with local hospitals, home health agencies and extended care facilities to deal with gaps in transitions of care. Use of a 
collaboration agreement and bi-directional communication has benefited their patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52 



https://aoa.acl.gov/

http://www.teachbacktraining.org/

http://www.ihi.org/resources/Pages/IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

https://primarycaremeasures.ahrq.gov/clinical-community

https://www.youtube.com/watch?v=gJZjMUMrBYw&index=21&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=JzknAjzakSM&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=9

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WB_MlNQbG6Y&index=23&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=BlnCROIysJQ&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=4

https://www.youtube.com/watch?v=aEwPg-unkhY&index=12&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=xa1x3Oy8Amg&index=22&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=41

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=42

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=51

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=52
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Resources 


 CPC Practice Spotlight 30: Full HIE Access Facilitates Real-Time Care Management (2014). The system-affiliated practice worked 
with their HIE as well as hospitals to establish the ability to get information needed to provide care for transitions, as well as a 
working relationship to help patients with their transitions of care to reduce readmissions. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53 


CPC Practice Spotlight 41: Following Data Over the Long Term Aids in Maintaining Improvement (2015). This Oregon practice 
developed a workflow to track referrals and the resultant testing, including tags in their EHR. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6 


CPC Practice Spotlight 46: Innovative Care Compacts Result in Timely Care, Continuity and Efficiency (2015). A solo practitioner in 
New York created a wrap-around care compact process that resulted in timely specialist consults and bi-directional communication. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11 


CPC Practice Spotlight 78: Manage Care Coordination with Teamwork, Persistence and Technological Support (2016). This practice 
scours the community for resources for patients, in addition to reaching an agreement with local hospitals to allow access to patient 
EHR portals to monitor transitions in care for their patients. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38 


The Current State of Sharing Behavioral Health Information in Health Information Exchanges (2014). SAMHSA-HRSA Center for 
Integrated Health Solutions. This paper provides insight into some of the regulations in place for sharing behavioral health 
information. http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf 


Health Information Exchange (HIE) (2014). https://www.healthit.gov/HIE   


HealthLeads (2016). Resource for screening for social determinants of health; discusses locating pertinent community resources for 
the patient population. https://healthleadsusa.org/  


Healthy People 2020: Social Determinants of Health (2016). https://www.healthypeople.gov/2020/topics-objectives/topic/social-
determinants-of-health   


High Value Care Coordination Toolkit (2016). This online toolkit from the American College of Physicians provides resources to 
facilitate more effective and patient-centered communication between primary care and subspecialist doctors. Scroll through the 
page to find data sets, checklists, and tips on facilitating patient- and family-centered conversations about the referral process. 
https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit  


Primary Care Team Guide: Clinic-Community Connections (2016). This learning module will help guide the primary care team with 
these important connections. http://www.improvingprimarycare.org/work/clinic-community-connections   


Reducing Care Fragmentation. Prepared by Group Health’s MacColl Institute for Healthcare Innovation, supported by The 
Commonwealth Fund (2011). Includes a change package and tools as well as relevant case studies and resources. 
http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf  


Referral Coordinator Curriculum (2011). Published by Group Health’s MacColl Institute for Healthcare Innovation as a portion of 
their Reducing Care Fragmentation Toolkit. 
http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf  


Referral Tracking Guide (2008). Published by Improving Chronic Care, with permission from the American College of Physicians as a 
portion of their Reducing Care Fragmentation toolkit. 
http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf 


Social Determinants of Health: Know What Affects Health (2016). This resource from CDC provides links and education about this 
topic. https://www.cdc.gov/socialdeterminants/   


United Way 2-1-1 Community Resources Directory (2016). Easily locate resources in your community. 
http://www.referweb.net/211CommunityResources/ 



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=38

http://www.integration.samhsa.gov/operations-administration/HIE_paper_FINAL.pdf

https://www.healthit.gov/HIE

https://healthleadsusa.org/

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

http://www.improvingprimarycare.org/work/clinic-community-connections

http://www.improvingchroniccare.org/downloads/reducing_care_fragmentation.pdf

http://www.improvingchroniccare.org/downloads/5_referral_coordinator_curriculum.pdf

http://www.improvingchroniccare.org/downloads/3_referral_tracking_guide.pdf

https://www.cdc.gov/socialdeterminants/

http://www.referweb.net/211CommunityResources/
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Quick Start Guide  
for the 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, double click on the file to 
enlarge it. 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. 
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Driver 2: 
Use of Enhanced, Accountable Payment 


Driver 2:  
Use of Enhanced, Accountable Payment 


CPC practices combined the non-visit based payments they received from multiple commercial and public payers to deliver 
comprehensive primary care. They were strategic in their use of these alternate payments to build and sustain the capability to 
deliver the comprehensive primary care functions, and they invested in the analytic capability needed to meet the health care needs 
of their population with attention to the cost of care. 
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Driver 2: 
Use of Enhanced Accountable Payment 


Driver 2: The Secondary Drivers 
The secondary drivers described below support Use of Enhanced Accountable Payment:  
 
2.1 Strategic Use of Practice Revenue 


This secondary driver focuses on the strategic use of practice revenue as a catalyst for providing comprehensive primary care.   


2.2 Build Practice Analytic Capability  
This secondary driver focuses on building analytic capacity to track and respond to trends in cost of care and health outcomes.
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Secondary Driver 2.1:  
Strategic Use of Practice Revenue  
 


This section focuses on the strategic use of practice revenue as a catalyst for 
providing comprehensive primary care.   


Traditional fee-for-service (FFS) payments reward practices for the volume of 
visits and clinical services provided at those visits. Services that occur outside of 
the office visit, such as care coordination and care management activities, often 
show improved health outcomes and reduced total cost of care. However, they 
offer few opportunities for compensation in a traditional FFS model. Provider and 
care team productivity in FFS payment environments are generally based on the 
volume of care provided instead of the patient outcomes. 


CMS paid CPC practices a per-member, per-month (PMPM) payment to support comprehensive primary care functions that were 
not visit-based and not reimbursed under fee-for-service payments. Practices also had the opportunity to share in savings accrued to 
the Medicare Trust Fund resulting from a decrease in the total cost of care. Other CPC payers (insurance companies) also committed 
to an aligned strategy with population-based payment to support the Comprehensive Primary Care functions, which encouraged 
practices to participate in savings from reducing the cost of care. Throughout CPC, practices explored and implemented strategies 
for aligning productivity metrics and compensation strategies with the CPC model of comprehensive primary care.  


CPC introduced two Change Concepts for practices to address how payment reform would affect the CPC aims. The first was to use 
budgeting and accounting processes effectively to transform care processes. The second was to create value and support processes 
of care that align with the CPC aims of achieving better health, better care and lower costs through improvement.  


 The phases of the work in CPC: 
• Initially in CPC, practices were unsure of what changes and budget items would be necessary within their practice to 


successfully transform and provide comprehensive primary care. They began by assessing their current practice workflows 
and determined how to spend their new revenue. In the beginning, these decisions were driven less by outcome data and 
more by qualitative, internal reflection and assessment by practice leaders.  


• In the first year, practices invested largely in personnel (care managers) and health information technologies (generally 
electronic health record software) to lay the foundation for practice transformation. 


• After the first year of the program, practices began to seek out other sources of data to guide their budgeting processes for 
the upcoming years. They reviewed payer cost/utilization data and quality metric data from their EHR. They also anticipated 
future benchmarks for shared savings when creating their budgets for the upcoming year.  


• Leveraging the data that was available to them, practices were able to make informed decisions about their budgets in the 
last years of the CPC initiative. 


 


Change Concepts for  
strategic use of practice revenue 


• Use budgeting and accounting 
processes effectively to transform care 
processes and build capabilities to 
deliver comprehensive primary care 


• Align practice productivity metrics and 
compensation strategies with 
comprehensive primary care 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Use budgeting and accounting processes effectively to transform care processes and build capabilities 


Implementation tips for 
budgeting and accounting 


• Identify who will be 
responsible for budget process. 
Include all necessary 
personnel. 


• Identify and engage in practice 
self-assessment, including 
against relevant data from 
external sources on the 
practice’s performance. 


• Use assessment and data, 
along with initiative 
requirements, to create 
priority areas for practice 
transformation. 


• Allocate revenue after 
considering priority areas. 


• Establish a budget process 
including accounting tools and 
a mechanism for monitoring 
predicted versus actual 
revenues and expenditures. 


• Establish a monitoring process 
for reviewing outcome data 
and budget data to ensure that 
allocated resources are 
producing intended results. 


Change Concept: Use budgeting and accounting processes effectively to transform 
care processes and build capabilities to deliver comprehensive primary care 


Fully understanding all of the necessary changes a practice should make to achieve 
the aims of the CPC initiative proved to be a challenge for many practices at CPC’s 
onset. Practices had to use some means of evaluating where they were at the time 
and where they needed to be to meet the CPC aims (better health, better care and 
lower costs for patients and families). In the beginning, practices were unsure of 
how to budget their revenue. They understood the initiative’s aims but were 
unclear about what concrete steps they should take for success to meet those aims. 
Practices began to self-assess or perform gap analyses to determine where to 
budget funds. Over the years, practices became better at using self-assessment 
data, along with payers’ outcome data, and their respective EHRs to guide revenue 
allocation.  


Throughout the initiative, practices found it necessary to continually identify and 
prioritize areas within their practice that needed improvement, invest revenue 
based on these priorities, and identify how to monitor revenue allocation to 
determine whether funds were allocated appropriately and whether focus areas 
were effective.  


 


Change tactics CPC practices used: 
• 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 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Use budgeting and accounting processes effectively to transform care processes and build capabilities 


 


CPC resources related to 
developing processes to 
prioritize practice changes 


Compensation Strategies Implementation 
Guide (2015). This Guide reflects on how CPC 
practices have approached using 
compensation strategies to incentivize the 
non-visit related work and population 
management activities. 
https://downloads.cms.gov/files/cmmi/path
waysguide-programyr2015.pdf 


Change Tactic: Develop a process for prioritizing practice changes 
necessary to improve patient outcomes and population health  


Due to the varying levels of functionality and capacity within practices at the 
beginning of CPC, practices’ budgets varied widely. To ensure practices allocated 
revenue to the highest priority areas, CMS encouraged practices to self-assess, 
which included the review of payer data, and then identify priority areas for their 
new PMPM revenue.  


CMS guided practices to use PMPM revenue for improvements that mapped 
directly to CPC milestones or patient care. Practices were not to use this funding 
for existing expenses or any expenses not tied to delivering comprehensive 
primary care. This included paying for utilities or the salaries of existing team members. 


In the beginning, practices assessed priorities based solely on internal operations around the nine CPC milestones. Over the years, 
they became more comfortable with incorporating data from external sources, such as cost and utilization data from payers. About 
half-way through the initiative, since the milestone requirements only changed slightly, many practices began to prioritize their 
revenue allocation based on multiple sources of outcome data, including cost, quality and patient experience. 


Essential components 
• Form a budget/finance committee. 
• Identify PMPM revenue expected from each payer. 
• Develop or adopt a self-assessment methodology (including data from 


multiple relevant sources), and establish a monitoring and re-
assessment plan.  


• Identify priority areas and determine if and how revenue is necessary to 
achieve the desired change. 


• Involve the entire team in the assessment and prioritization phases to 
ensure that no assumptions are made about the current state of 
operations. 


 
Considerations for your practice  


• To make an effective change, you must know how you are performing at 
the time, along with what resources you use. Self-assessments can be 
beneficial if used appropriately. 


• Practice transformation is complex. Including multiple team members 
from various departments is critical to fully understand how your 
practice currently functions, as well as what the ideal future state of 
operations would look like.  


  


 


Online (external) resources for 
developing processes to 
prioritize practice changes 


PCMH-A Tool: Patient Centered Medical 
Home Assessment Tool used as a gap 
analysis and planning tool for practice 
transformation. 
http://www.safetynetmedicalhome.org/reso
urces-tools/assessment 


Estimating the Costs of Primary Care 
Transformation, A Practical Guide and 
Synthesis Report (2015). The intention of 
this guide is to list the key steps in an 
analysis of the costs of a primary care 
transformation effort, review the range of 
methodological options, and describe key 
considerations for each method. 
http://www.ahrq.gov/sites/default/files/wys
iwyg/professionals/systems/primary-
care/tpc/estimating-costs-primary-care-
transformation.pdf 


 



https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

http://www.safetynetmedicalhome.org/resources-tools/assessment

http://www.safetynetmedicalhome.org/resources-tools/assessment

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Use budgeting and accounting processes effectively to transform care processes and build capabilities 


Change Tactic: 
Invest revenue in priority areas for practice transformation 


After practices self-assessed to ensure revenue was allocated to high-priority areas, 
they sought ways to make strategic investments in their practices that would 
ensure high-yield and long-term change. In the first and second year of CPC, 
practices found it beneficial to allocate revenue to foundational areas such as EHR 
capacity and capability and staffing/resources for providing care management to 
high-risk patients. Practices’ budgets commonly prioritized care management 
personnel/resources and EHR capability. Having established resources in place 
proved beneficial in the later years when the CMS care management fees dropped 
by approximately 25 percent. Practices that focused on care management and EHR 
capabilities early on found they had a strong foundation for practice 
transformation. They then allocated other revenue in later years to enhance their 
care management services for high-risk patients in the form of integrated 
behavioral health services, medication management and/or self-management support.  


In the initiative’s later years, practices looked to outcome data to guide revenue allocation and change. For example, practices began 
to expand their focus from individual patient care to entire patient populations, such as those who frequently used the ER or had 
frequent hospital stays. This population health approach drove revenue allocation, allowing focused changes to practice operations 
that benefited both the targeted population and the health and wellness of their entire patient population. Practices then began 
building or enhancing relationships with interdisciplinary staff, such as behavioral health specialists, pharmacists, diabetes educators 
and nutritionists, to better meet patients’ needs and, thus, their outcomes in cost/utilization, quality and patient experience.  


Essential components  
• Identify priority areas through self-assessment including data from relevant sources. 
• Focus initial investments on building capacity for future change. 
• Work with your teams to ensure revenue and resources are allocated appropriately to identified priority areas. 
• Monitor priorities and progress to goal using process, outcome and balance measures.  
• Reconcile revenue allocation predictions with actual expenditures at least annually. 


 
Considerations for your practice 


• Priority areas will vary between practices. Collect data to identify these areas and document the historical changes made, 
along with what progress is made in these areas. 


• Involve team members with the skills and knowledge to determine the current and future state of priority areas. This 
eliminates the possibility for assumptions that could lead to undesirable results.   


  


 


Online (external) resources 
for investing in priority areas 
for practice transformation 


Science of Improvement: Establishing 
Measures (2017). Measures are essential 
for determining whether changes in 
priority areas are affecting outcomes. 
http://www.ihi.org/resources/Pages/How
toImprove/ScienceofImprovementEstablis
hingMeasures.aspx  



http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Use budgeting and accounting processes effectively to transform care processes and build capabilities 


Change Tactic: Use accounting and budgeting tools  
and processes to allocate revenue 


Assessment and budgeting processes are critical to ensure practices focus revenue in areas of need. It is also important that 
practices have a mechanism for establishing and monitoring their budgets. This may include specific accounting-type tools or 
software for practice-based budgeting, or it may include outsourcing this task to a financial consultant or institution. Both options 
require a practice to identify a process for regular monitoring, either through internal budget reports or reports from an external 
source. Although system-affiliated practices have departments responsible for budgeting, they need to be aware of their site 
budgets as well, including quarterly revenue and expenses. Budget data should be part of any practice’s regular data review. Items 
reviewed can include outcome data on cost and utilization, quality data and 
patient-experience data. This review is necessary for ensuring that allocated 
dollars are having the anticipated effect.  


Budget tools and processes in CPC varied from practice to practice. Some 
practices outsourced this process to other organizations or departments. Others 
used their own accounting software, while several practices relied on simple 
processes involving electronic spreadsheets and quarterly updates. Regardless of 
the chosen method, practices that regularly monitored their revenue and 
expenditures were better informed. They then made effective, meaningful 
changes in their day-to-day workflows.  
 
Essential components  


• Identify the budgeting process, either internal or external, including 
information management (revenue versus expenditures) and reporting 
frequency. 


• Ensure the budget committee is made aware of budget position at least quarterly. 
• Review budget data alongside other data on cost/utilization, quality and patient experience. 
• Monitor and track all budget changes for easy reporting. 


 
Considerations for your practice 


• Even if an external entity, such as the finance department of an affiliated hospital system, is responsible for the budget, the 
practice-level leadership should still be involved in the budget process and kept informed of the budget throughout the 
year.  


  


 


Online (external) resources for 
using budget and accounting 
processes effectively  


Estimating the Costs of Primary Care 
Transformation: A Practical Guide and 
Synthesis Report. This AHRQ guide lists the 
key steps in an analysis of the costs of a 
primary care transformation effort, reviews 
the range of methodological options and 
describes key considerations for each 
method. 
http://www.ahrq.gov/sites/default/files/wys
iwyg/professionals/systems/primary-
care/tpc/estimating-costs-primary-care-
transformation.pdf 


 



http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Use budgeting and accounting processes effectively to transform care processes and build capabilities 


Measure Success for Change Concept: Use budgeting and accounting processes 
effectively to transform care processes and build capabilities to deliver 
comprehensive primary care 


Consider these measures to help you evaluate the effectiveness of your budget processes:  
• Monitor the budget position (expected revenue and expenses versus actual) at least quarterly. 
• Translate performance metrics and outcomes in cost/utilization and quality, along with patient experience, into budget 


priority areas. Monitor performance accordingly. 
• Ensure process, outcome and balance measures are all in place for identified practice changes that affect the budget. 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Align practice productivity metrics and compensation strategies with comprehensive primary care 


Implementation tips for 
aligning productivity metrics 


• Determine which 
committee/staff will be 
responsible for identifying 
measures and planning for 
alignment. 


• Create a communication 
strategy for ensuring all 
personnel are informed. 


• Communicate performance 
feedback regularly through 
identified measures. 


• Create an environment for 
collective feedback and 
innovation from all personnel 
regarding changes and new 
processes for improvement. 


• Use data to guide all changes 
and monitor them with quality 
improvement methods, such as 
PDSA (Plan-Do-Study-Act) 
cycles. 


Change Concept: Align practice productivity 
metrics and compensation strategies with 
comprehensive primary care  


In CPC, CMS and other payers set out to change how primary care practices 
provide patient care. To do so, they had to pay practices in a different way. 
Similarly, practices had to begin to do things differently to produce a different 
outcome and, thus, care for patients in different ways. Because practices began 
being paid differently and were asked to provide care differently, they had to 
think differently about how they incentivized their personnel. 


Just as patients are often resistant to changing their lifestyles and behaviors to 
produce different health outcomes, practice personnel are often resistant to 
changes in their day-to-day duties. Therefore, aligning productivity metrics and 
compensation strategies can encourage change, leading to improved outcomes 
and progress toward other goals.   


In CPC, practices were encouraged to use productivity measures that included 
non-visit related care and to financially incentivize efficient and effective team-
based care. The following sections discuss specific change tactics the practices 
used.  


 
 
Change tactics CPC practices have used: 


• Use performance measures that include non-visit related care 
• Incentivize cost-efficient and effective team-based care 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Align practice productivity metrics and compensation strategies with comprehensive primary care 


 


CPC resources related to using 
performance measures 


Spotlight 31: Building a Transformative 
Culture to Sustain Change (2014). This 
Spotlight explores how a 39-site practice 
group has sought ways to stave off “change 
fatigue” by cultivating engagement and 
building a culture focused on continual 
improvement. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=54 


Change Tactic:  
Use performance measures that include non-visit related care 


As payments to practices became focused around patient population, practices 
had to begin measuring different processes that affected population health. A 
shift in focus to population health also required a shift from provider-based to 
team-based care. Due to this shift, practices had to also reconfigure their 
measures from provider-based to team-based. Many practices chose to be 
transparent with productivity measures and performance measures to encourage 
innovation and engagement, as well as foster healthy competition. For example, 
practices traditionally used provider-specific data to influence a provider’s pay. In 
CPC, the entire care team was responsible for its measures, and practices 
incentivized accordingly. Practices would often have contests among care teams 
in areas of clinical quality measures and patient experience measures.  


Examples spanned several areas of friendly competition: 
• Who could achieve the best controlled A1c measure (fueled by in-


patient visits, care management via phone encounters or interaction via 
the patient portal)? 


• Which teams completed all of their pre-visit planning by deadline? 
• Who had the best performance on executing daily huddles or 


completing all transition-of-care outreach within the designated period? 
 
Team-based competitions further encouraged a team environment where 
everyone was working to find his or her place in the workflow and helping others 
on the team, as needed.  
 
Essential components  


• Form a team or designate specific team members responsible for setting focus measures and benchmarks for productivity 
and performance.  


• Identify process, balance and outcome measures for monitoring progress toward goals and outcome of changes.  
• Communicate all measures and benchmarks to all team members, including information on opportunities for incentives 


and/or disincentives based on performance. 
• Designate a frequency for monitoring measures and regularly communicate performance to all personnel.  


Considerations for your practice 
• Shift from focusing on a single provider’s performance to the entire care team’s performance. This requires planning and 


open communication. 
• Clearly communicate all expectations to all involved and resolve any confusion or questions your teams may have. 


  


 


Online (external) resources for 
using performance measures 


Measuring What Matters in Primary Care, 
Health Affairs (2015). This article discusses 
key components of primary care and how 
measurement is critical for advancement. 
http://healthaffairs.org/blog/2015/10/06/m
easuring-what-matters-in-primary-care/ 



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/

http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Align practice productivity metrics and compensation strategies with comprehensive primary care 


 


CPC resources related  
to encouraging effective and 
efficient team-based care 


Spotlights 1 and 2: SAMA Healthcare (2013).  
Focus on building care teams to sustain 
change and support transformation.  
Spotlight 1: 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=4 


Spotlight 2: 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=6 


CPC Practice Spotlight 86: Pre-visit Planning 
Helps Eliminate Gaps in Patient Care (2016). 
Describes a well-coordinated system of pre-
visit planning to eliminate gaps in patient 
care. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=44 


Change Tactic: 
Incentivize cost-efficient and effective, team-based care 


In CPC, a shift occurred from provider-centric care to patient-centric care that is 
directed by a care team (a team of clinical personnel). In the beginning of CPC, 
this notion of team-based care was a new concept. One of the first steps was to 
ensure that everyone worked to the top of his or her licensure so that the care 
team was efficient and effective. When changes in daily tasks were necessary, it 
proved challenging to get full buy-in for these changes from everyone. Practices 
identified that incentivizing (not just financially but with time and appreciation) 
encouraged their personnel to adopt a team-based approach. Many practices 
began to identify ways to encourage the adoption of team-based care and to 
incentivize their teams to participate in daily huddles and pre-visit planning in 
preparation for the day. They started monitoring the frequency of daily huddles 
and the percentage of gaps in care, and practices began to incentivize team 
members based on their performance in some of these areas.  
 
Essential components  


• Ensure that all team members know their roles and responsibilities and 
work closely together in an environment open to questions, clarification 
and modification of tasks. This should ensure that the workflow is 
conducive for providing high-quality, cost-effective care. 


• Identify performance measures and benchmarks to ensure that the team is meeting and/or exceeding the definition of 
efficiency and effectiveness.  


• Regularly communicate performance to everyone in the practice. 
• Use QI techniques, such as PDSA cycles, to test new changes within the team.  


 
Considerations for your practice 


• Balance measures must be in place. A team can be efficient and drive 
down costs, but it should never be at the expense of quality and the 
patient's experience.  


• Realize that team-based care will not occur overnight. It takes planning, 
work and intentional communication among members to make the 
model work. 


• Incentivizing teams is a new concept for most practices. Give your team 
members time to process the change, understand expectations and 
figure out how to best work together to achieve the identified goals.  


 
 
  


 


Online (external) resources for 
encouraging effective and 
efficient team-based care 


Guidance for Structuring Team-based 
Incentives in Health Care: Discusses the 
structuring of care delivery processes around 
teams of clinicians working toward common 
patient care goals. 
https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3984877/  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4

https://innovation.cms.gov/Files/x/cpcipsl1.pd#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pd#page=6

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.1: Strategic Use of Practice Revenue 


Change Concept: Align practice productivity metrics and compensation strategies with comprehensive primary care 


Measuring Success for Change Concept: Align practice productivity metrics 
and compensation strategies with comprehensive primary care 


The following measures will help evaluate this change concept: 
• Non-visit based performance such as care management encounters outside the office visit 
• Portal utilization 
• Huddle execution and value of time spent 
• Team-based versus provider-based performance in regards to quality, cost/utilization and patient experience 
• Pre-visit planning measures, including gaps in care 
• Employee satisfaction measures based on the new model of team-based care 
• Patient-experience measures (CAHPS) for care team 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.2: Build Practice Analytic Capability 


 


Secondary Driver 2.2:  
Build Practice Analytic Capability  


This section focuses on building analytic capacity to track and respond to trends 
in cost-of-care and health outcomes.  


For practices to understand their data and use it effectively, they must first have 
the capacity and capability for analysis. Analytic capacity is a major piece of 
overall data management that includes data collection and distribution. This data 
will indicate where changes need to occur in a practice, particularly for total cost 
of care, health outcomes and maintenance of access. Analytic capacity is the key to data driven improvement.  


These were the phases of the work in CPC: 
• In the beginning of CPC, most practices were not accustomed to gathering data and reviewing it; they started with basic 


reports. In addition, there was a variance between the capacity and capability for data analysis from the small and 
independent practices to the practices with system affiliation. 


• Aside from capacity and capabilities, many practices did not see the value in using data from external sources such as 
payers. They were not regularly reviewing claims-based payer data for multiple reasons.  


• As CPC progressed, practices began to appreciate the value of data from external sources and worked to build the capacity 
for teams to focus on data, provide training and set aside time to learn how to turn data into action. 


• Practices used various types of data, including but not limited to cost and utilization data, patient experience data, quality 
data and self-assessment data, to guide changes and inform transformation within their practices and their medical 
neighborhood.  


 


 


Change Concepts for  
analytic capability 


• Build the analytic capability required to 
manage total cost of care for the 
practice population 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.2: Build Practice Analytic Capability 


Change concept: Build the analytic capability required to manage total cost of care for the practice population 


Implementation tips for building 
analytic capability to manage 
population  


• Identify staff/committee to lead 
the analytics development and 
implementation.  


• Create a plan for data analysis 
and application, including 
allocation of time and resources, 
regular meetings, review, and 
communication of data and 
resulting QI projects. 


• Determine capacity for analytics 
within the EHR or whether a 
“data warehouse” needs to be 
developed external to the EHR. 


• Vet vendors for data analytics,  
if applicable. 


• Determine reports to be 
developed (both external and 
internal). 


• Develop data exchange 
agreements, if applicable. 


• Determine how reports will be 
distributed and how your teams 
will access them. 


• Develop goals/targets for 
population. 


• Determine training needs of 
team members and provide 
instruction. 


• Use data to guide all changes and 
monitor through QI methods 
such as PDSA cycles. 


Change Concept:  
Build the analytic capability required to manage 
total cost of care for the practice population 


Building analytic capacity will provide practices with the means track the cost of 
care for a practice population. Tracking total cost of care allows practices to 
begin to identify patterns of health care within their patient population. Once a 
trend is identified, practices will still need to drill down into patient-level data to 
pinpoint the specific populations and characteristics of patients that are utilizing 
services in similar patterns. Getting to this level of detail can be difficult at times 
and may take some work with payers and health IT vendors to create reports 
that allow you to view this level of detail. For example, practices may want to 
identify patients who should be seeking care at the primary-care level for back 
pain, instead of the ER. Or, practices may want to consider where they may 
leverage the skills and abilities of their team members to meet patient needs. As 
practices mature in their analytic capabilities, they can move into descriptive 
analytics through which they can determine PMPM costs based on health care 
utilization. This, in turn, allows for payer and practice partnerships, along with 
innovative payment models.  


Outlook on payer data (cost and utilization data) evolved over time in CPC. As 
the CPC initiative progressed and practices gained a better understanding of 
data, payer data began to be used in an actionable way. It was coupled with 
internal-process data, EHR data, practice-self-assessment data and patient-
experience data to drive change. As practices became more fluent with their 
data and how to use it, they began to request more data and developed data 
committees, along with other processes, to ensure that data directed all changes 
and QI projects.  


 


Change tactics CPC practices have used: 
• Train appropriate team members on interpretation of cost and 


utilization information 
• Use available data regularly to analyze opportunities for cost reduction 


through improved care 
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.2: Build Practice Analytic Capability 


Change concept: Build the analytic capability required to manage total cost of care for the practice population 


Change Tactic: Train appropriate team members on interpretation  
of cost and utilization information 


It is not enough for practices to have access to data; they must also know how to 
interpret the data and identify opportunities for action. In CPC, many practices 
struggled to interpret data, and they needed education to understand how 
variables affect each other and how workflows inside a practice can affect its 
outcome data. Early in CPC, practices were frustrated when a change in workflow 
failed to produce a specific outcome. As they become more aware of the 
complexity of cost and utilization data, practices had a stronger understanding of 
how entities outside of primary care, such as hospitals, specialists, labs, long-
term care and emergency rooms, could affect their numbers.  


The complexity of the data required practices to delve into the data to identify 
outcome measures that their work could directly affect. They commonly focused 
on hospital admissions, including 30-day readmissions and ambulatory care 
sensitive conditions. Practices could easily see how their intentional approach to transitions of care and care management could 
affect these measures. They often used hospital admissions to gauge the effectiveness of their care management programs, along 
with EHR-derived measures in clinical quality and patient goals.  


Most practice personnel lacked fluency with cost and utilization data and how it applies to quality-improvement efforts. They 
frequently needed training in data analysis—or practices sought out external resources, potentially from an affiliated system 
department—to be partners in data analysis. To develop these skills, CPC practices participated in group educational opportunities 
focused on interpreting cost and utilization data. The opportunities were typically web-based events offered through the CPC 
national curriculum, but they also took place in-person during large group meetings in each CPC geographic region. Usually, 
educators tailored sessions to specific disciplines. For example, during large learning sessions, educators might tailor data analysis to 
care managers, facilitating conversations on the use of data to drive care management and the importance of knowing when and 
where high-risk patients are seeking care.  
 
Essential components  


• Identify which team members will be responsible for data analysis and assess their skill sets. 
• Educate your teams on data interpretation and application (intensive education for dedicated data analysts and general 


education for everyone about the importance of data and using it to guide changes). 
• Allow time and resources for planning data-driven changes. 
• Continuously monitor data and new variables or reports, and adjust team member assignments and build skills, as 


necessary.  


Considerations for your practice 
• Consider that your personnel may need informal or formal training in data analysis. 


o The American Health Information Management Association (AHiMA) offers a Certified Health Data Analyst certification 
along with training to earn this certification: http://www.ahima.org/certification/chda  


o The Healthcare Information and Management Systems Society (HIMSS) is another reliable source of professional 
development education: http://www.himss.org/ 


 
• Prioritize time and resources for data analysis, because data analysis is essential for successful transformation. 
• Cost and utilization data is highly complex; it is critical to understand what factors contribute to data points and how 


different data categories balance each other.  


 


Online (external) resources for 
training team members on cost 
and utilization information 


IHI Run Chart Tool (2017). Run charts are 
graphs of data over time; they are one of the 
most important tools for assessing the 
effectiveness of change. 
http://www.ihi.org/resources/pages/tools/r
unchart.aspx  


IHI Triple Aim Measures (2017). A list of 
suggested measures that also help 
operationally define the IHI Triple Aim. 
http://www.ihi.org/Engage/Initiatives/Triple
Aim/Pages/MeasuresResults.aspx 


 


 


 


 



http://www.ahima.org/certification/chda

http://www.himss.org/

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.2: Build Practice Analytic Capability 


Change concept: Build the analytic capability required to manage total cost of care for the practice population 


 


CPC resources related  
to using data to analyze 
opportunities for cost reduction 


Spotlight 70: Practice ‘Re-attacks’ ED Visits 
Following Changes in the Medical 
Neighborhood (2016). Describes how one 
practice used its data to identify the root 
cause of rising emergency department rates. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=29 


 


 


Change Tactic: Use available data regularly to analyze opportunities  
for cost-reduction through improved care  


Throughout CPC, it was critical for practices to use data to guide change. 
Practices had a large amount of data available to them and often found it 
overwhelming. It became critical for practices to designate time and resources to 
sorting through data, identifying actionable data and forming a plan for the 
ongoing review and analysis of their data. This required training and the 
allocation of time for team members to perform this work. Often, practices had 
limited knowledge of data analysis; even creating run charts was foreign to some.  


Over time, practices found it valuable to use multiple sources of data to monitor 
high-risk patients and their patterns of care. This data included clinical-quality 
data from their EHR, cost/utilization data from payers, and admission and 
discharge data from local hospitals and emergency departments. Additionally, practices found value in analyzing data on specialist 
utilization, home health and skilled nursing facility data. Through all of this data, practices identified trends and patterns of 
utilization in certain patient populations. They were able to pinpoint leading diagnoses for admissions, readmissions and emergency 
department utilization. They were also able to spot gaps in care and transitions of care opportunities. All of this data allowed 
practices to focus their care management efforts for maximum patient and population benefit.  
 
Essential components  


• Determine which personnel or committee is responsible for data 
analysis. 


• Use existing data to determine opportunities for reduced cost. 
• Determine targets for reduced cost. 
• Use improvement tools to test changes and use run charts to track 


improvement. 
• Make adjustments as needed. 


 


Considerations for your practice 
• Identify meaningful trends and patterns over time rather than looking 


at single points in time.  
• Data is complex, and multiple variables can affect it. This makes it 


difficult to match a single process to a large and complex outcome 
measure.  


  


 


Online (external) resources for 
using data to analyze 
opportunities to reduce costs  


IHI Run Chart Tool (2017). Run charts are 
graphs of data over time; they are one of the 
most important tools for assessing the 
effectiveness of change. 
http://www.ihi.org/resources/pages/tools/r
unchart.aspx  


IHI Triple Aim Measures (2017). A list of 
suggested measures that also help 
operationally define the IHI Triple Aim. 
http://www.ihi.org/Engage/Initiatives/Triple
Aim/Pages/MeasuresResults.aspx 


 



https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx
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Driver 2: Use of Enhanced Accountable Payment 
Secondary Driver 2.2: Build Practice Analytic Capability 


Change concept: Build the analytic capability required to manage total cost of care for the practice population 


Measuring Success for Change Concept: Build the analytic capability  
required to manage total cost of care for the practice population 


 
Below are suggested measures to help you evaluate progress in this change concept: 


• Tally the number of data reports and frequency of their review. 
• Measure the surrounding use of data to guide improvement. 


o Identify opportunities for change through data, and track progress to goals. 
• Self-assess team members dedicated to data analysis and application to determine their skills and assess their 


understanding of data. 
• Take notice of potential overuse of health care services. 
• Identify underuse of health care services. 
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Resources 


Resources for Driver 2: Use of Enhanced Accountable Payment 
 


Compensation Strategies Implementation Guide (2015). This Guide reflects on how CPC practices have approached using 
compensation strategies to incentivize the non-visit-related work and population management activities. 
https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf  


CPC Practice Spotlight 1: SAMA Healthcare (2013). Focus on building care teams to sustain change and support transformation. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4 


CPC Practice Spotlight 2: SAMA Healthcare (2013). Focus on building care teams to sustain change and support transformation. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6 


CPC Practice Spotlight 31: Building a Transformative Culture to Sustain Change (2014). This Spotlight explores how this 39-site 
practice group has sought ways to stave off “change fatigue” by cultivating engagement and building a culture focused on continual 
improvement. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54 


CPC Practice Spotlight 70: Practice ‘Re-Attacks’ ED Visits Following Changes in the Medical Neighborhood (2016). Describes how 
one practice used its data to identify the root cause of rising emergency department rates. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29 


CPC Practice Spotlight 86: Pre-visit Planning Helps Eliminate Gaps in Patient Care (2016). Describes a well-coordinated system of 
pre-visit planning to eliminate gaps in patient care. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44 


Estimating the Costs of Primary Care Transformation, A Practical Guide and Synthesis Report (2015). The intention of this guide is 
to list the key steps in an analysis of the costs of a primary care transformation effort, review the range of methodological options, 
and describe key considerations for each method. http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-
care/tpc/estimating-costs-primary-care-transformation.pdf   


Guidance for Structuring Team-Based Incentives in Health Care. Discusses the structuring of care delivery processes around teams 
of clinicians working toward common patient care goals. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/   


IHI Run Chart Tool (2017). Run charts are graphs of data over time are one of the most important tools for assessing the 
effectiveness of change. http://www.ihi.org/resources/pages/tools/runchart.aspx   


IHI Triple Aim Measures (2017). A list of suggested measures that also help operationally define the IHI Triple Aim. 
http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx  


Measuring What Matters in Primary Care, Health Affairs (2015). Discusses key components of primary care and how measurement 
is critical for advancement. http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/  


PCMH-A Tool. Patient Centered Medical Home Assessment Tool used as a gap analysis and planning tool for practice transformation. 
http://www.safetynetmedicalhome.org/resources-tools/assessment  


Science of Improvement: Establishing Measures (2016). Measures are essential for determining if changes in priority areas are 
affecting outcomes. http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx 



https://downloads.cms.gov/files/cmmi/pathwaysguide-programyr2015.pdf

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=4

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=6

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=44

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/primary-care/tpc/estimating-costs-primary-care-transformation.pdf

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984877/

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/MeasuresResults.aspx

http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/

http://www.safetynetmedicalhome.org/resources-tools/assessment

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
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Driver 4:  
Optimal Use of Health IT 


Driver 4:  
Optimal Use of Health IT 
 


CPC practices adapted workflows to fully use the capabilities of the electronic health record (EHR) to manage patients and 
populations. Through EHR-based quality reporting, quality measurement and improvement are linked to daily clinical care and 
documentation. Participation in regional health information exchanges (HIEs), when available, helped them more effectively bridge 
the seams of care in their medical neighborhood. 
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Driver 4:  
Optimal Use of Health IT 


Driver 4: The Secondary Drivers 


The secondary drivers that support the Optimal Use of Health IT are described as follows. 


4.1 EHR-based Quality Reporting 
Many initiatives and payers require reporting of electronic clinical quality measures (eCQM) to participate in value-based 
payment programs. This section describes the necessary steps required to produce accurate quality reports from your EHR. 


4.2 Data Exchange 
This section explores the various options that might be available to your practice to get a comprehensive picture of patient care 
provided in other settings through electronic connections within the medical neighborhood.  


4.3 Continuous Improvement of Health IT 
Leveraging the use of health information technology (health IT) will continue to enhance the workflow in the office. Investment 
in automation will move the practice toward achieving the aims of better care for individuals, better health outcomes for the 
population, and a reduction in the total cost of care through improvement in care. 
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


 


Change Concepts for  
EHR-based quality reporting 


• Develop the capacity for practice- and 
panel-level quality measurement and 
reporting from the EHR 


Implementation tips for EHR-
based quality reporting 


• Identify the eCQM measures the 
practice is required to report for 
its various initiatives as well as 
for quality improvement 
activities. 


• Evaluate the capability of the 
practice EHR to provide these 
measures and report them 
electronically. 


• Work with health information 
technology (health IT) vendors to 
develop the capability to 
measure eCQMs and report 
them electronically. 


• Validate all eCQM reports 
regularly (quarterly is suggested). 


Secondary Driver 4.1:  
EHR-based Quality Reporting 
 


Before the advent of EHRs, quality reporting used two types of data: claims data 
or labor-intensive chart reviews. Once electronic health records became widely 
adopted, quality reporting using the EHR became a more efficient method to 
measure the quality of patient care. Many initiatives and payers require reporting 
of eCQMs to participate in value-based payment programs. This section describes 
the steps required to produce accurate quality reports from your EHR. 


The phases of the work in CPC  
• Practices implemented an Office of National Coordinator of Health 


Information Technology (ONC)-certified EHR and followed the guidelines 
to attest to Meaningful Use (MU) Stage 1. This may have included the 
Menu Measure of transmission of immunization data to registries or 
surveillance data to public health departments.  


• Practices continued to improve the function and use of the EHR, and 
hired or trained personnel to develop, maintain and improve EHR 
functionality. All eligible professionals (EPs) attested to MU Stage 1 in 
the program year 2014. 


• Practices worked with their EHR vendor to enable reporting at the 
practice level. Because reporting for MU is at the EP level, some 
modifications were necessary to report from the EHR. 


• Shared savings payments looked at practice-level eCQM reporting 
among other data sources in ascertaining payments to practices. 
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop the capacity for practice- and panel-level quality measurement and reporting from the EHR 


Change Concept: Develop the capacity for practice- and panel-level  
quality measurement and reporting from the EHR 
 


The Physician Quality Reporting System (PQRS) is a Medicare quality-reporting 
program that encourages eligible professionals (EPs) and group practices to 
report information on the quality of care they deliver.1 The Centers for Medicare 
& Medicaid Services (CMS) allowed providers to submit PQRS data through a 
variety of electronic methods: reporting from a qualified clinical data registry, 
direct submission from an EHR or other IT system and the Group Practice 
Reporting Option (GPRO) web interface. A CMS-certified vendor reporting 
mechanism began in 2014 for the GPRO option. This history helps us to 
understand the importance of developing the capacity to report CQMs from the 
EHR. Moving forward, the Merit-based Incentive Payment System (MIPS) will 
allow individual clinician reporting and group reporting. 


PQRS is not the only program requiring the practice to report CQMs. Many 
initiatives require reporting of CQMs. Sometimes this data is requested at the 
provider level (such as MU Stage 2) and others at the practice level (such as the 
CPC and CPC+ initiatives). Many EHRs focused on meeting MU measures in their 
development and, therefore, reported a limited number of CQMs at the provider 
level only. This is changing over time.  


Your practice will be instrumental in working with your vendor to report at the 
practice and the provider levels in the future. Measurement at both levels also 
helps the practice in its quality improvement efforts. Understanding the practice-level measures assists the practice teams see how 
they compare with like practices. Measurement at the panel (provider or care team) level often assists practice teams as they fine-
tune their workflows.  


 


Change tactics CPC practices used: 
• Develop capacity for practice-level reporting of CQMs derived from EHR 
• Develop capacity for panel-level reporting of CQMs derived from the EHR 
• Develop capacity for electronic transmission of CQM reports 


  


                                                                 
1 Physician Quality Reporting System (2016). https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/index.html  


 


Online (external) resources for 
quality measurement and 
reporting from the EHR 


Physician Quality Reporting System (2016). 
This site provides an overview of the PQRS 
system. 
https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-
Instruments/PQRS/index.html 


The Merit-based Incentive Payment System: 
Quality Performance Category (2016). This 
site provides an overview of the Quality 
Payment Program (QPP), with a focus on the 
quality performance category that replaces 
PQRS. 
https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/MACRA-
MIPS-and-APMs/Quality-Performance-
Category-training-slide-deck.pdf  



https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Performance-Category-training-slide-deck.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Performance-Category-training-slide-deck.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Performance-Category-training-slide-deck.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Performance-Category-training-slide-deck.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Performance-Category-training-slide-deck.pdf
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop the capacity for practice- and panel-level quality measurement and reporting from the EHR 


 


CPC resources related to 
working with EHR vendors 


CPC On Demand Video: Improving the 
Accuracy of Information from your EHR 
(2017). How to gather data for eCQM 
reporting, validate its accuracy and educate 
your staff. 
https://www.youtube.com/watch?v=8PNHT
DprYTM&index=30&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Develop capacity for practice-level reporting  
of CQMs derived from EHR  


Developing the capability to report CQMs from your EHR at the practice level can 
be a challenge, specifically if your EHR only reports CQMs by individual clinicians. 
A practice may be tempted to simply add each provider’s CQMs together to get a 
practice-level value. However, this is not a mathematically valid technique. Keep 
in mind the detail that goes into calculating a CQM: the various components of a 
numerator as well as the components of a denominator. Simply adding together 
the final CQM value of each provider creates duplication in the numerators and 
denominators. Calculating an accurate value for a CQM at the practice level 
involves compiling each component of the numerator and denominator from 
each provider in the practice. 


Being able to report at the practice level will involve working with your EHR 
vendor. As the developer of the software, your vendor understands how the EHR 
processes information to calculate CQMs. The vendor can work with the practice 
team to develop the capability for practice-level reporting.  


Essential components  
Investigate the capability of your EHR to report aggregated CQMs at the practice 
level. Include the following questions in your assessment: 


• Can the EHR aggregate data for all providers and create CQM reports at the practice level? 
• What methodology does the EHR use to aggregate the data? Is it calculating using total population elements for the 


numerator and denominator? Or, calculating at the provider level and providing a summation? 
• How many CQMs can the EHR report? Are these the practice’s choice of measures to focus on? Are they sufficient to meet 


the requirements of programs or initiatives in which the practice is enrolled and participating? 
• Run reports regularly. Monthly reports help the practice understand how their work affects the CQMs. 
• Validate the data using chart audits. Is the EHR capturing the correct information for the numerator and denominator? 
• Share CQM practice-level reports with leaders and the practice team. 


These reports are also valuable to compare performance with other like 
practices. This may be practices in the same physician hospital 
organization, independent physician organization or medical group. 


Considerations for your practice  
• Reporting population health data at the practice level may be assisted 


by add-on software, such as a registry or other reporting tool, if allowed 
by the program or initiative. 


   


 


Online (external) resources for 
quality measurement and 
reporting from the EHR 


CPC+ Quality Reporting Overview for 
Performance Year (PY) 2017 (2016). This is 
an example of an initiative requiring 
reporting at the practice level. 
https://innovation.cms.gov/Files/x/cpcplus-
qualrptpy2017.pdf  


Quality Payment Program (2016). This site 
describes the QPP with the differences 
between MIPS and Alternative Payment 
Model (APM) reviewed. Allows the practice 
to use the embedded tools to understand 
how the QPP may affect its reporting and 
incentives. https://qpp.cms.gov/ 



https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf

https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf

https://qpp.cms.gov/
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop the capacity for practice- and panel-level quality measurement and reporting from the EHR 


 


CPC resources related  
to developing reports 
from the EHR 


CPC Practice Spotlight 44: Teamwork, 
Transparency and Rewards Drive 
Improvement in Quality Measures (2015). 
This group practice leveraged its effective 
teamwork and transparency to provide 
performance scorecards for each team to 
motivate friendly competition to drive its 
quality improvement efforts. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=9 


CPC On Demand Video: Building a Culture 
for Practice Improvement (2017). How a 
Colorado medical center used data to 
improve its practice. Staff are encouraged  to 
engage in improvement efforts through a 
variety of methods. 
https://www.youtube.com/watch?v=WEd4L
hB-oe0&index=26&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Develop capacity for panel-level reporting  
of CQM derived from the EHR 


In a value-based care environment, the capability to collect, analyze and report 
measures at the panel level becomes more important. In the introduction to 
this section, the ability to report at the EP level related to the PQRS and MU 
programs was reviewed. Evaluating CQM for a primary care team at the panel 
level is crucial to quality improvement activities. 


More than one EP may care for a panel of patients in this new environment. The 
care team may include a combination of providers as determined by the 
practice. Examples of provider teams may include: 


• one full-time and one part-time physician 
• two part-time physicians 
• a physician with advanced nurse practitioners or physician assistants  


Support personnel round out the team. A designated panel of patients receives 
their care from this care team. 


Electronic health records vary in their capability to report quality measures. 
Basic functionality may include the ability to report a limited number of CQMs 
by eligible provider. Yet in the ever-changing world of value-based care, the 
ability to report and evaluate quality data by panel becomes vital as the practice 
strives for continuous quality improvement.  


Essential components  
• Identify the current capability of the practice EHR to report clinical 


quality data at the panel level. This may involve the capability to 
aggregate data for measures from multiple EPs. 


• Look at the number of measures the EHR is capable of reporting.  
• Are they the measures the practice wishes to work on? 
• Work with your EHR vendor to understand the capability of the EHR 


and to develop the capability to report at the panel (care team) level. 
• Run the reports on a monthly basis. Share this quality data with the 


practice team. See Driver 3: Continuous Improvement Driven by Data 
for more information. 


• Validate the data whenever there are software updates or other 
changes affecting the reports using chart audits.  


Considerations for your practice  
• Reporting by EP does not always equal reporting by panel. An example of this would be if two EPs share a panel. Keep this 


in mind as you work with your EHR vendor to develop the ability to report at the panel level. 
 


  


 


Online (external) resources 
for developing reports from 
the EHR 


CPC+ Quality Reporting Overview for 
Performance Year (PY) 2017 (2016). These 
requirements indicate the need to report 
from the EHR at the practice level. 
https://innovation.cms.gov/Files/x/cpcplus-
qualrptpy2017.pdf  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf

https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop the capacity for practice- and panel-level quality measurement and reporting from the EHR 


Change Tactic: Develop capacity for  
electronic transmission of quality reports 


Historically, quality reporting involved a manual process of attestation whereby 
someone in the practice logged into a secure website and recorded the 
numerator and denominator for each quality measure on a reporting form. This 
process is labor intensive and prone to errors. 


More recently, federal quality programs allow CQM data submission directly from 
the EHR or qualified clinical data registry (QCDR) in discrete data format. This 
option automates the reporting process for the most part and eliminates human 
reporting errors. However, this option requires your health IT vendor(s) to 
support this reporting option. 


Essential components  
• It is important to understand the reporting requirement for each of the 


practice programs or initiatives, especially whether reporting is at the 
practice, panel or provider level. Identify a member of your practice team to stay current on these requirements.  


• Evaluate the capability of your current EHR to report CQMs electronically. Discuss whether an add-on registry with the 
capability to report is needed and/or an option. 


• As a practice, map out the measures selected to report for the various initiatives you are involved in. This will vary by 
practice. Are they in alignment with the measures required by the program or initiative you are engaged in? 


• Identify the reporting requirements of the programs or initiatives that your practice must submit electronically. Are you 
required to submit directly from the EHR? Is a registry report external to the EHR permissible? 


• Initially work with your EHR vendor to discuss the potential for electronic reporting directly from the EHR. 
• Engage other registry options, should that be the most accurate, cost-effective and allowable means of electronic reporting. 


Work collaboratively with your EHR vendor and other potential heath IT solution vendors selected to assist with developing the 
capability to electronically transmit quality reports. 
  


 


Online (external) resources for 
developing the capacity for 
electronic transmission of 
quality reports 


Physician Quality Reporting System 
Qualified Clinical Data Registries (2016). 
This site lists the 2016 QCDRs meet the CMS 
requirements outlined in the 2016 Medicare 
Physician Fee Schedule final rule. 
https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/2016QCDRPo
sting.pdf  



https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf





 


The CPC Comprehensive Implementation Guide — Driver 4 8 


 


Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop the capacity for practice- and panel-level quality measurement and reporting from the EHR 


Measuring Success for Change Concept: Develop the capacity for practice-  
and panel-level quality measurement and reporting from the EHR 
 


The practice will evaluate its capability to measure practice and panel performance and reporting in the following ways: 
• Run CQM reports at the practice level. Include all measures the practice reports to outside programs and initiatives. 


Evaluate the month-to-month change in the measures for quality purposes. 
• Run CQM reports at the panel or care-team level for all measures identified above. Compare measures for each team. Share 


with all team members and use this data for quality improvement activities.  
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


Implementation tips  
for optimal use of EHR 


• Designate the role of EHR 
manager to individual(s). Provide 
ongoing training and resources 
to support the role. 


• Cross-train practice personnel in 
key EHR skills. Update training 
regularly.  


• Engage the entire practice team 
in discussions and actions for 
EHR workflow improvement. 


• Ensure training is ongoing, 
especially as improvements and 
updates are made to EHR 
workflows. Remember training 
for the new “people” workflows, 
too.   


• Develop and maintain a strong 
working relationship with the 
EHR vendor. 


Change Concept:  
Develop practice capacity for optimal use of EHR 
 


Once the practice selects an ONC-certified EHR, align the practice workflow to 
make optimal use of this technology. The primary objective is to improve the 
quality of care and reduce the cost of the care. This requires a fundamental 
change in the culture of a practice toward continuous process improvement. 


Change will happen in small increments. Once investing in an EHR, it takes time 
to leverage the investment in that EHR to optimize practice workflow in an 
effort to automate tasks.  


Use automated alerts to notify team members when patients have preventive 
screenings due or when they are overdue for labs. For example, effective use of 
patient portal can reduce incoming phone calls by transferring patient 
communications to a more efficient communication channel.2 Another example 
is replacing the paper or spreadsheet registry for patients with diabetes with an 
automated population health report from the EHR. The automated report 
reduces workload on the front end (gathering the data) and back end 
(identifying gaps of care). 


 


Change tactics CPC practices used: 
• Identify personnel with responsibility for management of EHR 


capability and function 
• Cross-train team members in key skills in the use of health IT 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 comprehensive  


primary care functions and for EHR-based quality reporting 
  


                                                                 
2 Measuring the Impact of Patient Portals (2011). 
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf  



http://www.chcf.org/%7E/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


 


CPC resources related  
to EHR management 


CPC Practice Spotlight 52: A Small Practice 
and Shared Decision Making: Start Simple 
to Scale Up (2015). This practice used its EHR 
to track the use of shared decision making 
tools by using codes developed by the IT 
department. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=16 


Change Tactic: Identify personnel with responsibility 
for management of EHR capability and function 


When implementing the use of the EHR, the practice must identify who is 
responsible to manage the capacity of the technology and the function within the 
practice. In large practices or system-supported practices, this individual or group 
of individuals is often identified as IT support. These individuals have a firm 
understanding of the EHR’s capabilities. They have often taken additional training 
to enhance their knowledge of the functionality. Smaller independent practices 
often must identify a single individual or team to accomplish the same functions. 


Essential components  
• Identify the individual(s) or departments that will manage the EHR from 


a functionality perspective. Those responsible should have a back-up 
person, if at all possible, to avoid creating a critical void should an 
individual be unavailable. 


• Provide training for the identified personnel. This training should include 
EHR-specific training from the vendor as well as other health IT training 
from other sources, if required. The ONC Regional Extension Centers 
(RECs) assist providers with health IT needs and education. Covering the 
entire U.S. with regional representation, the RECs are responsible for 
advising on all phases of EHR implementation.3 The financial investment 
requirements changes for these organizations and varies by region. 


• Identify resources and information for the designated team members. 
This may include the vendor and the REC. These other resources could 
also be beneficial: a practice transformation coach or facilitator, EHR-
specific user groups, peers who share the same EHR and online 
resources. 


• Ensure these individuals remain current on their knowledge and skills 
over time, particularly with software updates and changing regulations 
and incentive programs. 


• Identify these individuals as the primary resource for information and 
assistance with EHR-related concerns. In many practices, these well-
trained personnel have the authority to contact the vendor. 
Additionally, these individuals are responsible for educating and 
communicating with other practice team members. This may be in the 
form of training, email, newsletter or other mechanisms. 


Considerations for your practice  
• Personnel responsible for managing the EHR need not be IT specialists 


by trade, but have a high aptitude for learning this task. In the office-
based setting, this responsibility may fall to a clinically trained individual with a strong knowledgebase, skillset and interest 
in health IT.  


                                                                 
3 Regional Extension Centers (RECs): Advising Providers in All Phases of Electronic Health Record Implementation (2015). 
https://www.healthit.gov/providers-professionals/regional-extension-centers-recs  


 


Online (external) resources for 
EHR management/ training 


Regional Extension Centers: Advising 
Providers in All Phases of Electronic Health 
Record Implementation (2015). 
https://www.healthit.gov/providers-
professionals/regional-extension-centers-
recs 


Practice Facilitation Handbook: Module 17. 
Electronic Health Records and Meaningful 
Use (2013). This AHRQ resource provides 
useful information for the practice facilitator 
and practice personnel. 
https://www.ahrq.gov/professionals/preven
tion-chronic-
care/improve/system/pfhandbook/mod17.h
tml  


Health IT Implementation Toolbox: 9 Steps 
to Implement EHRs (2016).This review of 
nine important topics is helpful for working 
on practice workflows, building personnel, 
evaluating and optimizing your health IT. 
https://www.hrsa.gov/healthit/toolbox/heal
thitimplementation/index.html  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16

https://www.healthit.gov/providers-professionals/regional-extension-centers-recs

https://www.healthit.gov/providers-professionals/regional-extension-centers-recs

https://www.healthit.gov/providers-professionals/regional-extension-centers-recs

https://www.healthit.gov/providers-professionals/regional-extension-centers-recs

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod17.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod17.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod17.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod17.html

https://www.hrsa.gov/healthit/toolbox/healthitimplementation/index.html

https://www.hrsa.gov/healthit/toolbox/healthitimplementation/index.html
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


 


CPC resources related  
to cross-training 


CPC Spotlight 12: DTC Family Health and 
Walk-in (2014). This Colorado practice 
shares how it registered 90 percent of its 
patients for portal use, with 72 percent as 
active users. The team used iPads connected 
to the EHR to enter registration data, saving 
time for front-desk personnel. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=30 


CPC Practice Spotlight 85: Expanding Access 
to Care through E-visit Technology (2016). 
This system found e-visits effective for 
increasing access to care without 
compromising quality. The system was on 
track to complete 4,800 e-visits in 2016. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=43 


 


Change Tactic: Cross-train team members in key skills  
in the use of health IT to improve care 


Every member of the practice team will interface with the EHR at some point in 
the workday. These technologies may include the EHR, registry, care 
management software, patient portal, patient outreach software and others. The 
primary focus is the EHR, with all others generally dependent on the EHR as the 
main source of data. 


Demographics in the system are necessary to complete administrative or 
reporting tasks. Cross-training team members in key skills spreads the workload 
and responsibility for supporting your health IT infrastructure. It also ensures that 
progress never comes to a halt when team members are unavailable. 


Essential components  
• Map all practice workflows involving EHR touchpoints. Review these 


with all personnel and providers.  
• Develop workflow diagrams that define the process for data entry or 


extraction. These worksheets are then used to guide new employees as 
well as personnel identified to work in an unfamiliar role. Diagrams 
should be updated anytime the workflow changes.  


• Provide cross-training for the purposes of data entry and review of 
record. 
o Include hands-on activities with the EHR during training. 
o Increase the skill set of cross-trained employees to add to the 


efficiency of the practice and limit the total number of team 
members required to function.  


• Provide cross-training to enhance teamwork.4  
• Provide cross-training to increase team satisfaction and provide insight 


into the teammates’ roles. 
• Develop discrete data fields, which are crucial to effectively use the EHR 


for patient care, reporting and evaluation. Train all providers and team 
members in the use of structured fields and audit the records regularly 
for accuracy in record keeping. Refresh training as needed to improve 
accuracy. 


• Update training at least annually and any time the health IT software changes. Give personnel the opportunity to hone their 
skills using fictitious patients. 
  


                                                                 
4 Importance of Cross Training in the Workplace (2015). http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-
training-in-the-workplace/  


 


Online (external) 
resources for cross-training 


Importance of Cross Training in the 
Workplace (2015). This blog identifies the 
many benefits of cross-training in any 
workplace. 
http://www.directrecruiters.com/uncategori
zed/blog/importance-of-cross-training-in-
the-workplace/  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=43

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=43

http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/

http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/

http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/

http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/

http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


Change Tactic: Convene regularly to discuss and improve workflows  
to optimize use of the EHR 


Often practice teams include outdated manual work processes in their initial 
workflows that incorporate the use of EHR. To capture the most recent 
workflows and allow room for improvement, the entire practice team should be 
involved in ongoing conversations about the work. This fosters continuous 
improvement as well as an effective route to fully optimizing the EHR. 


Essential components  
• Train all team members in continuous process improvement tools and 


techniques.  
• Form a quality improvement team comprising a cross-section of 


personnel to initially address workflow improvement. The outcome of 
these meetings is then communicated to all team members. 


• Identify measures for evaluating process improvement efforts. This may 
include response time to patient portal communications as well as 
improvement in data entry into appropriate fields. Your measures 
evaluate the effect of the process or the outcome of the action. 


• Involve the entire practice team in developing new workflows to 
optimize the EHR. The individuals responsible for interfacing with the 
EHR are the most knowledgeable about how suggested changes will affect work.  


• Document all change projects. This allows the practice to build on previous improvement efforts. 
  


 


Online (external) 
resources for optimizing use 
of the EHR 


Science of Improvement: How to Improve 
(2016). This IHI resource provides instruction 
in the Model for Improvement used in many 
health care settings. 
http://www.ihi.org/resources/Pages/HowtoI
mprove/ScienceofImprovementHowtoImpro
ve.aspx  


Going Lean in Health Care (2005). This IHI 
white paper describes how the use of Lean in 
health care improves processes with 
elimination of waste, less rework and better 
quality. 
http://www.ihi.org/resources/pages/ihiwhit
epapers/goingleaninhealthcare.aspx  



http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx

http://www.ihi.org/resources/pages/ihiwhitepapers/goingleaninhealthcare.aspx

http://www.ihi.org/resources/pages/ihiwhitepapers/goingleaninhealthcare.aspx
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


 


CPC resources related to 
working with EHR vendors 


CPC On Demand Video: Improving the 
Accuracy of Information from your EHR 
(2017). How to gather data for eCQM 
reporting, validate its accuracy and educate 
your staff. 
https://www.youtube.com/watch?v=8PNHT
DprYTM&index=30&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


Change Tactic: Engage regularly with EHR vendors about  
EHR requirements to deliver efficiently the five comprehensive  
primary care functions and for EHR-based quality reporting  


EHR optimization is a collaboration of the organization and the EHR vendor, 
requiring mutual understanding and appreciation, with an open line of 
communication. This is accomplished with regular contact, effective 
communication and the willingness of both partners to work together to solve 
their mutual concerns. 


The practice must communicate the EHR needs related to the five 
comprehensive primary care functions and the related EHR-based quality 
reporting to the EHR vendor. Those functions are as follows: 


1. Access and continuity 
2. Planned care for chronic conditions and population health 
3. Risk-stratified care management 
4. Patient and caregiver engagement 
5. Coordination of care across the medical neighborhood 


Essential components  
• Establish a relationship with the EHR vendor that includes identifying 


key practice personnel and vendor representatives who will work 
together on health IT optimization.  
o Select designated individuals to reach out to the vendor. A 


designated point person should be familiar with preparing for a 
conversation with the vendor, is well-versed in the needs of the 
practice and is empowered to work with the vendor to improve the EHR functionality. 


• Decide jointly the process of communication between the practice and the vendor. Engagement with the vendor may be 
initiated with submitting a request. This request may define a specific question, request or concern and be supported by 
data. This request will form the foundation for ongoing discussions related to this matter. 


• When contacting the vendor, prepare for the discussion with screenshots, data reports and other supporting 
documentation that clearly identifies the concern or topic of conversation. Have all evidence needed to completely and 
accurately describe your request or your concern. 


• Document contacts with the EHR vendor as a means of record keeping and of monitoring progress as you improve the EHR 
functionality in the practice. Include dates of activities, actions taken, outcomes of the actions and plans for additional work.  


  


 


Online (external) resources 
for engaging with EHR 
vendors 


What Is EHR Optimization, How Does It 
Start? (2017). EHR optimization begins soon 
after implementation. The EHR vendor is a 
crucial partner in this journey. 
https://ehrintelligence.com/features/what-
is-ehr-optimization-how-does-it-start  



https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://ehrintelligence.com/features/what-is-ehr-optimization-how-does-it-start

https://ehrintelligence.com/features/what-is-ehr-optimization-how-does-it-start
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.1: EHR-based Quality Reporting 


Change Concept: Develop practice capacity for optimal use of EHR 


Measuring Success for Change Concept:  
Develop practice capacity for optimal use of EHR 
 


Consider the following when evaluating the effectiveness of improving practice 
capacity for optimal use of the EHR:   


• Amount of time spent by practice personnel on direct patient care 
during EHR optimization. Measuring the time of each step of the 
workflow during the patient visit will provide this information as the 
practice makes changes. 


• Accuracy of coding. In particular, evaluate the use of current procedural 
terminology (CPT) codes and ICD-10.  


• Patient use of secure messaging via the patient portal. Increasing use of 
the patient portal may decrease phone traffic for various reasons (e.g., 
appointments, information, questions for provider, medication refills) as 
well as the need to provide patient records for personal use. 


• The number of alerts from the EHR that resulted in a desired action by 
the team. Evaluating this will help the practice fine-tune the alert 
system to meet the needs of the team members and the patients. 


• Team member satisfaction surveys. 
 


 


Online (external) resources 
for EHR measures affecting 
practice capacity 


Health IT Evaluation Toolkit and Evaluation 
Measures Quick Reference Guides (2009). 
This site provides a guide to measures for 
evaluation. https://healthit.ahrq.gov/health-
it-tools-and-resources/health-it-evaluation-
toolkit-and-evaluation-measures-quick-
reference  


Measuring the Impact of Patient Portals: 
What the Literature Tells Us (2011). This 
report examines the impact of patient 
portals and provides information to health 
care workers looking to implement and 
measure their own portals. 
http://www.chcf.org/~/media/MEDIA%20LIB
RARY%20Files/PDF/PDF%20M/PDF%20Meas
uringImpactPatientPortals.pdf  



https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-reference

https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-reference

https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-reference

https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-reference

http://www.chcf.org/%7E/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf

http://www.chcf.org/%7E/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf

http://www.chcf.org/%7E/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Implementation tips  
for data exchange 


• Identify a project lead. 
• Identify all outside sources of 


patient data. 
• Prioritize the sources based on 


volume and value. 
• Contact the high volume/value 


sources first. 
• Contact your health IT vendor for 


interface support. 
• Explore HIE options available in 


your region. 


Secondary Driver 4.2:  
Data Exchange 


 
Health care for your patient population occurs in many settings, but your HER 
may only capture care provided in your practice. To get a comprehensive picture 
of patient care provided in other settings, seek to implement electronic 
connections within the medical neighborhood. This data exchange takes various 
forms depending on the options available in your community or region. This 
section explores the various options that might be available to your practice.  


The phases of the work in CPC: 
• Early in the initiative, most practices worked out agreements with 


hospitals, emergency departments (EDs) and specialists to obtain data 
on patient visits. Most arrived via fax. Few were a result of an HIE or 
direct EHR access. 


• Practices increased their use of health IT over time. HIE access began to 
increase, as was shared access to EHRs. 


• The practices began using more referral and care transition templates 
to increase sharing information among providers. As paper and fax 
information exchange remained, practices began entering that data 
into the EHR in the designated discrete field within the patient record. 


• As data exchange improved, an increased use of local and state HIEs 
developed. Sharing data increased between providers using structured 
notes, secure messaging and access to the EHR for providers outside 
the primary care office. 


 


Change Concepts for data 
exchange 


• Enable the exchange of patient 
information to support care 







 


The CPC Comprehensive Implementation Guide — Driver 4 16 


 


Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


Change Concept: Enable the exchange  
of patient information to support care 
 


The American Recovery and Reinvestment Act of 2009 provided funding to 
establish HIEs with the intent of securely sharing patient information across the 
care continuum. Although not universally used, this technology has made great 
strides in the sharing of patient information.  


The ultimate goal of data exchange is to transfer information securely in a format 
that automatically uploads into the EHR. A common example is the transfer of 
patient lab results into the EHR through a lab interface. The interface imports the 
discrete values of each lab result into the patient’s chart in a format the software 
understands. This data may then trigger an alert to the provider that action is 
needed, such as an alarmingly high potassium or glucose level that needs 
immediate medical care. This section explores options for exchanging patient 
data.  


There are three forms of HIE:  
• Directed exchanges (also known as “push” exchanges) enable providers 


to send and receive secure information electronically to support care 
coordination.  


• Query-based exchanges (also known as “pull” exchanges) enable providers to find and request patient information from 
other providers. Delivery of unplanned care, such as ED visits, uses this form of exchange.  


• Consumer-mediated exchanges allow patients to collect and control the use of their health information and share with 
providers.5  


 


Change tactics CPC practices used: 
• Connect to local HIEs, if available 
• Develop information exchange processes and care compacts with other service providers with which the practice shares 


patients 
• Use standard documents created by EHR to routinely share information (e.g., medications, problem list, allergies, goals of 


care, etc.) at time of referral and transition between settings of care 
• Use non-clinical workflows to systemically enter structured clinical data from external (e.g., paper and e-fax) sources into 


their EHR 
  


                                                                 
5 Health Information Exchange Case Studies (2013). Contains a description of the three forms of HIE with case studies. 
https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies 


 


Online (external) resources 
for HIE 


What is HIE? (2014). Overview of HIE and the 
different types. Includes a video depicting 
consumer-mediated exchange. 
https://www.healthit.gov/providers-
professionals/health-information-
exchange/what-hie#consumer-
mediated_exchange  


Health Information Exchange Case Studies 
(2013). Contains a description of the three 
forms of HIE with case studies. 
https://www.healthit.gov/providers-
professionals/health-information-exchange-
case-studies  



https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies

https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange

https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange

https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange

https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange

https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies

https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies

https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


 
CPC resources related to HIE 


CPC Practice Spotlight 30: Full HIE Access 
Facilitates Real-Time Care Management 
(2014). This practice benefited from its 
access to a HIE by gaining insights into the 
practice’s ongoing patient treatment status 
in the hospital. This information improved 
transitions of care for patients. 
https://innovation.cms.gov/Files/x/cpcipsl1.
pdf#page=53 


Change Tactic:  
Connect to local HIEs, if available 


 
An HIE is similar to a modern cellular telephone system where individuals 
purchase a cell phone and connect to a network to call or text. Similar to the cell 
phone network, the HIE enables the provider to connect to a secure data 
exchange to obtain patient data necessary for care. It is more efficient to make a 
single connection to an HIE to obtain data than it is to make point-to-point 
connections to all the health care organizations providing care to the patient 
population of the practice. 
 
An HIE may be located within a health system, a community, a region or state. 
However, we are still in the pioneer days of HIE implementations. Some states or 
regions have effective HIEs, whereas other areas are still in the early stages of 
adoption.  


Essential components  
• Identify any HIEs that may be available to your practice. Keep in mind 


that these may be within your local health system or community, or 
may be part of a larger regional or state initiative. The Office of National 
Coordinator of Health Information Technology (ONC) provided financial 
resources for the State HIE Cooperative Agreement Program. Searching 
for the capability to connect to the HIE for your state may be an option. 


• Meet with the HIE service providers. Key elements to investigate about 
the HIE include the sustainability and economics, the technology 
supported, investment required and risk involved.6  


                                                                 
6 Health Information Exchange: Getting Started with HIE (2016). https://www.healthit.gov/providers-professionals/health-
information-exchange/getting-started-hie  


 


Online (external) resources 
for HIE 


Health Information Exchange (HIE) (2014). 
This site contains an overview of HIE, as well 
as interoperability courses that may benefit 
the practice. https://www.healthit.gov/HIE  


State Health Information Exchange 
Cooperative Agreement Program Key 
Contacts (2014). Program ended in 2014, 
and not all states have a health IT 
Coordinator position. 
https://www.healthit.gov/policy-
researchers-implementers/state-health-
information-exchange-cooperative-
agreement-program-key  


Getting Started with HIE (2016). This site 
provides contacts for each state to help 
providers locate an HIE in their region. 
https://www.healthit.gov/providers-
professionals/health-information-
exchange/getting-started-hie 



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie

https://www.healthit.gov/HIE

https://www.healthit.gov/policy-researchers-implementers/state-health-information-exchange-cooperative-agreement-program-key

https://www.healthit.gov/policy-researchers-implementers/state-health-information-exchange-cooperative-agreement-program-key

https://www.healthit.gov/policy-researchers-implementers/state-health-information-exchange-cooperative-agreement-program-key

https://www.healthit.gov/policy-researchers-implementers/state-health-information-exchange-cooperative-agreement-program-key

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie

https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


• Work with your EHR vendor regarding the capability of your EHR to connect to an HIE and upload data to a discrete field, as 
well as send data securely to the HIE. Discuss the cost of this exchange and the timeframe to connecting to the exchange, if 
available. 


• Many EHRs will connect with the state public health immunization registry, cancer registry or communicable disease 
registry. Verify the types of registries available to your practice using an HIE and whether your EHR can send and/or receive 
data. Some practices complete manual entry into registries such as these. Any registry where your practice team is 
currently performing manual entry is a suggested target for HIE ability. 


Considerations for your practice  
• One of the most commonly used HIEs is the EHR-based data exchanges that exist within health systems. Verify whether 


your practice is taking full advantage of this capability as you make referrals, obtain information from hospital or ED visits 
and the like. 
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


 


CPC resources related  
to information exchange 


CPC Practice Spotlight 46: Innovative Care 
Compacts Result in Timely Care, Continuity 
and Efficiency (2015). This practice increased 
the effectiveness of its referrals of patients 
to specialists by establishing Coordination of 
Care agreements with those specialists and 
using its EHR to track and follow-up on 
patient referrals. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=11 


Change Tactic: Develop electronic information exchange processes and  
care compacts with other service providers with which the practice  
shares patients 


Sharing patient records reduces duplication of tests as well as enhances the 
quality of care delivered by providers outside of the primary care office. Sharing a 
referral document via fax or letter is one way to accomplish this task. Health IT 
provides a more effective tool for this purpose. 


Direct secure messaging is a result of the Direct Project, a national encryption 
standard for securely exchanging clinical health care data through the internet. 
Using secure messaging, a provider can send continuity of care documents (CCD) 
to a specialist to enhance the referral experience. These CCDs provide the details 
needed to provide informed care for the patient.7 The best part is that the CCD is 
in a human-readable format as well as a format a computer can understand.  


Developing care compacts with select specialist providers and facilities assists 
with defining the relationship and expectations of both parties. (See a discussion 
of care compacts [care coordination agreements] on page 7 in Driver 1.5: 
Coordination of Care Across the Medical Neighborhood.) Adding secure 
messaging as the suggested communication method to these agreements will 
benefit the primary care practice, other providers and the patient. 


Essential components  
• Reach out to the providers used most often and to discuss the 


opportunity to communicate via secure messaging when sharing 
information related to primary care practice patients. Many providers 
have the capability to use this service, but they have not yet tapped into 
the resource within their EHR or network.   


• Establish a care coordination agreement (care compact, formal or 
informal) with each provider that is willing to work with your practice. 
Include secure messaging as the tool used to communicate between 
providers.  


• Regularly evaluate the effectiveness. The data obtained in your 
evaluation may be used as a positive talking point to other providers.  


Considerations for your practice  
• Establishing secure messaging will require engaging the practice EHR 


vendor and/or network sponsor. Include these resources as you begin 
discussing this option with your team to gain a full understanding of the 
timeframe and what will be required to establish this tool. 


                                                                 
7 5 Things to Know about CCD (2012). Healthcare IT News. http://www.healthcareitnews.com/news/5-things-know-about-ccd  


 


Online (external) resources 
for developing information 
exchange processes 


Implementing Direct Secure Messaging 
(2015). HealthIT.gov provides an overview of 
this valuable tool. 
https://www.healthit.gov/policy-
researchers-implementers/implementing-
direct-secure-messaging  


Direct Basics: Q&A for Providers (2014). This 
National Learning Consortium resource 
provides an understanding of what Direct is 
and how to use it. 
https://www.healthit.gov/sites/default/files/
directbasicsforprovidersqa_05092014.pdf  


How to Get Started with Direct Messaging 
(2016). This article provides insight into this 
secure tool for providers. 
http://medicaleconomics.modernmedicine.c
om/medical-economics/news/how-get-
started-direct-messaging?page=full  


5 Things to Know about CCD (2012). 
Healthcare IT News provides a description of 
CCDs and their use. 
http://www.healthcareitnews.com/news/5-
things-know-about-ccd 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=11

http://www.healthcareitnews.com/news/5-things-know-about-ccd

https://www.healthit.gov/policy-researchers-implementers/implementing-direct-secure-messaging

https://www.healthit.gov/policy-researchers-implementers/implementing-direct-secure-messaging

https://www.healthit.gov/policy-researchers-implementers/implementing-direct-secure-messaging

https://www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf

https://www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf

http://medicaleconomics.modernmedicine.com/medical-economics/news/how-get-started-direct-messaging?page=full

http://medicaleconomics.modernmedicine.com/medical-economics/news/how-get-started-direct-messaging?page=full

http://medicaleconomics.modernmedicine.com/medical-economics/news/how-get-started-direct-messaging?page=full

http://www.healthcareitnews.com/news/5-things-know-about-ccd

http://www.healthcareitnews.com/news/5-things-know-about-ccd
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


Change Tactic: Use standard documents created by EHR to routinely  
share information at time of referral and transition between settings of care 


Sharing documents electronically is not always possible. For example, providers 
do not have access to Direct Secure Messaging or facilities have not developed 
the technology to share electronically. However, a practice will still be able to use 
the EHR to communicate effectively.  


Creating documents directly from the EHR and sharing them with another 
provider is the most accurate method of depicting a patient’s current medical 
picture. This does not suggest manually writing the information from the 
electronic health record and sending a paper document to the referral provider. 
Instead, it is the abstraction of data from the EHR to a standardized document 
and providing it to the referral provider. 


Essential components  
• Develop a template note for the information that providers wish to 


share with a specialist or facility. “One size fits all” may not work in this 
case. Templates specific to the type of consult or referral may be 
needed. 


• Create standard documents for referrals to specialist providers and for facilities, such as long-term care, skilled care and 
rehab. 


• Include only the information pertinent to the referral on the standardized document. The High Value Care Coordination 
Toolkit has examples of documents that may be used (see green inset box for link and more information). 


• Using the template(s), engage the appropriate personnel and other resources to develop an abstract from the EHR that 
provides the pertinent information outlined in the template. It is likely the abstract for specialist referrals will differ from 
the abstract for facilities. 


• Use the documents derived from your EHR to share information.  
• Evaluate the use with those receiving the documents. Did the information meet their needs? How would they improve the 


document? Did it result in improved delivery of care? 
• Evaluate the use of standardized documents with your practice team. Does this save time in the workflow? Is the consultant 


response more targeted to the reason for referral with this information presented? 
• Work with referral sources to develop a standardized response document derived from their EHR. (Please see the High 


Value Care Coordination Toolkit in the resource box for a link to a sample document.) Share an example or template of 
what your practice would like in the response with the referral providers. Once established, provide feedback to the referral 
providers on the form’s effectiveness. 


Considerations for your practice  
• Creating an abstracted document from the EHR will require someone with the skillset to build this type of report. Consider 


what resources your practice has or seek help from your EHR vendor. 
• Some EHRs have templates as a part of the software or available as modules. Contact your EHR vendor to understand what 


is available to your practice. Discuss how to modify the standardized documents to fit your needs or build them into your 
system. 


 


 


Online (external) resources  
for standard documents for 
referrals and transitions 


High Value Care Coordination Toolkit 
(2016). This online toolkit from the American 
College of Physicians provides resources to 
facilitate more effective and patient-
centered communication between primary 
care and subspecialist doctors. Scroll through 
the page to find standard documents for 
communication among providers. 
https://www.acponline.org/clinical-
information/high-value-care/resources-for-
clinicians/high-value-care-coordination-hvcc-
toolkit 



https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit

https://www.acponline.org/clinical-information/high-value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


Change Tactic: Use non-clinical workflows to systemically enter structured clinical data  
from external sources (e.g., paper and e-fax) into their EHR 
 


Although the electronic receipt of structured clinical data, such as test results or consultant reports, directly into the EHR is 
preferred, this is not always possible. When the practice receives clinical data via fax, mail or other sources, it must develop 
workflows to ensure entry of the information into their EHR in a usable, structured format.  


Although scanning or inserting faxed documents into the EHR makes the document available within the EHR, the information does 
not appear in a structured field. Practices need discrete data elements to trigger alerts, track referrals and accurately report data via 
eCQMs and create data reports for monitoring and continuous improvement. Practice workflows not only must upload the 
document into the EHR, but they also should ensure all data is entered into a structured field within the EHR. 


A common example of this workflow involves receipt of mammography results from a radiologist or colonoscopy results from the 
gastroenterologist. Both of these services are typically performed outside the primary care practice. In many cases, the result comes 
into the primary care practice via fax or e-fax. The typical workflow is to file the result into the patient’s medical record via scanning 
or into a paper file. This workflow may be missing the key step of informing the EHR as to the completion date and result. Entering 
this information into a designated structured field makes it visible and reportable for the primary care team. If these records are 
scanned into the patient’s EHR, they are often scanned into the wrong place in the record and cannot be found. The key is that the 
results are scanned into the open “order” or “result” template (depending on the EHR). If they are just scanned into a generic place 
in the patient’s record, they are not retrievable.  


Essential components  
• Determine your goals for this data entry. Reporting-related eCQMs is a vital goal for value-based payment. Your practice 


may also want to use this input for process improvement, patient education, and tracking referrals. 
o Once goals are established, identify the source and type of clinical documents typically received by your practice.  
o Identify the fields in your EHR to receive the information.  


• Match the result to an order. This closes the loop in the order tracking system. If no orders are pending, then many EHRs 
allow you to create an order and attach the result. Both options require data entry to inform the EHR of the date and result. 


• Manually enter lab orders received by e-fax or paper. Individual values are typically entered into discrete fields. This allows 
the EHR to send alerts for abnormal values and create run charts and other reports on the data. Simply entering the date 
completed and a brief “normal” or “abnormal” is not sufficient. 
o If necessary, create fields in your EHR to receive this discrete information, allowing you to create the reports or serve 


the purpose you have identified. 
• Create the workflows to accomplish data entry. Scanning a document into the EHR and attaching it to a patient’s record 


may be done by a non-clinical individual. Yet entering data into designated fields requires the individual to understand the 
content of the document, including where the data must be entered. This could be a medical-clerical individual. 


• Meet regularly with the team to review the workflows and improve the process as identified by the individuals tasked with 
the role and the end user (provider, clinical personnel or analytics).  


Considerations for your practice  
• Working with your EHR vendor or IT specialist may enhance your planning as you develop these workflows. The goal is to 


create a workflow using the most appropriate team member, with the outcome of discrete data available in the EHR to 
meet the needs of the primary care practice. 
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.2: Data Exchange 


Change Concept: Enable the exchange of patient information to support care 


Measuring Success for Change Concept:  
Enable the exchange of patient information to support care 
 


The following may help you evaluate your practice’s ability to exchange patient information to support care. 
• Use of these evaluative measures may be beneficial when connected to a health information exchange: 


o Is your HIE connection manual or automated? What data is received and sent? 
o Evaluate the CQMs associated with the data transmitted. Has the HIE connection demonstrated improvement in the 


CQM measures? 
 Immunizations and screening tests are common measures to evaluate. 


o Has the connection to an HIE reduced the time it takes practice personnel to collect the data? 
• Use of Direct Secure Messaging may be evaluated using these measures: 


o The time invested by providers and team members to provide this data to a referral provider 
o Accuracy of data presented to referral providers 
o Cost savings with the use of secure messaging implementation over copying and sending records 


• Use of structure documents derived from the EHR may be accomplished as follows: 
o Amount of time to prepare documents for the referral provider (is it reduced from the use of paper forms?) 
o Accuracy of the data provided to the specialist or facility (audit of documents) 
o Referral results demonstrate provider had a firm understanding of the reason for the referral and provided 


feedback in line with the plan of care set by the patient and primary care provider (audit of records). 
• Input of data from paper or faxed documents can be measured via an audit of CQM reports: 


o Do the measures demonstrate a different level of performance due to increased data availability? 
o Validate the accuracy of the CQM data and investigate the root cause of errors. 


 Errors in EHR mapping 
 Errors in data input 
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


 


Online (external) resources 
related to health IT 


Health IT Dashboard: Quick Stats (2016). 
This site provides stats on the use of health 
IT in office-based settings and hospitals. 
https://dashboard.healthit.gov/quickstats/q
uickstats.php 


Secondary Driver 4.3:  
Continuous Improvement of Health IT 
 


Installing health IT is just a beginning. Just as the practice team works toward 
improving the provision of comprehensive primary care, the health IT must 
undergo continual development to meet the needs of the primary care team 
and its patient population. Leveraging the use of health IT will continue to 
enhance the workflow in the office. Investment in automation will move the 
practice toward achieving the aims of better care for individuals, better health 
outcomes for the population, and a reduction in the total cost of care through 
improvement in care. 


The phases of the work in CPC: 
• The MU program was used as the foundation for optimal use of the electronic health record by CPC practice. 
• Practices invested in workflow changes to use EHRs effectively. 
• Practices moved to meeting MU Stage 2 criteria, including electronic reporting of CQMs. 
• Employment of increased interconnectivity (when it was available) with the use of an HIE and electronic transmission of 


data between providers further enhanced health IT optimization. 


This section discusses continuous improvement of health IT with MU as a 
foundation and provides guidelines to build on that foundation with practice 
team development to most effectively use health IT to deliver comprehensive 
primary care. 


Further optimization of health IT will be discussed with the ability to exchange 
data with HIEs and other providers. Practice workflows to include input of 
external data from fax and other non-electronic sources will be described. EHR-
based reporting will be dependent on accurate data reception and input, with 
EHR-based quality reporting as the outcome of this work. 


 


 


Change Concepts for continuous 
improvement of health IT 


• Align with the MU program to improve 
EHR function and capability 


• Develop practice capacity for optimal 
use of EHR 



https://dashboard.healthit.gov/quickstats/quickstats.php

https://dashboard.healthit.gov/quickstats/quickstats.php
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


Change Concept: Align EHR with the MU program to improve function and capability 


Implementation tips for alignment  
of EHR with MU 


• Select a leader and team to align EHR 
with MU. 


• Choose an ONC-certified EHR. 
• Involve the team in brainstorming 


needed EHR tasks. 
• Determine capacity to produce needed 


reports. 
• Select CQMs to report that align with 


MU and other programs or initiatives. 
• Identify the correct EHR fields that will 


produce the numerator and 
denominator of each eCQM. 


• Align “people workflows” with the 
newly identified EHR workflows to 
ensure data input is valid. Train 
employees on new workflows (people 
and EHR). 


• Train staff on workflows and data 
entry. 


       


Change Concept: Align EHR with the MU 
program to improve function and capability 
 


Participation in the MU initiative provided the practice with the guidelines to 
develop their EHR in a way that best optimized its use for provision of 
comprehensive primary care.  


The Centers for Medicare & Medicaid Services (CMS) MU incentive 
program began with data capture and sharing (Stage 1) in 2011, moving 
on to advance clinical processes (Stage 2) in 2014 and improved outcomes 
(Stage 3) in 2016.8 


Each successive stage built upon the first. The practice aligned their 
workflows and reporting requirement with those of the MU initiative as it 
optimized their health IT.  


The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015 
established the Quality Payment Program (QPP). This program has two 
tracks: Merit-based Incentive Payment System (MIPS) and Alternative 
Payment Model (APM) Incentive. The MIPS performance category of 
Advancing Care Information replaces the Medicare Meaningful Use 
program.9 


 


Change tactics CPC practices used: 
• Use an Office of National Coordinator of Health Information 


Technology (ONC)-certified EHR 
• Align practice improvement efforts with MU requirements 


  


                                                                 
8 EHR Incentives and Certification: Meaningful Use Definition & Objectives (2015). https://www.healthit.gov/providers-
professionals/meaningful-use-definition-objectives 
 


 



https://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


Change Concept: Align EHR with the MU program to improve function and capability 


 


Online (external) resources 
related to MACRA 


Quality Payment Program (2016). This site 
describes the QPP with the differences 
between MIPS and Alternative Payment 
Model (APM) reviewed. Allows the practice 
to use the embedded tools to understand 
how the QPP may affect its reporting and 
incentives. https://qpp.cms.gov/ 


ONC Health IT Certification Program (2016). 
Describes the ONC structure, testing and 
certification process. 
https://www.healthit.gov/policy-
researchers-implementers/about-onc-
health-it-certification-program 


Certified Health IT Product List (2016). The 
CHPL is a comprehensive and authoritative 
listing of all certified health IT, with search 
capability. 
https://chpl.healthit.gov/#/overview  


Heath IT Dashboard: Health Care 
Professional EHR Vendors (2016). Overview 
of certified EHRs. 
https://dashboard.healthit.gov/quickstats/p
ages/FIG-Vendors-of-EHRs-to-Participating-
Professionals.php 


Change Tactic: Use an ONC-certified EHR 
 


The ONC established standards for health IT and an independent testing program 
to certify that health IT products deliver ONC-required functionality. This 
certification process ensures that certified products will deliver standard results.  


ONC certification is required to participate in the Medicare Quality Payment 
Program (QPP). Selecting the right vendor is still practice-specific. System-
associated practices may not have the sole choice of selection, yet verification of 
the ability to meet the needs of the busy primary care office is crucial. 
Independent practitioners must evaluate the ability of an EHR to meet the goals 
of the practice with minimal costly customization. 


Essential components  
• Matches the needs of the clinic personnel and patient reporting needs.  
• Meets your practice’s high-priority goals.  
• Are the capabilities present to address the practice’s population health 


needs, such as care management and care coordination?  
• Consider the entire cost of the EHR investment, which includes more 


components beyond the purchase or leasing of the system. These 
questions can help identify factors with potential to affect your 
practice’s total investment:  
o Is customization needed? Is it an additional cost? Is the cost 


acceptable to the practice? 
o What is the cost for ongoing support?  
o What is the cost of time? Will the EHR reduce the cycle time in the 


practice workflow or require additional time to complete the work? 
Look at the workflow of front office personnel, back office clinical 
personnel and providers. 


o Are there costs for software updates? 
o Is there a charge for care management software?  
o Are there additional charges for registries? 


• Reports the required eCQMs that are vital to value-based payment models. 
• Provides future software updates that include desired capabilities. 
• What is the estimated release date? 
• Provides ongoing training for the practice team, as needed. 


Considerations for your practice  
• Be certain that the clinical data belongs to your practice. This enables you to transfer that data should you change EHRs. 


Seek information up front on the extent of data migration. Will any data be lost in the migration? Identify the cost for 
migrating data up front before selecting the EHR or transferring data. 


• If you choose a replacement EHR, is there a cost to migrate your data into the new system? 



https://qpp.cms.gov/
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


Change Concept: Align EHR with the MU program to improve function and capability 


 


CPC resources related  
to use of eCQMs in 
improvement efforts 


CPC Practice Spotlight 45: PDSA Cycles 
Focused on Reducing Falls Risk Help Reduce 
ED Use (2015). This Oregon practice focused 
on eCQM CMS139v5, Falls: Screening for 
Future Fall Risk, as a practice improvement 
initiative with positive results in positive 
results in reduction in ED visits, and 
identification of the root cause of the falls. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=10 


CPC Practice Spotlight 56: Explore Potential 
Efficiencies Using Your Patient Portal as an 
Outreach Tool (2015). This system-affiliated 
site tested the patient portal as an outreach 
tool for certain targeted eCQMs. Process 
data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=19 


Change Tactic: Align practice improvement efforts with MU requirements 
 


Developing the ability to report CQMs electronically for various incentive payment programs is sometimes challenging. Many things 
must be considered to obtain alignment in reporting for the various programs in which the primary care practice is engaged. As the 
country moves to QPP, the CQMs chosen by the practice for Advancing Care Information should align with any other initiative the 
practice is a participant.  


Essential components  
• Review each initiative or program the practice engages in for the CQMs available or mandated to report. Create a visual 


tool using a list of CQMs in the left-hand column, with each program or initiative in a row across the top. As the evaluation 
progresses, put a mark under the initiative if that CQM is reported.  


• Identify the measures where the practice wishes to focus its 
improvement efforts. Consider how many CQMs must be reported 
for each initiative. Select those that cross multiple initiatives as often 
as possible. This allows the practice team’s investment of effort in 
improving the measure to be multiplied across the initiatives.  


• As a team, develop the improvement strategy for the practice. In 
addition to the CQMs chosen for reporting, consider monitoring 
others to assist the practice with identification of areas that may 
need change. An example is reporting of NQF #0059 (CMS122v5), 
Diabetes: HbA1c Poor Control. This outcome is a measure of the 
percentage of patients ages 18 to 75 with diabetes who had 
hemoglobin A1c > 9.0 percent during the measurement period. Your 
practice may want to also monitor an associated process measure, 
such as NQF #0416, Diabetes Mellitus: Diabetic Foot and Ankle Care, 
Ulcer Prevention-Evaluation of Footwear. You can then correlate the 
actions taken for one measure with the effect on the other. 


  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


Change Concept: Align EHR with the MU program to improve function and capability 


• Monitor the selected measures. CPC practices were given the option to 
select how often they reviewed these measures. However, a monthly 
review was recommended. Share results with the entire practice team 
and use them for continuous quality improvement efforts. (See  
Driver3: Continuous Improvement Driven by Data for additional 
discussion.) 


Considerations for your practice  
• As you select measures, closely evaluate the capability of your EHR to 


electronically capture and report the measure. Identify which discrete 
fields will hold the numerator and denominator, and develop training 
programs for all members of the practice team to ensure the data entry 
is in the correct field.  


• Please note that MU has become one of four components of the Merit-
Based Incentive Payment System (MIPS), which is part of the Medicare 
Access and CHIP Reauthorization Act or “MACRA.” 


  


 


Online (external) resources 
for quality measures 


Quality Payment Program: Quality 
Measures (2016). This tool allows the 
practice to review and select the quality 
measures that best fit the needs of your 
practice. 
https://qpp.cms.gov/measures/quality  


Case Study: Practice Transformation, Health 
Information Technology, Payment Reform: 
Is There Optimism for Primary Care? (2011). 
A Colorado physician describes 
implementing EHR and other health IT as 
part of his primary care improvement 
journey. 
https://www.healthit.gov/providers-
professionals/primary-care/practice-
transformation-health-information-
technology-payment-r  


Impact Insights: “MIPS, MACRA & MU – The 
Next Evolution of Healthcare Payment 
Reform” (2017). A discussion of the 
relationships among the merit-based 
payment programs and how they relate to 
meaningful use. http://www.impact-
advisors.com/meaningful-use/mips-macra-
mu-the-next-evolution-of-healthcare-
payment-reform/#sthash.m2KdCyam.dpuf 



https://qpp.cms.gov/measures/quality
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Driver 4: Optimal Use of Health IT 
Secondary Driver 4.3: Continuous Improvement of Health IT 


Change Concept: Align EHR with the MU program to improve function and capability 


 


Measuring Success for Change Concept: Align EHR with the MU program to improve 
function and capability 
 


The following questions will help you evaluate your alignment with the MU program to improve EHR functionality and capability. 
• To what stage of MU has your practice attested? 
• How many measures can your EHR currently report electronically? Have you validated the accuracy of the data?
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Resources 


Resources for Driver 4 
 
Case Study: Practice Transformation, Health Information Technology, Payment Reform: Is There Optimism for Primary Care? 
(2011). A Colorado physician describes implementing EHR and other health IT as part of his primary care improvement journey. 
https://www.healthit.gov/providers-professionals/primary-care/practice-transformation-health-information-technology-payment-r   


Certified Health IT Product List (2016). The CHPL is a comprehensive and authoritative listing of all certified HIT, with search 
capability. https://chpl.healthit.gov/#/overview  


CPC On Demand Video: Building a Culture for Practice Improvement (2017). How a Colorado medical center used data to improve 
their practice. They encourage staff in improvement efforts through a variety of methods. 
https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Improving the Accuracy of Information from your EHR (2017). How to gather data for eCQM reporting, 
validate its accuracy and educate your staff. https://www.youtube.com/watch?v=8PNHTDprYTM&index=30&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC Practice Spotlight 12: DTC Family Health and Walk-in (2014). This Colorado practice shares how it registered 90 percent of its 
patients for portal use, with 72 percent as active users. The team used iPads connected to the EHR to enter registration data, saving 
time for front-desk personnel. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=30 


CPC Practice Spotlight 30: Full HIE Access Facilitates Real-Time Care Management (2014).  This practice benefited from their access 
to a HIE by gaining insights into their patients ongoing treatment status in the hospital.  This information improved transitions of 
care for patients. https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=53 


CPC Practice Spotlight 44: Teamwork, Transparency and Rewards Drive Improvement in Quality Measures (2015).  This group 
practice leveraged its effective teamwork and transparency to provide performance scorecards for each team to motivate friendly 
competition to drive its quality improvement efforts. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9 


CPC Practice Spotlight 45: PDSA Cycles Focused on Reducing Falls Risk Help Reduce ED Use (2015).  This Oregon practice focused 
on eCQM CMS139v5, Falls: Screening for Future Fall Risk as a practice improvement initiative with positive results in positive results 
both in reduction in ED visits, and identification of the root cause of the falls. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=10 


CPC Practice Spotlight 46: Innovative Care Compacts Result in Timely Care, Continuity and Efficiency (2015). This practice 
increased the effectiveness of its referrals of patients to specialists by establishing Coordination of Care agreements with those 
specialists and using its EHR to track and follow-up on patient referrals. https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=11 


CPC Practice Spotlight 52: A Small Practice and Shared Decision Making: Start Simple to Scale Up (2015).  This practice used its EHR 
to track the use of shared decision making tools by using codes developed by the IT department. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=16 


CPC Practice Spotlight 56: Explore Potential Efficiencies Using Your Patient Portal as an Outreach Tool (2015). This system-
affiliated site tested the patient portal as an outreach tool for certain targeted eCQMs. Process data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19 


CPC Practice Spotlight 85: Expanding Access to Care through E-visit Technology (2016).  This system found e-visits effective for 
increasing access to care without compromising quality. The system was on track to complete 4,800 e-visits in 2016. 
https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=43 
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Resources 


CPC+ Quality Reporting Overview for Performance Year (PY) 2017 (2016). This is an example of an initiative requiring reporting at 
the practice level. These requirements indicate the need to report from the EHR at the practice level. 
https://innovation.cms.gov/Files/x/cpcplus-qualrptpy2017.pdf  


Direct Basics: Q&A for Providers (2014). This National Learning Consortium resources provides an understanding of what Direct is 
and how to use it. https://www.healthit.gov/sites/default/files/directbasicsforprovidersqa_05092014.pdf  


EHR Incentives and Certification: Meaningful Use Definition & Objectives (2015). This site will help the reader understand the MU 
program. https://www.healthit.gov/providers-professionals/meaningful-use-definition-objectives  


Five Things to Know about CCD (2012). Healthcare IT News provides a description of CCDs and their use. 
http://www.healthcareitnews.com/news/5-things-know-about-ccd 


Getting Started with HIE (2016). This site provides contacts for each state to help providers locate an HIE in their region. 
https://www.healthit.gov/providers-professionals/health-information-exchange/getting-started-hie  


Going Lean in Health Care (2005). This IHI white paper describes how the use of Lean in healthcare improves processes with 
elimination of waste, less rework and better quality. 
http://www.ihi.org/resources/pages/ihiwhitepapers/goingleaninhealthcare.aspx  


Health Information Exchange (HIE) (2014). This site contains an overview of HIE, as well as interoperability courses that may benefit 
the practice. https://www.healthit.gov/HIE  


Health Information Exchange Case Studies (2013).  Contains a description of the three forms of HIE with case studies. 
https://www.healthit.gov/providers-professionals/health-information-exchange-case-studies  


Heath IT Dashboard: Health Care Professional EHR Vendors (2016). Overview of certified EHRs. 
https://dashboard.healthit.gov/quickstats/pages/FIG-Vendors-of-EHRs-to-Participating-Professionals.php  


Health IT Dashboard: Quick Stats (2016). This site provides stats on the use of HIT in both office-based settings and hospitals. 
https://dashboard.healthit.gov/quickstats/quickstats.php  


Health IT Evaluation Toolkit and Evaluation Measures Quick Reference Guides (2009). This site provides a guide to measures for 
evaluation. https://healthit.ahrq.gov/health-it-tools-and-resources/health-it-evaluation-toolkit-and-evaluation-measures-quick-
reference  


Health IT Implementation Toolbox: 9 Steps to Implement EHRs (2016). This site covers 9 topics of importance when implementing 
the EHR. The knowledge provided is helpful as you work on practice workflows, build staff, evaluate, and optimize your HIT. 
https://www.hrsa.gov/healthit/toolbox/healthitimplementation/index.html  


High Value Care Coordination Toolkit (2016). This online toolkit from the American College of Physicians provides resources to 
facilitate more effective and patient-centered communication between primary care and subspecialist doctors. Scroll through the 
page to find standard documents for communication between providers. https://www.acponline.org/clinical-information/high-
value-care/resources-for-clinicians/high-value-care-coordination-hvcc-toolkit  


How to Get Started with Direct Messaging (2016). This article provides insight into this secure tool for providers. 
http://medicaleconomics.modernmedicine.com/medical-economics/news/how-get-started-direct-messaging?page=full  


Impact Insights: “MIPS, MACRA & MU – The Next Evolution of Healthcare Payment Reform” (2017). A discussion of the 
relationships among the merit-based payment programs and how they relate to meaningful use. http://www.impact-
advisors.com/meaningful-use/mips-macra-mu-the-next-evolution-of-healthcare-payment-reform/#sthash.m2KdCyam.dpuf 


Implementing Direct Secure Messaging (2015). HealthIT.gov provides an overview of this valuable tool. 
https://www.healthit.gov/policy-researchers-implementers/implementing-direct-secure-messaging  
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Resources 


Importance of Cross Training in the Workplace (2015). This blog identifies the many benefits of cross training in any workplace. 
http://www.directrecruiters.com/uncategorized/blog/importance-of-cross-training-in-the-workplace/   


Measuring the Impact of Patient Portals: What the Literature Tells Us (2011). This report examines the impact of patient portals 
and provides information to health care workers looking to implement and measure their own portals. 
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20M/PDF%20MeasuringImpactPatientPortals.pdf  


The Merit-based Incentive Payment System: Quality Performance Category (2016). This site provides an overview of the Quality 
Payment Program (QPP), with a focus on the quality performance category that replaces PQRS.  
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-
APMs/Quality-Performance-Category-training-slide-deck.pdf 


ONC Health IT Certification Program (2016).  Describes the ONC structure, testing and certification process. 
https://www.healthit.gov/policy-researchers-implementers/about-onc-health-it-certification-program  


Physician Quality Reporting System (2016). This site provides an overview of the PQRS system. 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html  


Physician Quality Reporting System Qualified Clinical Data Registries (2016). This site lists the 2016 QCDRs meet the CMS 
requirements outlined in the 2016 Medicare Physician Fee Schedule final rule. https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/PQRS/Downloads/2016QCDRPosting.pdf  


Practice Facilitation Handbook: Module 17. Electronic Health Records and Meaningful Use (2013). This AHRQ resource provides 
useful information for both the practice facilitator and practice staff. https://www.ahrq.gov/professionals/prevention-chronic-
care/improve/system/pfhandbook/mod17.html  


Quality Payment Program (2016). This site describes the QPP with the differences between MIPS and Alternative Payment Model 
(APM) reviewed. Allows the practice to use the embedded tools to understand how the QPP may affect its reporting and incentives. 
https://qpp.cms.gov/  


Quality Payment Program: Quality Measures (2016). This tool allows the practice to review and select the quality measures that 
best fit the needs of your practice. https://qpp.cms.gov/measures/quality  


Regional Extension Centers (RECs): Advising Providers in All Phases of Electronic Health Record Implementation (2015). 
https://www.healthit.gov/providers-professionals/regional-extension-centers-recs  


Science of Improvement: How to Improve (2016). This IHI resource provides instruction in the Model for Improvement used in 
many healthcare settings. http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx  


State Health Information Exchange Cooperative Agreement Program Key Contacts (2014). Program ended in 2014, and not all 
states have an HIT Coordinator position. https://www.healthit.gov/policy-researchers-implementers/state-health-information-
exchange-cooperative-agreement-program-key   


What Is EHR Optimization, How Does It Start? (2017). EHR optimization begins soon after implementation. The EHR vendor is a 
crucial partner in this journey. https://ehrintelligence.com/features/what-is-ehr-optimization-how-does-it-start  


What is HIE? (2014). Overview of HIE and the different types. Includes a video depicting consumer-mediated exchange. 
https://www.healthit.gov/providers-professionals/health-information-exchange/what-hie#consumer-mediated_exchange  
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		Resources for Driver 4
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Environment to Support Comprehensive Primary Care 


Driver 5: Environment to Support  
Comprehensive Primary Care 


To meet the aims of CPC, practices needed to operate in an environment that was supportive of the changes in care that they were 
making. Commercial and public payers aligned with CMS in this alternative payment model, providing payment that was not visit-
based, and offering the opportunity for practices to share savings.  


Each CPC region made 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 engaged with regional stakeholders to create the environment to 
support comprehensive primary care and to align CPC with regional and statewide health care reform efforts.  


While Drivers 1 through Drivers 4 focus on changes within the practice walls, Driver 5 turns outward to the external environment. It 
includes working with external stakeholders and partners who will affect both individual and collective primary care practices that 
work toward the CPC aims of better health, better care and lower costs for patients. 
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Driver 5: 
Environment to Support Comprehensive Primary Care 


Driver 5: The Secondary Drivers 
The secondary drivers below support the Environment to Support Comprehensive Primary Care: 
 
5.1 Engaged Community 


Focuses on the concepts of engaging the medical and non-medical community at the local, state and regional levels to align 
work toward the CPC aims of better health, better care and lower costs for patients and families, in addition to supporting 
practices in their own efforts. 


5.2 Aligned Payment Reform 
Focuses on reforming reimbursement and payment structures, delivery and usability of payer data, reporting and quality 
metrics, as well as how these elements align throughout a region or market. 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Secondary Driver 5.1: Engaged Community  
This section focuses on the concepts of engaging the medical and non-medical community at the local, state and regional levels to 
align work toward the CPC aims of better health, better care and lower costs for patients and families, in addition to supporting 
practices in their own efforts.  


The phases of the work in CPC: 
• At the start of CPC, each region formed multi-stakeholder groups by 


recruiting diverse partners across the state to be contracted as Multi-
stakeholder Faculty (MSF). 


• MSF groups created their own meeting schedules and formats to 
regularly convene and work toward goals they identified.  


• Initial activities of these MSF groups included identifying major 
stakeholders in their region and/or market and conducting outreach to 
inform potential partners of the CPC initiative’s goals and efforts.  


• MSF and practice leaders joined or created relevant stakeholder 
meetings, joined coalitions (such as payer meetings, leadership, care 
management or transitions of care coalitions) and participated in data/information exchange networks in their markets. 


• By the initiative’s third year, all regions included payers in their major multi-stakeholder meetings, and the majority worked 
on data exchange and/or aggregated data as at least one major area of work. 


• Over the initiative’s final year, stakeholder groups worked to solidify groups and communication streams that were making 
progress to try to ensure continuity and sustainability. 


Engaging key players within a market and community is critical to supporting practices and ensuring the spread of transformation. 
To do so, one must take time to understand the culture and build relationships with these key players. It is important to ensure that 
the right people are at the table and constantly assess for new opportunities to incorporate critical voices into the conversation.  


 


 


Change Concepts for  
engaged community 


• Engage stakeholders with an interest in 
better care, better health outcomes 
and lower overall cost of care in 
support of CPC practices 


• Support processes that integrate care 
across the Medical Neighborhood 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Engage Stakeholders 


Implementation tips for 
engaging stakeholders 


• Identify a system integrator to 
facilitate the conversations 
and bring parties together. 


• Conduct an environmental 
scan throughout the region to 
identify potential 
stakeholders and partners. 


• Create concise but engaging 
materials to guide 
conversations. 


• Create a communication 
structure to follow up with 
interested parties. 


• Keep organized lists with 
partners’ contact information. 


• Connect interested parties 
with each other to form 
groups or subgroups with 
similar interests. 


Change Concept: Engage stakeholders with an interest in better care, better health 
outcomes and lower overall cost of care in support of CPC practices  


It is necessary to engage partners in the support of transforming health care, outreach 
and education regarding initiatives to spark awareness and then create engaged, 
interested parties. When initiating this work, it is important to think broadly about 
who might be interested in similar goals, who might benefit from progress in these 
areas and who might influence the success or overall environment. Some might be 
external to traditional health care partners, such as employers or unions. Some 
parties might initially seem to be competitors among themselves, such as various 
payers. It is important to assess and then address the specific benefits and/or effect 
that each individual stakeholder should experience from participating in a 
collaborative effort. 


For initiatives such as CPC, initial engagement was supported by brief, clear messaging 
through concise outreach materials and talking points about the initiative’s goals and 
benefits as a whole, as well as the importance of and effect for each type of 
stakeholder. It is also critical to remember that an individual initiative likely has much 
in common with other programs or initiatives in the area that may already have 
engaged support. Alignment with other efforts should extend the circle of 
stakeholders and build relationships based on supporting the overall environment for 
the mutual benefit of all parties. 


 
Change tactics CPC practices and payers have used: 


• Engage consumers, employers, unions and other regional or local entities in 
support of Comprehensive Primary Care practices 


• Engage policymakers at the regional or state level in the work of 
Comprehensive Primary Care practices 


• Ensure that other regional or state primary care improvement efforts are aware 
of and can align with CPC practices  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Engage Stakeholders 


Change Tactic: Engage consumers, employers, unions and other regional or local entities in support of Comprehensive 
Primary Care practices 


Many entities not only affect the overall environment in which health care functions, but they also stand to benefit from better 
health and better health care. Employers, for example, benefit from healthier staff. Their policies and insurance choices can directly 
affect how their staff accesses health care services. It is important to identify major organizations that have a large presence in an 
area and/or touch many lives. Framing the work, goals and benefits in language that is accessible and relevant to potential partners 
should assist in obtaining an audience and aligning mutual goals. 


Throughout CPC, each region found different partners that were relevant in their markets. This included, but was not limited to, 
practice leaders, patient representatives, small businesses, large employers and/or unions, cooperative extension offices, 
community and/or statewide coalitions focused on population health, local universities — including medical, pharmacy, and public 
health institutes — and associations, such as hospital and pharmacy associations. All of this work started by scanning the 
environment for potential partners and then frequently reaching out to those identified. 


Essential components   
• Identify potential stakeholders who have similar aims or who have a large presence in your market. 
• Create a presence in the community by attending meetings, joining groups and coalitions, and learning about initiatives and 


aims that may interest potential partners. 
• Reach out to potential stakeholders to learn about their organization and goals, all while educating them about 


Comprehensive Primary Care and its benefits. 
• Find common ground and language to ensure that stakeholders are on board with supporting the same work and same 


aims. 
• Record key points from conversations with potential partners to ensure continuity of your work together, and connect 


partners with other parties to generate strong networks. 
• Provide engaged stakeholders updates regarding progress, outcomes and challenges as you move forward with this work. 


 
Considerations for your initiative  


• Each region or market has unique opportunities and unique challenges. It can be helpful to learn about other markets’ 
strategies or partners, but these are not usually applicable to other areas. 


• Both individual practices and non-practice entities can initiate this work. Ideally, through program-related learning events 
and meetings, all parties working on engaging external support should communicate with each other. 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Engage Stakeholders 


Change Tactic: Engage policymakers at the regional or state level in the work of Comprehensive Primary Care practices 
 


Gathering partners and aligning goals are important aspects of creating change in the overall environment. Yet, this is often not 
sufficient to gain widespread, systemic or sustainable change on its own. Changing or creating new policies that generate a 
supportive environment is usually critical to sustain progress over time. Policy and policymaker are broad terms that encompass 
everything from state regulations to more localized, regional or county policy, or even a specific organization’s written policies and 
procedures. The process for engaging, informing and gaining ground with policymakers is similar to working with all stakeholders. 
The critical step with this strategy is to move the dialogue and actions into a more permanent, written and sanctioned policy. 


All of the multi-stakeholder groups in the seven CPC regions included representation from the state level, as well as major 
organizations in their stakeholder meetings, to help inform state and regional policy. An example of state-level policy work in CPC 
includes work conducted by the New York multi-stakeholder faculty advising the New York State Department of Health as it worked 
on the State Innovation Model (or SIM) plans for advanced primary care standards to be implemented statewide. Many groups also 
work regionally or more locally with major payers (insurance companies) to align data and/or quality measures and create 
policy/procedure for producing practice-level reports. 


Essential components   
• Invite representatives from major state health organizations to join stakeholder groups and meetings.  
• Incorporate state priorities and goals into the larger multi-stakeholder work to build alignment and establish strong 


connections regarding mutual aims and efforts. 
• Empower stakeholders, including faculty, payers and practice leaders, to take an active role in advising or shaping language 


for state or regional policy. 
• Connect this work directly with the practice community to allow bi-directional information exchange and continued 


relationship building. This can be accomplished by inviting stakeholders to program meetings and activities, presenting 
data, outcomes or progress reports in these venues, or holding panels or breakout sessions where bi-directional 
communication is encouraged.  


Considerations for your initiative 
• Because individuals within an organization or position change, it is important to engage multiple people from an 


organization. Provide tangible materials or communication to share with the organization and leadership outside of 
individual meetings and conversations. 


• In many markets, coalitions or meetings likely exist that did not originate from your program. If you can join and become an 
agenda item, you can have more frequent communication than that scheduled solely by your own group. 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Engage Stakeholders 


Change Tactic: Ensure that other regional or state primary care improvement efforts are aware of  
and can align with Comprehensive Primary Care practices 


Learning about other initiatives and efforts aimed at improving primary care, payment reform and higher quality health care is 
essential for finding and engaging stakeholders, as well as leveraging collective efforts toward mutual aims. While the first steps 
involve identifying and understanding these efforts, as well as elevating the awareness of your own initiative, the next steps focus on 
creating alignment. There is often overlap of major concepts or goals between improvement efforts, yet there will likely be 
differences in language, specific strategies and targets, use of data and reporting requirements. These differences can often be 
distracting and challenging for practices or stakeholders seeking involvement in more than one initiative. Strong communication 
among the stakeholders can often dispel many of the perceived differences and lead to acceptable changes that create better 
alignment. 


The CPC initiative aligned with several major improvement efforts and models across the country, including Patient-Centered 
Medical Home efforts, several different SIM grants and payment reform efforts. 


Essential components   
• Identify improvement efforts and initiatives at the state and regional level that have significant overlap in at least one of 


your primary goals. 
• Create lines of communication among involved parties to learn about each other’s work and goals. 
• Determine areas of natural overlap or alignment as well as areas where differences exist. 
• Leverage the overlap by making it explicit to all stakeholders, including individual participating practices. 
• Work to reconcile areas where minor differences exist, such as similar, yet not identical, quality measures or reporting 


options. 
• Share progress of this alignment with actual partners and potential partners. 


Considerations for your initiative 
• Practices will often be involved with or at least considering multiple initiatives at the same time. These involve project 


managers, administrators or those who are responsible for submitting requirement reports. Identifying the right team 
members to recognize the differences and similarities of the multiple programs is important. 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Engage Stakeholders 


Measuring Success for Change Concept:   
Engage Stakeholders 


Building relationships, understanding culture and fostering collaboration and full engagement require time and are difficult to 
measure. Creating a charter for the group that outlines overarching, long-term goals, as well as specific, short-term and action-
oriented goals, is essential for measuring a stakeholder group’s effectiveness. Begin by considering the following three levels of 
measurement: strategic alignment, relative advantage of ideas and engagement of the stakeholders.1 The following are examples of 
potential goals/measures that may be helpful at various stages in this work. 
 
Initial start-up goals and measures: 


• Type of organizations represented in the group 
• Number of various types of stakeholders coming to stakeholder meetings, such as the number of payers or number of 


employers 
• Frequency of contact with parties that expressed interest after learning about your initiative 
• Number of meetings attended or groups joined by your team for external partners  


Ongoing goals and measures: 
• Number of active groups that have at least one active participating party or representative from the initiative  
• Attendance of stakeholders at learning sessions or events that include individual practices 
• Progress toward strategic alignment 


o Changes made to options for the reporting of various initiatives to create better alignment 
• Number of new ideas/actions for the group 
• Adoption or implementation of new ideas/actions  


o Inclusion of representatives from your initiative in policy-related boards or activities 
o Successful adoption of specific data goals, such as aligned data reports or aggregated data from payers 


 


 


                                                                 
1 http://www.innovationmanagement.se/2012/03/06/measuring-the-practice-of-collaborative-innovation/ 



http://www.innovationmanagement.se/2012/03/06/measuring-the-practice-of-collaborative-innovation/
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Support Processes That Integrate Care Across the Medical Neighborhood 


Implementation tips for 
integrating care across the 
Medical Neighborhood 


• Identify leadership or a team to 
carryout implementation. 


• Identify all major facilities and 
active parties that intersect in the 
care of your patient population. 


• Assess current partnerships or 
compacts that already exist 
between various services and 
determine gaps. 


• Set up meetings to begin building 
formal partnerships with 
identified organizations. 


• Develop agreement expectations. 
• Develop standardized referral 


work streams. 
• Determine points of contact at 


each organization to address 
issues when they arise. 


• Track the number of referrals and 
patient experience at the 
organization. 


Change Concept:  
Support processes that integrate care across the Medical Neighborhood 


Improving communication and collaboration across the Medical Neighborhood 
are significant work streams and goals for practices engaged in individual 
transformation efforts. This same concept and work are critical at the larger, 
community-wide level to create a supportive environment for practices and 
stakeholders alike. At this level, the work involves more than just individual 
agreements between two entities, such as the practice and a hospital. Instead,  
it involves a more robust understanding and sharing of mutual goals to improve 
the environment and care for all partners and patients. Often, the aim of this 
work includes creating standard communication tools and procedures to 
implement in as many individual settings as possible. 


This work should start and progress as a true collaborative effort; it should 
involve listening to all entities about their goals, needs, challenges and ideas. 
Many CPC practices and stakeholders established community-wide coalitions or 
working groups to take on this effort. Teams frequently described them as 
“transitions of care” efforts rather than the term “Medical Neighborhood.” This 
language was often helpful, as most health care organizations were at least 
partially evaluated and reimbursed based on the success of outcomes related to 
transitions, such as readmissions, ER visits, ambulatory-care sensitive admissions 
or other measures deemed as potentially avoidable harm and/or cost. Whatever 
the language or specific forum for these collaboratives, it is essential to engage 
partners from the widest base possible and frame goals and strategies in ways 
that meet the collective need. 


 


Change tactics CPC practices and payers have used: 
• Engage hospitals, nursing facilities, pharmacies and other ambulatory 


providers and community-based services 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Support Processes That Integrate Care Across the Medical Neighborhood 


Change Tactic: Engage hospitals, nursing facilities, pharmacies and other 
ambulatory providers and community-based services 


Many diverse partners comprise the Medical Neighborhood. These include physical facilities, such as hospitals, short- and long-term 
nursing facilities, and urgent and ambulatory care centers. Other organizations and services engaged in health care services 
throughout the community are also part of the Medical Neighborhood, including home health agencies, pharmacies, mental and 
behavioral health services and community-based health programs. While it is helpful for individual practices to formalize 
partnerships with key partners, it is ideal that the entire neighborhood aligns basic and common communication streams. This can 
help prevent duplicating services, conflicting or confusing information for patients and missed opportunities to prevent harm or 
promote health. 


CPC practices and stakeholders worked with a range of partners to align their work and create a stronger overall culture of 
collaboration in their Medical Neighborhood. External parties initiated some of this work — such as large hospital systems seeking to 
decrease their readmission rates — while others created new forums or coalitions to engage all partners. The essential takeaways 
for this work included finding mutual benefits and value for all partners and making communication and tools as concrete as 
possible. 


Essential components   
• Engage the widest possible variety of partners and voices, as all parties can affect the health and outcomes of patients. 
• Create a collaborative environment where all needs and strategies are heard. 
• Hold structured, frequent meetings to advance this work. 
• Create concrete tools, work streams or procedures that are standardized across the group, though flexible for individual 


sites/partners. 


Considerations for your initiative 
• Consider alternating who hosts and/or runs meetings to encourage equal contribution and collaborative spirit. 
• Some coalitions or collaboratives found that creating subgroups was helpful for advancing all of the work that needed to 


take place in a timelier manner. 
• Consider adding community partners to the practice’s Patient and Family Advisory Council (PFAC). 
• Consider how health IT could improve the flow of information between organizations.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.1: Engaged Community 


Change Concept: Support Processes That Integrate Care Across the Medical Neighborhood 


Measuring Success for Change Concept:   
Support Processes That Integrate Care Across the Medical Neighborhood  


 
Process measures 


• Number of formal agreements 
• Number of informal agreements (nothing written, but a verbal agreement) 
• Number of referrals sent to each organization 
• Percentage of time medical information is received from partner organizations 
• Follow-through on agreed timeframe metrics (for example, intake within three days) 


 
Outcomes measures 


• Patient satisfaction with partner organizations 
• Partner organization satisfaction 


 


 







 
 


The CPC Comprehensive Implementation Guide — Driver 5 12 


 


Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


 


Secondary Driver 5.2: Aligned Payment Reform 
This section focuses on reforming reimbursement and payment structures, delivery and usability of payer data, reporting and quality 
metrics, and how these elements can be aligned throughout a region or market. 


The phases of the work in CPC: 
• Before CPC, it was uncommon for insurance companies to work together 


to align measures, reporting and payment mechanisms.  
• With CPC, participating payers in each market were required to build 


relationships and communicate with each other to achieve some basic 
goals laid out by the CPC initiative, as well as work toward goals the 
payers set for themselves within each market.  


• Because of these public/private payer partnerships, practices began 
consistently receiving more actionable data reports, had aligned 
reporting requirements on agreed upon measures and had a diversified 
payment structure including care management fees and performance-
based incentives in the form of shared savings.  


• A major focus of the public/private partnership within each market was 
data. Specifically, the discussions centered on what measures to focus 
on, what performance data to provide to practices, how to give practices access to patient-level cost and utilization data, 
and how and when to provide this data. Practices received both aggregate practice-level feedback and patient-level data 
files from CMS every quarter. In May 2014, CMS began sharing with practices, payers and stakeholders quarterly, region-
level reports on descriptive trends and implementation findings. CMS also shared practice-level data used to identify 
different outcomes. Outcomes were relative to all CPC practices. 


• All payers across all markets have aligned with CMS, providing non-visit based payments and an opportunity to share in 
savings. Each payer uses its own methodology for patient attribution and risk adjustment, and payers do not coordinate on 
payment among themselves. Over the initiative’s final year, many markets have achieved full data aggregation, while others 
have successfully aligned measures and reports to aid practices in better interpreting their performance and patient-level 
data. 


To meet the CPC aims, practices must operate in an environment that supports the changes in care that they are making. 
Payment reform is a key element of this support, because it funds practices to do their work differently. Commercial and public 
payers aligned with CMS in this alternative payment model, which provided population-based payment and the opportunity for 
practices to share in savings.  


The strategies developed across CPC markets included forming data workgroups charged with identifying areas of alignment 
and the mechanics for making this alignment actionable for practices. Workgroups met consistently throughout the course of 
the CPC initiative until markets achieved full data aggregation or aligned reporting. The workgroups then began to meet less 
often, and shifted their focus to communicating data and reports, when and how frequently payers released reports, and 
providing practices with patient-level data. In markets where a functioning Health Information Exchange (HIE) existed, data 
aggregation and alignment were much more actionable due to the ease of practices accessing and using this data. HIEs typically 
made the data much more timely and accessible compared with the lag of payer-based reports delivered through a web portal.  


 


Change Concepts for  
aligned payment reform 


• Use population-based payment to 
purchase comprehensive primary care 
services 


• Provide actionable, timely cost and 
utilization data to practices 


• Reward practice actions to reduce total 
cost of care through shared savings and 
other mechanisms 


• Align quality metrics 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


Implementation tips for 
population-based payment  


• Payers must establish their 
formula for patient 
attribution. 


• Payers must determine their 
risk adjustment methodology 
to account for different 
patient populations in each 
practice. 


• Payers must determine their 
per-beneficiary per-month 
care management fee based 
on the level of risk. 


• Payers must communicate the 
model for financial support 
with participating practices. 


 


Change Concept: Use population-based payment  
to purchase comprehensive primary care services 


A common saying is that to get a different outcome you must begin with a different 
process. The CPC initiative set out to achieve different outcomes in the participating 
practices, specifically improved quality and improved experience at a lower cost. To 
achieve these outcomes, CPC asked payers to reimburse practices in a different way 
for the care they provide to patients. CPC asked payers to use a population-based 
payment beneficiary and retrospective opportunities to share in any net savings 
generated throughout the initiative’s last three years. To ensure that this population-
based approach would be successful, payers had to begin with prospectively 
assigning each member or beneficiary to a primary care provider/care team. Payers 
commonly refer to these assignments as “patient panels” and typically communicate 
them to practices through attribution reports. Each payer regularly provides each 
CPC practice with its panel of patients (quarterly for most payers). Following this 
empanelment process at the payer level, payers created a methodology for risk 
adjusting beneficiaries. Payers shared this risk determination with practices and 
adjusted their care management fees based on the risk of each patient they served. 
This step was critical for allowing practices to identify their panel of patients, think 
through how the insurance company saw the patients (risk), and how they should 
prioritize each of these patients in their specific risk stratification process.  


Each CPC payer agreed to provide non-visit based financial support to participating 
primary care practices in their region. Each payer’s specific approach was different. 
However, the support allowed practices to invest in the infrastructure, staffing, education and training necessary for the delivery of 
the five primary care functions outlined in Driver 1. In addition, after two years in the model, CMS began offering practices 
opportunities to share a portion of any savings achieved during the previous performance period. Other payers also designed shared 
savings methodologies and distributed additional incentives. 


 


Change tactics CPC practices and payers have used: 
• Prospectively align every member or beneficiary with a primary care provider, care team or practice  
• Provide a per-member or per-beneficiary per-month supplement to fee for services for comprehensive primary care 
• Use a methodology shared with practices to risk adjust per member/beneficiary per month 
• Align standards for comprehensive primary care services 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


Change Tactic: Prospectively align every member or beneficiary  
with a primary care provider, care team or practice 


Practices and payers have to create processes to align members or patients with a practice or specific care team. When this work 
occurs within the payer organization, we call it attribution; when this occurs inside the practice, we call it empanelment. Aligning 
every member of a health plan to a practice allows the payer to distribute care management fees appropriately. Aligning every 
patient to a provider or care team allows the practice to support population health, risk stratification of needs and chronic care 
management. 


Insurance companies worked within their organizations and the data workgroups to create a complex risk stratification and 
attribution process for prospectively assigning each beneficiary to a primary care provider. They accomplished this through 
meticulous testing of algorithms and other risk assignment methods, typically using a modification of Medicare’s Hierarchical 
Condition Category (HCC). Through this assignment, payers could identify who their beneficiaries were seeing, or had seen, and 
provide their providers with updated patient panel lists to encourage proactive care management.  


Creating patient panels improved how practices and providers learned about their assigned patient population. Payers provided 
panel reports (in their attribution reports) quarterly, in which they outlined each patient’s assigned risk profile. Practices used these 
attribution reports to ensure that they were attending to all of their assigned patients’ needs. A common concern was that practices 
were not familiar with some patients assigned to them. One possibility is that practices had not seen these patients in several years 
and assumed that these patients were seeking care elsewhere, when in fact they were not seeking care at all. Attribution reports 
gave practices a means to proactively reach out to these patients and reestablish a plan of care that reassessed the patient’s health. 
Practices used each payer’s attribution report to align the payer’s risk assessment of each patient with the practice’s risk 
stratification process. This allowed practices to ensure that they were aligning their view of patients with that of the payers.  
 
Essential components   


• Payer 
o Create a feedback loop for practices to provide feedback on reports (ease of access, usability, timeliness), provide 


feedback on attribution and to ask questions or seek clarifying information on assigned patients. This may include 
working alongside practice representatives and other members of the data workgroup to ensure that practices can 
easily understand and act on attribution reports. 


• Practice  
o Access and review attribution reports regularly. 
o Identify and contact patients on your attribution reports who have not been into the office recently. If an insurance 


company assigns a patient to your practice, that patient is yours according to that payer. The payer incorporates that 
patient’s data into your performance data. Therefore, practices should reach out to patients who are on their 
attribution lists, but who have not been in the practice recently, to ensure they receive proper management of their 
conditions.  


o Integrate patients identified as “high risk” on the attribution report into the practice’s high-risk patient population. 


Considerations for your initiative 
• Payer 


o Consider strategizing with other insurance companies on successful methods for assigning patient panels and risk 
methodologies. 


• Practice 
o Consider the timing, modality and frequency of each payer’s report. How will this affect your QI strategy and review of 


reports? 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


 Change Tactic: Provide a per-member or per-beneficiary per-month supplement  
to fee for services for comprehensive primary care 


Non-visit based financial support is designed to allow practices to invest in the infrastructure, staffing, education and training 
necessary for delivering the five primary care functions (Driver 1): access and continuity, planned care and population health, risk-
stratified care management, patient and caregiver engagement, and coordination of care across the Medical Neighborhood. These 
payments support care that may not be reimbursed in a traditional fee-for-service payment model but is essential to providing 
comprehensive primary care. Practices often used these funds to support a care manager’s salary, to upgrade health IT to support 
empanelment or to start up a Patient and Family Advisory Council.  


To enable practices to manage patients more proactively, CMS designed CPC to include a per-member, per-month (PMPM) payment 
structure to supplement traditional fee-for-service reimbursement. This PMPM payment structure allowed practices to invest fully in 
this new model of care. They used these dollars to hire critical personnel, such as care managers, or to build a strong health IT 
foundation that allowed practices to mine data for monitoring patients and for meeting the initiative’s reporting requirements.  


Private and public payers within each CPC market also developed a PMPM payment structure. Developing this structure required 
each organization to research and plan how to build a risk-stratification model with accompanying fees that provide the best 
coverage for the patient population they serve. Payers typically distributed these fees quarterly in a lump sum payment that was 
inclusive of each patient on the practice’s attribution report. The attribution reports commonly contain the patient’s risk assignment 
and the dollar amount the practice receives each month for that patient’s care. Payers distributed the payments prospectively for 
services rendered in the following quarter.  


Essential components   
• Payer  


o Identify a PMPM payment scale based on patient risk assignment.  
o Educate practices on the process of distributing the PMPM payment and create a feedback loop for two-way 


communication between practices and payers. 
o Ensure practices are aware of the potential for recoupment and explain scenarios and process.  


• Practice 
o Stay informed on payer processes for disseminating PMPM payments; review attribution reports as soon as they are 


accessible.  
o Assess your practice using a current state versus future state required to meet the goals of the 


initiative/transformation; set your budget accordingly.  
 
Considerations for your initiative 


• Practice 
o More dollars may be required initially to lay the right foundation to support transformation at the practice. For 


example, in years 3 and 4 of CPC, the average PMPM for Medicare was $15. It was $20 in years 1 and 2.  
o Anticipate occasional recoupments as patients roll on and off the attribution reports.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


Change Tactic: Use a methodology shared with practices  
to risk adjust per member/beneficiary per month 


Each payer determined its own risk adjustment methodology to account for different patient populations in each practice. CMS used 
the HCC risk score. Some payers used other publically available, claims-based models produced by 3M, Milliman and Optum. Yet 
others used other proprietary formulas to assign risk. Claims-based risk adjustment requires two steps. First, complete a risk 
assessment by measuring the relative health acuity of each individual in a population by using data elements from a standard health 
care claim. Second, adjust risk by comparing the average risk assessment of individuals enrolled to adjust payments.  


After identifying and adopting a risk-scoring methodology, payers then applied the risk algorithms to each beneficiary covered by a 
provider in the CPC initiative. This resulted in a PMPM payment that was risk adjusted and better accounted for the level of care 
each beneficiary needed. Common labels for payers’ risk scores were high-risk, moderate- to high-risk, low- to moderate-risk, and 
low-risk. Attribution reports alerted practices of each beneficiary’s risk score. The payer-assigned risk scores become actionable 
when practices reconcile them with their own risk stratification scores. This ensures that practices have a comprehensive view of 
each patient’s “risk.”  


Essential components   
• Payer 


o Identify and test methodologies for assigning risk based on the beneficiary population served. 
o Communicate risk assignment of each beneficiary to his or her assigned provider/practice and clearly explain the risk-


assignment methodology.  
• Practice 


o Review risk assignment of each patient and reconcile the payer’s assigned risk with the practice’s internal risk 
stratification methodology, as outlined in Secondary Driver 1.3: Risk-stratified Care Management. 


o Educate the care team on coding basics, specifically concerning risk scoring such as HCC. Practices must be 
knowledgeable of basic coding processes and risk-scoring methods to ensure that they are adequately describing the 
level of severity for each patient when submitting claims. For insurance purposes, patients are only as sick as the 
provider outlines in the medical billing process.  


Considerations for your initiative 
• It is important for practices to have their own risk-scoring methodology (see Secondary Driver 1.3: Risk-stratified Care 


Management) that encompasses factors not captured in claims-based risk scoring. This includes socioeconomic factors and 
psychosocial conditions. This methodology should allow inclusion of other information about a patient’s lifestyle only a 
provider or caregiver might know.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


Change Tactic: Align standards for Comprehensive Primary Care services 
 


Because participating practices are working toward achieving the same five primary care functions described in Driver 1, the model 
creates a baseline or standard for care over time. The functions are achievable in different ways as long as practices meet the CPC 
aims of better care, smarter spending and healthier people.  


Payers often used the data workgroups to decide which measures or standards they would focus on. Though most markets did not 
come to full aggregation of their data, all were able to agree on a set of standards and a similar approach for reporting on each 
standard to practices. Standards/measures were commonly National Quality Forum Measures, as well as cost/utilization measures 
on inpatient and outpatient services.  


From the practices’ perspective, this alignment was critical for prioritizing their focus on patient care. Keeping up with different 
measures for each insurance company was burdensome for the practices. Before CPC, many practices were overwhelmed with this 
task and often became more focused on checking a box within their EHR to get “credit” than on spending critical time listening to 
their patients. Physicians commonly complained of this burden and expressed their frustration with reporting.  
 
Essential components   


• Payer 
o Organize data workgroups to foster communication between payers.  
o Identify a clear set of measures/standards upon which each payer agrees to focus. 
o Streamline reporting requirements for identified measures so that there is continuity for practices. It is critical for 


payers to understand the process/requirements their measures/standards require of practices and their health IT 
software.  


o Communicate alignment to practices with clear definitions of each measure (claims-based and EHR-derived). 
• Practice 


o Understand measures/standards and what is required to report on each.  
o Work with the EHR vendor to ensure the practice can use the EHR to report on each measure/standard. 
o Review available reports from payers on standards/measures and implement improvement efforts focused on aligned 


measures.  
 
Considerations for your initiative 


• Practices should consider other programs in which they may participate, along with how they can align QI efforts across 
programs and payers.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Use population-based payment to purchase comprehensive primary care services 


Measuring Success for Change Concept:   
Use population-based payment to purchase comprehensive primary care services 


For payers: The following measures will help you evaluate population-based payment: 
• Percent of practices accessing quarterly attribution reports in a timely manner 
• How the practice’s utilization of PMPM payments affect cost and utilization measures 
• Identification of aligned measures and their ability to predict cost/utilization drivers  
• Feedback from practices on usability of attribution reports  


For practices: The following measures will help you evaluate population-based payment: 
• Number of patients on attribution reports that have not been seen in the last 12 months 
• Alignment of payer-identified risk levels with practice-determined risk of each patient 


 







 
 


The CPC Comprehensive Implementation Guide — Driver 5 19 


 


Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Implementation tips for cost 
and utilization data 


• Develop a practice/payer 
partnership to identify what 
claims-based data is key to 
supporting practice 
transformation, and include 
this data in cost/utilization 
reports and patient-level files. 


• Offer training to practices 
about how to access and 
navigate the data portal. 


• Produce motivational 
cost/utilization reports. 


• Deliver reports at least 
quarterly, in the least 
burdensome way, to practices. 


• Dedicate personnel to review 
reports each quarter that 
identify trends and areas of 
opportunity, along with how to 
turn data into action at the 
practice level. 


 


Change Concept:  
Provide actionable, timely cost and utilization data to practices 


Participating payers and CMS had a shared goal of providing participating practices 
with actionable data related to the total cost of care and utilization of services. Each 
payer provided data related to their respective beneficiaries/members at least once 
a quarter. This included a list of beneficiaries attributed to a specific practice, as 
well as the cost and utilization data available via claims data for these beneficiaries. 
Payers provided the cost and utilization data solely to that practice, and they did 
not share it with other practices or other payers. The benefit of this approach is 
that practices can access data from multiple payers in one data-aggregated source. 
Data aggregation eliminates the need to log into five or more web pages or portals; 
instead, it offers a single point of access that increases the likelihood that practices 
use the data.  


Multi-payer data alignment is challenging contractually, politically, and technically. 
Multi-payer data alignment can also be expensive. Using a neutral convener, along 
with a few payer advocates, is instrumental in addressing these challenges and 
achieving data aggregation. 


Data was a critical piece of practice transformation. The CPC initiative used cost, 
quality, utilization and patient experience data to guide improvement efforts at the 
practice and system level. It is essential for practices to have data on their current 
performance to set goals and outline changes to processes to produce positive 
changes in outcomes data. Additionally, it is important for practices to be able to 
monitor this data regularly and determine whether their targeted work is effective. 
These reports provide important insight into the effectiveness of practice 
workflows and validation when determining whether the processes they are putting 
in place are producing positive outcomes in cost and utilization.  


 


Change tactics CPC practices and payers have used: 
• Provide at least quarterly reports of timely data, by provider and practice, about 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 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Common Cost/Utilization Categories 


Beneficiary Demographics 
• Number of beneficiaries 
• Age and gender 


Expenditures 
• Unadjusted 
• Risk-adjusted 


Hospital Admissions 
• Any cause admissions 
• Ambulatory care sensitive 


condition admissions 
• 30-day readmissions 


Emergency Department Visits 
• Total ED visits 
• Outpatient ED visits 
• ED visits that led to inpatient 


admission 


Percent of Expenditures by Service 
• Inpatient and outpatient 
• Lab and imaging 
• Primary and specialty care 
• Home health and skilled nursing 


Change Tactic: Provide at least quarterly reports of timely data, by provider and practice,  
about services received by beneficiaries from outside of the primary care practice 


Many practices do not have health IT tools that display the services provided to 
their patients outside of their practices’ walls. Reports from the payers can help to 
increase awareness of these services. Many CPC practices used payer reports to 
focus on hospital and emergency department (ED) care. This data can help to guide 
the risk stratification and care management of patients that may benefit from 
additional primary care services. The most robust data aggregation tools allow 
practices to drill down by diagnosis code, age or admit/discharge data to a subset of 
patients for additional outreach. There is often a 60- to 90-day lag between the date 
of service and the date details are available to populate a report. This is because 
data from the payers is claims-based. For this reason, practices should consider 
multiple options for data rather than relying solely on claims data.  


All payers in CPC regularly produced claims-based cost and utilization reports for 
practices, with the most common frequency being quarterly. CMS labeled their 
quarterly reports as “feedback reports.” These feedback reports included practice-
level data on cost and utilization rates, including but not limited to the categories 
listed to the right.  


Through these feedback reports, practices could identify trends in their 
performance as well as see how they compared to the market average and other 
comparable practices. These reports highlighted performance using tables and 
graphs, and they identified areas where the practice might be an outlier (at least 20 
percent higher or lower than comparable practices). Practices and system-level 
representatives found this data helpful when identifying areas of opportunity for 
changing workflow and processes at the practice and system levels. Monitoring this 
data every quarter allowed practices to identify trends in their performance and 
determine whether they were focusing their efforts in the right direction. Despite 
the age of this data (typically six months), practices still found it useful when 
monitoring their performance over time in key cost and utilization areas.  
 
Essential components   


• Payer 
o Identify data categories that are meaningful to practices and support transformation efforts. 
o Develop a reporting format and method for communication that is least burdensome for practices. Prioritize ease of 


access for the practice when formulating the communication method. 
o Write reports in plain language that can be understood easily by practice teams, which will make it more likely to be 


actionable. Practices and payers often misunderstand each other’s messaging.  
o Ensure a feedback loop for gathering information from practices on the usability of reports. 


• Practice 
o Identify personnel responsible for obtaining and reviewing reports each quarter. 
o Use multiple sources of data to guide improvement efforts. 
o Be transparent with the data across the practice. It can be a great engagement tool for personnel.  
o View data over time. Trends in data are much more valuable than single data points.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Considerations for your initiative 
• Practice 


o Payer data is typically at least six months old due to claims processing timelines. This is to ensure that data is more 
accurate. Debate continues whether older, but more accurate, data is more valuable than less accurate data released 
sooner.  


o Consider how coding processes affect cost/utilization outcome data. Ensure that personnel are knowledgeable in 
diagnosis coding to ensure that claims accurately represent patients. This affects risk-adjusted measures.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Change Tactic: Notify providers and practices of ER visits and admissions, as soon as possible 
 


Across CPC, regions had different approaches to sharing admission, discharge and transfer information quickly. Claims data from the 
payers did not typically support real-time communication. Some successful approaches implemented by practices include DIRECT 
messaging, the use of a state Health Information Exchange (HIE), gaining access to a hospital’s electronic health record, building 
statewide messaging systems and requesting Admission, Discharge, and Transfer (ADT) alerts. 


Prior to the CPC initiative, a majority of practices stated that they were not proactively or regularly following up with patients who 
had recent emergency room visits or hospital discharges. Follow-up was not occurring for a multitude of reasons, including but not 
limited to personnel time and resources, a lack of knowledge of ED or hospital discharge information and the lack of relationships 
with local hospitals and EDs. If follow-up was occurring, it generally was the result of a hospital calling an office to make an 
appointment for a discharged patient. Practices typically relied on the hospital or the patient to make the appointment, rather than 
proactively reaching out to each patient following a discharge.  


Recognizing this challenge, CMS began developing patient-level files that would accompany the quarterly feedback reports. These 
files are broken out by patient, the location of his or her visit, expenditures associated with the visit, primary and secondary 
diagnoses, discharge disposition, and whether the visit was a 30-day readmission and/or for an ambulatory care sensitive condition. 
Over the course of this initiative, CMS had worked to make these files highly actionable by responding to practice suggestions for 
edits and additions.  


Though this data was several months old, practices still found value in reconciling what they knew about their patients (in regard to 
admissions) with what the payer had on record. Being able to reference patient-level files retrospectively proved beneficial in 
keeping up with patients’ utilization of inpatient and outpatient services. It was common for practices to assign personnel to this 
report each quarter who could reconcile their transitions of care work. Each quarter, teams reviewed the information to ensure that 
they were aware of each patient’s visits to the hospital and emergency room. If they were unaware, they reached out to that 
patient. Additionally, practices are able to sort the CMS file to identify common primary and secondary diagnoses for admissions, 
readmissions and ED visits. They used this data to target their condition-specific improvement efforts. One system developed a self-
management toolkit in an effort to reduce COPD admissions and readmissions. This system monitored the tool’s effect through 
multiple sources of data, including the patient-level cost/utilization files.  


Essential components   
• Payer 


o Identify data categories that are meaningful to practices and support transformation efforts. 
o Develop a reporting format and method for communication that is least burdensome for practices. 
o Define the terms and rates of the data so that practices clearly understand what the data is telling them. 
o Ensure a feedback loop for gathering information from practices on usability of the reports. 


• Practice 
o Identify personnel responsible for obtaining and reviewing reports each quarter. 
o Be transparent with the data across the practice. It can be a great engagement tool for teams.  
o View data over time. Trends in data are much more valuable than single data points.  
o Use reports to identify areas of opportunity for focused improvement efforts such as chronic disease management, 


improvement of communications with home health, and/or the identification of familiar faces and determining where 
these patients are seeking care.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Considerations for your initiative  
• Payer 


o Consider creating a focus group of practice representatives to vet all reports for ease of access and usability.  
• Practice 


o Payer data is typically at least six months old due to claims processing timelines. This is to ensure that data is more 
accurate. Debate continues about whether older, but more accurate, data is more valuable than less accurate data 
released sooner.  


o Consider which hospitals and EDs send you data daily. Are there others that appear in your patient-level file? Can you 
form relationships with them to ensure that you capture as many patients as possible for follow-up? 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Change Tactic: Engage with practices to improve the usability and functionality of data reports 
 


Data reports alone cannot influence practice transformation. Data must be usable at the practice level and include actionable, 
relevant data points. A small group of users should review and test payer reports and portals. This should happen before they go-live 
to the entire region. After deploying a report, payers should solicit formal and informal feedback from users. Formal surveys and 
focus groups are useful, as are informal conversations about the usability of the reports. Practices and payers often use different 
vocabulary. Certain terms may need changing or clarification to promote understanding by the practice users. Hosting a stakeholder 
group with representatives from payers and practices can be a good way to capture feedback and support productive dialogue 
regarding the functionality of data reports. 


Early in the initiative, CPC practices shared that they rarely reviewed payer reports due to time and resource constraints. Not only 
were they strapped for time, they did not see the value in the reports. However, after focused technical support by regional learning 
faculty, practices began to recognize the data’s value. They became much more engaged and interested in how to use data, they 
even began making suggestions and asking for additional data points. Practices relayed these suggestions and ideas to payers 
through various means, including direct practice communication, regional learning faculty, data workgroups, and management and 
planning calls. Payers began to compile this feedback and incorporate suggestions into future releases of quarterly feedback reports.  


Essential components   
• Payer 


o Provide a routine mechanism for practices and practice support personnel to give feedback on the usability of reports. 
o Ensure that all practices are aware of their ability to provide feedback and how it should be provided. 
o Encourage frequent feedback via formal and informal outreach to practices. 


• Practice 
o Dedicate personnel time for review and analysis of these reports. Consider how these reports could be more 


actionable; log questions and suggestions for payers. 
o Participate in opportunities to provide feedback on these reports. 


 


Considerations for your initiative 
• Payers may consider creating a focus group of practice representatives to vet all reports for ease of access and usability.  
• Respect each environment. People have limitations on what they can accomplish. For example, the delay in the claims-


based data may not be resolved. Identify how to make it actionable anyway.  
• Appreciate the language barrier. Payers and practices may understand the same scenario but use different terminology to 


describe it.  
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Provide actionable, timely cost and utilization data to practices 


Measuring Success for Change Concept:   
Provide actionable and timely cost and utilization data to practices 


For payers, these measures will help you evaluate the usefulness of data 
provided to practices: 


• Percent of practices accessing quarterly feedback reports (including 
patient-level files) in a timely manner 


• Amount of feedback received on usability of reports when requested 
• Adoption of additions or edits to feedback reports 


For practices, these measures may help you find actionable data points in the 
payer data:  


• Monitor trends in targeted cost/utilization categories over time, and 
implement processes for targeted improvement 
o Identify a condition-specific focus (e.g., targeted self-


management, implementing evidence-based care) from the patient-level file for reducing the number of 30-day 
readmissions and/or ambulatory care sensitive conditions. Monitor the effectiveness of a new process through the 
number of admissions. 


o Identify potential balancing measures such as decrease in inpatient services that led to an increase in primary care and 
outpatient services. (Balancing measures are changes designed to improve one part of the system causing new 
problems in other parts of the system.) 


• Monitor the percent of patients listed on the patient-level file for whom that the practice was unaware of their admission 
or discharge. 


 


 


 


 


 


 


 


Online (external) resources 
for measuring and 
improving quality 


Science of Improvement: Establishing 
Measures (2016). The authors discuss the 
use of process, outcome and balancing 
measures for learning and process 
improvement. 
http://www.ihi.org/resources/Pages/HowtoI
mprove/ScienceofImprovementEstablishing
Measures.aspx   


 



http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Reward practice actions to reduce total cost of care through shared savings or other mechanisms 


Implementation tips for 
rewarding practices  


• Payers should identify shared 
savings methodology, including 
historical baseline benchmarking, 
that practices can obtain. Ensure 
it includes appropriate balance 
measures. 


• Practices should assess their 
eligibility to participate in shared 
savings to ensure they, and their 
software, meet the requirements. 


• Practices should monitor shared 
savings measures on a regular 
basis and make data-driven 
process improvements. 


• Payers should ensure that the 
methodology, requirements and 
benchmarks are clear and 
understandable for practices. Be 
open to feedback and questions. 


 


Change Concept: Reward practice actions to reduce total cost of care  
through shared savings or other mechanisms 


 
At the onset of the CPC initiative, CMS set out to pay practices differently to 
encourage improved outcomes. CMS provided practices in CPC with two types of 
enhanced accountable payments: a monthly care management fee (per-
member, per-month structure) and a shared savings opportunity payment. CPC 
practices had the opportunity to earn Medicare shared savings in the last three 
years of the initiative (2014, 2015 and 2016).  


All payers throughout each CPC market aligned with CMS, providing non-visit 
based payment and an opportunity to share in savings. Each payer created a 
methodology for patient attribution and risk adjustment. Payers did not 
coordinate with each other on the specifics of these payments.  


CMS designed its shared-savings methodology to reward practices for achieving 
better care, better health outcomes and lower total cost of care. As a balance 
measure to cost, practices were required to maintain or improve quality 
(measured by quality indicators) to be eligible to share in any savings. This 
alignment helped ensure that the practices focused their resources on the 
transformation work inside their practice and met all payers’ expectations in the 
process. 


 


Change tactics CPC practices and payers have used: 
• Use shared savings, or a similar methodology, to reward achievement of 


better care, better health outcomes and a lower total cost of care 
• Seek alignment between payment incentives, contract terms and the 


five Comprehensive Primary Care functions (Driver 1) 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Reward practice actions to reduce total cost of care through shared savings or other mechanisms 


 


CPC resources related to shared 
savings methodologies 


Comprehensive Primary Care Initiative 
Shared Savings Methodology (2016). This 
paper describes the technical details for the 
methodology CMS uses to determine shared 
savings for CPC practices. 
https://innovation.cms.gov/Files/x/Compreh
ensive-Primary-Care-Initiative-Shared-
Savings-Methodology-PDF.pdf 


 


 


Change Tactic: Use shared savings, or a similar methodology, to reward achievement of better care, better health 
outcomes and a lower total cost of care 


The concept of shared savings allows the practice to benefit when achieving strong financial results. Financial incentives can be 
motivating to practice teams. In CPC, practices have used these incentives to fund bonuses, invest in new technology and fund 
additional care management personnel, supplies and tools. Because these types of incentives cannot be guaranteed, the overarching 
payment structure should also include a consistent source of revenue that supports day-to-day transformation work, such as a 
PMPM care management fee. Practices can become frustrated and discouraged when they do not meet shared savings targets. 
Payers should anticipate this and provide enough data so that practices can identify gaps and areas for improvement in the next 
performance period.  


To reward practices for their achievement of better care, better health outcomes 
and lower total cost of care, each payer in the CPC initiative developed its own 
methodology for shared savings. CMS created a method for calculating a 
historical baseline for markets and developed its methodology as follows:  


1. CMS calculates shared savings at the CPC region level. 
2. CMS uses claims experience in the region to estimate future 


expenditures. 
3. If a region spends less than the expenditure target by more than 1 


percent, CMS shares the savings. 
4. The relative proportion of care management fees in the region 


determines a practice’s share. 
5. Only practices that maintain or improve quality of care are eligible to share in savings.  


CMS’s regional shared savings methodology produced both opportunities and challenges. This approach promoted transparency and 
collaboration within markets to improve the collective outcomes. Many markets gained consent from all practices to share their cost 
and utilization data transparently. Transparency improved engagement across practices and provided a platform for peer-to-peer 
matching and sharing that centered on various areas of practice operations and cost/utilization categories.  


A practice must have access to usable data to track its progress toward established targets. Sometimes this data is part of the EHR or 
registries within the practice, but, at other times, the payer must supply this data. For example, CPC challenged practices to create 
net savings in their total cost of care. Each practice needed data from participating payers to track its total cost of care. Prior to this 
model, most practices only had access to the cost of care that they provided at their respective practices. In addition, practices 
should understand the methodology used to determine shared savings in advance of the shared savings payment. This can help a 
practice strategically target areas to achieve better care, smarter spending and healthier people. In addition, because most payers 
had slightly different shared savings methodologies, it took time to vet the requirements fully and engage in the necessary reporting 
for each one. A multi-payer, data aggregation platform allows practices to review data from multiple payers, all in one place. If this is 
not feasible, it can be helpful for each payer to provide aligned reports about similar measures in a similar format and on the same 
distribution timeframe. 


Essential components   
• Payer 


o Provide data regularly that practices can use to guide practice changes that create shared savings. 
o Conduct extensive research on shared savings methodologies, including by calculating a historical baseline before 


determining what will best serve practices/populations; ensure balance measures are in place. 
o Outline clear benchmarks for achieving shared savings and communicate them to practices. 



https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf

https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf

https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Reward practice actions to reduce total cost of care through shared savings or other mechanisms 


• Practice 
o Seek out clear benchmarks for cost/utilization, quality and patient experience, in addition to improvement efforts, to 


target these benchmarks. 
 


Considerations for your initiative 
• A region-level approach may not be best; practices may default to acting in their own interests. 
• Identifying specific measures and benchmarks that are directly reflective of the total cost of care is challenging because of 


the complexity of populations and statistical analysis. 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Reward practice actions to reduce total cost of care through shared savings or other mechanisms 


Change Tactic: Seek alignment between payment incentives and contract terms  
and the five Comprehensive Primary Care functions (Driver 1) 


Payers should design their payment incentive programs to match the tasks outlined in the five primary care functions and those in 
their reporting requirements (in CPC, these were the milestones that CMS issued at the start of each program year). Consistency in 
measures and reporting timeframes helps streamline practices’ administrative requirements. In addition, the model as a whole has 
an increased likelihood of success if practice transformation efforts focused on a short, incremental list of key activities or 
milestones. Some practices reported that, in situations where program requirements were varied and disparate, their ability to do 
the work becomes unsustainable. The practice then moves into “box checking” mode. To avoid this issue in CPC, the Innovation 
Center streamlined requirements and clearly communicated expectations about reporting requirements and payment 
methodologies in advance. 


CPC payers were encouraged to create methodologies for shared savings that were mindful of practice proficiency in the five 
comprehensive primary care functions, along with their terms of participation. To foster alignment, CMS outlined the requirements 
listed below.  


To receive a payment, practices must meet the following requirements: 
• Practices must have participated in the model for the entire performance year (January 1 through December 31). 
• Practices must have submitted the required number of electronic clinical quality (eCQM) measures for the performance 


year. 
• Practices must have earned at least half of the possible points for the performance year from any combination of measures.  


CMS created a methodology based on expenditures, quality measures (EHR and claims-based), patient experience measures and 
practices’ ability to report eCQM measures at a practice-level in its EHR. CMS assigned quality points to measures. For each 
performance year, practices were required to earn half of the possible quality points from any combination of measures and 
benchmark gates. In 2015, CMS scored practices on these types of quality measures: five practice-level Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) patient experience measures, three regional claims-based quality measures and nine (out 
of 13) practice-level electronic eCQMs. For more details about the methodology for aligning payment incentives with contract terms 
and the five comprehensive primary care functions, please see the Comprehensive Primary Care Initiative Shared Savings 
Methodology document: https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-
PDF.pdf 


Essential components   
• Payer 


o Understand terms of practice participation and the five comprehensive primary care functions, and then align payment 
incentives accordingly. 


o Clearly outline shared savings methodology, including requirements and benchmarks, to practices via multiple avenues 
(e.g., written documentation, webinar or office hours for Q&A with practices). 


• Practice 
o Understand payers’ shared savings methodologies and ensure that your practice can meet the eligibility requirements 


for shared savings. It is suggested that you work with your EHR vendor.  
o Align improvement work with benchmarks for shared savings. 


Considerations for your initiative 
• Payers may consider creating a focus group to help develop the methodology description so that practices can easily 


understand the metrics, along with how they influence shared savings.  



https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf

https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Reward practice actions to reduce total cost of care through shared savings or other mechanisms 


Measuring Success for Change Concept: Reward practice actions  
to reduce total cost of care through shared savings or other mechanisms 


For payers, these measures will help evaluate your shared savings mechanisms:  
• Number of practices eligible for shared savings 
• Number of practices receiving shared savings 
• Amount of shared savings achieved 


For practices, these measures will help you track your progress toward achieving shared savings: 
• Monitor performance in identified shared savings measures  
• Monitor ability to meet reporting requirements for shared savings 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Align quality measures 


Implementation tips for aligning 
quality measures 


• Payers should create avenues for 
identifying, discussing, and 
selecting aligned measures that 
are mindful of practices and 
populations. 


• Practices should ensure that they 
are able to capture necessary 
measures and focus 
improvement efforts on aligned 
measures, all while tracking 
performance on an ongoing 
basis.  


• Payers should consider the 
number of measures required 
and limit reporting to the most 
important of those measures. 


• Payers can further promote 
regional alignment and 
teamwork to work toward a goal 
by focusing on two to three key 
quality measures across a region. 


Change Concept: Align quality measures 
 


At the onset of any transformation project, it is important to identify how to 
measure its success. CPC asked private and public payers within each CPC 
market to align standards or measures to lessen the burden on practices and to 
focus improvement on specific high-value areas of care.  


CMS outlined three types of quality measures for alignment: quality of care, 
patient experience and cost of care. Payers often used the data workgroups to 
determine which measures or standards they would focus on within each 
measure type. All payers were able to agree on a set of measures and a similar 
approach for reporting on each of these measures to practices. They adopted 
National Quality Forum measures as electronic clinical quality measures. Cost 
and utilization measures commonly include hospital admissions, 30-day 
readmissions, outpatient ED visits and other services, such as specialty care. 
CMS chose the Consumer Assessment of Healthcare Providers and Systems for 
Clinicians and Groups Survey (CG CAHPS) to measure patient experience and 
encouraged other payers to do the same. Practices commonly measured 
patient experience through surveys based on the CAHPS survey and through 
feedback from patient and family advisory councils. 
 


 
Change tactics CPC practices and payers have used: 


• 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 
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Align quality measures 


Change Tactic: 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 


To achieve the CPC aims of better care, smarter spending and healthier people, CPC practices focused on metrics related to the 
quality of care, patient experience and cost of care. Many payers and practices used measures outlined by the National Quality 
Forum (NQF) to track quality of care. Examples include measures to track diabetes control, blood pressure control, cancer screening 
rates, falls screening, LDL management and depression screening. Practices occasionally used homegrown surveys or standardized 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys to collect patient experience measures. Payers typically 
used claims data to measure the cost of care for a single encounter, a bundle of services or by overall cost. To reduce the practices’ 
administrative burden, limit the total number of measures they need to report. In addition, consistency of measures and definitions 
will support regional alignment of the transformation work in the community. There is synergy when multiple members of the 
Medical Neighborhood work together to improve a specific quality measure.  


From a practice perspective, this alignment was critical when prioritizing focus areas for patient care. Practices reported that 
keeping up with different measures for each insurance company was burdensome. Prior to CPC, many practices were overwhelmed 
with this task, and they often became more focused on “checking a box” within their EHR to get “credit” than on spending critical 
time listening to their patients. Physicians often complained of this burden and expressed their frustration with competing 
measures, nuances in measure definitions and labor-intensive reporting processes. Payer alignment around these key measures 
allowed practices to align their focus as well. This lessened the reporting burden and allowed for more time focused on enhancing 
patient care.  
 
Essential components   


• Payer 
o Organize a data workgroup to foster communication among payers.  
o Identify a clear set of measures that each payer agrees to focus on. It is critical for payers to understand the 


process/requirements that their measures require of practices and their health IT software. 
o Streamline reporting requirements for identified measures so that there is continuity on reporting for practices.  
o Communicate alignment to practices with clear definitions of each measure (claims-based and EHR-derived). 


• Practice 
o Understand measures and what is required to report on each. 
o Work with your EHR vendor to ensure that there is the ability to report on each measure. 
o Review available reports from payers on measures and implement improvement efforts focused on aligned measures.  


 
Considerations for your initiative 


• Payers may consider creating a focus group that includes practice representatives who can inform this process (report 
content, selection of measures, reporting process, frequency and method of communication).  


• Practices should consider how they could align their overall QI efforts across payers and other programs that they 
participate in.   
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Driver 5: Environment to Support Comprehensive Primary Care 
Secondary Driver 5.2: Aligned Payment Reform 


Change Concept: Align quality measures 


Measuring Success for Change Concept: Align quality measures 
 


 
The following measures will help you evaluate whether your quality measures have alignment: 


• Monitor the ability to gather data for each measure from participating practices 
• Evaluate whether the focus measures are the right drivers for advancing the initiative’s aims   
• Identify trends among practices for each measure 
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Resources 


Resources for Driver 5 
Comprehensive Primary Care Initiative Shared Savings Methodology (2016). This paper describes the technical details for the 
methodology CMS uses to determine shared savings for CPC practices. https://innovation.cms.gov/Files/x/Comprehensive-Primary-
Care-Initiative-Shared-Savings-Methodology-PDF.pdf   


Science of Improvement: Establishing Measures (2016). The authors discuss the use of process, outcome and balancing measures 
for learning and process improvement. 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx  


 



https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf

https://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-Shared-Savings-Methodology-PDF.pdf

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx



		Driver 5: Environment to Support  Comprehensive Primary Care

		Secondary Driver 5.1: Engaged Community

		Change Concept: Engage stakeholders with an interest in better care, better health outcomes and lower overall cost of care in support of CPC practices

		Change Tactic: Engage consumers, employers, unions and other regional or local entities in support of Comprehensive Primary Care practices

		Change Tactic: Engage policymakers at the regional or state level in the work of Comprehensive Primary Care practices

		Change Tactic: Ensure that other regional or state primary care improvement efforts are aware of  and can align with Comprehensive Primary Care practices



		Measuring Success for Change Concept:   Engage Stakeholders

		Change Concept:  Support processes that integrate care across the Medical Neighborhood

		Change Tactic: Engage hospitals, nursing facilities, pharmacies and other ambulatory providers and community-based services



		Measuring Success for Change Concept:   Support Processes That Integrate Care Across the Medical Neighborhood

		Secondary Driver 5.2: Aligned Payment Reform

		Change Concept: Use population-based payment  to purchase comprehensive primary care services

		Change Tactic: Prospectively align every member or beneficiary  with a primary care provider, care team or practice

		Change Tactic: Provide a per-member or per-beneficiary per-month supplement  to fee for services for comprehensive primary care

		Change Tactic: Use a methodology shared with practices  to risk adjust per member/beneficiary per month

		Change Tactic: Align standards for Comprehensive Primary Care services



		Measuring Success for Change Concept:   Use population-based payment to purchase comprehensive primary care services

		Change Concept:  Provide actionable, timely cost and utilization data to practices

		Change Tactic: Provide at least quarterly reports of timely data, by provider and practice,  about services received by beneficiaries from outside of the primary care practice

		Change Tactic: Notify providers and practices of ER visits and admissions, as soon as possible

		Change Tactic: Engage with practices to improve the usability and functionality of data reports



		Measuring Success for Change Concept:   Provide actionable and timely cost and utilization data to practices

		Change Concept: Reward practice actions to reduce total cost of care  through shared savings or other mechanisms

		Change Tactic: Use shared savings, or a similar methodology, to reward achievement of better care, better health outcomes and a lower total cost of care

		Change Tactic: Seek alignment between payment incentives and contract terms  and the five Comprehensive Primary Care functions (Driver 1)



		Measuring Success for Change Concept: Reward practice actions  to reduce total cost of care through shared savings or other mechanisms

		Change Concept: Align quality measures

		Change Tactic: 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



		Measuring Success for Change Concept: Align quality measures



		Resources for Driver 5
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Driver 3: 
Continuous Improvement Driven by Data 


Driver 3:  
Continuous Improvement Driven by Data 


CPC practices focused on making rapid changes to how they delivered care that would result in measurable, data-driven 
improvement. To accomplish this, practices used data from payers, the local HIE, system resources and CAHPS data. Measurements 
collected in the practice from the care team also guided these changes. This effort required an active and engaged leadership, 
committed team members with improvement skills, and the allocation of time and resources for practice change and improvement. 
The work in this driver informs improvement work for Driver 1’s comprehensive primary care functions, along with the other  
CPC drivers.  
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Driver 3: 
Continuous Improvement Driven by Data 


Driver 3: The Secondary Drivers 
The secondary drivers described below support Continuous Improvement Driven by Data:  


3.1 Culture of Improvement 
This secondary driver focuses on the tactics involved in building a practice’s culture of improvement, effective approaches and 
responses to improvement as a whole.  


3.2 Internal Measurement and Review  
This secondary driver focuses on the importance of internal measurement and review to aid practices in quality improvement. 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Implementation tips for  
a culture of improvement  


• Leadership must be engaged and 
share in improving the culture of 
your practice or health system.  


• Identify a clinical leader and 
administrative leader to 
champion this improvement 
work.  


• Train everyone in the practice in 
quality improvement methods, 
including understanding the 
data. 


• Quality improvement includes 
everyone on the team. Integrate 
these activities into the workday. 


• Be transparent with patients and 
families. Share data with them 
and seek their input into change. 


• Tap into already established 
external resources to enhance 
your improvement efforts. 


• Enhance engagement of the 
entire practice with transparent 
sharing of data and seeking ideas 
for change from the entire 
practice team. 


 


Secondary Driver 3.1:  
Culture of Improvement 


 
Practice improvement is only successful when it changes an organization’s overall 
culture of improvement. This culture shift does not just happen; it is cultivated 
over time through training, team building, sharing and engagement with the 
entire team. A paradigm shift must occur in the way the care teams think. This 
new way of thinking must lend itself to performance improvement skills that will 
integrate into the team’s daily work responsibilities. The team’s work should lead 
to new capabilities and an understanding of opportunities for managing the total 
cost of care through the reduction of harm and waste. Teams should understand 
how processes and workflow improvement help to overcome barriers to creating 
a culture of continuous improvement. 


Performance improvement can assume many forms. It could be a small project to 
improve the flow of patients entering a rural clinic, or it could be a system-wide 
endeavor. Basic system redesign concepts and tools are essential knowledge for 
this process.  


Gathering data for analysis is only meaningful when you do something with it. It is 
important that the measures used to identify opportunities for change assess 
whether there is improvement in care and cost. This requires building the 
capability, systems and processes to regularly make changes and practice 
improvements. 


The phases of the work in CPC: 
• Practices and/or systems identified the roles or functions within their 


respective groups to extract data from the EHR and then present it in an 
actionable format. Providers and team members underwent education 
to read and interpret their team- and practice-level data as a means of 
engaging the entire staff membership; this is practice improvement. 


• Initially, practices identified one quality measure and one utilization 
measure on which they would focus their improvement efforts. 


• This broadened with specific, regular study of the clinical quality 
measures (CQM) data and focused improvement on these measures. 
Practices developed a regular cycle of review for their CQMs at both the 
practice and provider/care team level. 


• The addition of data from the CMS Practice Feedback Reports, along with 
other payer data, helped practices understand how data reflects their 
performance. 


 


 


Change Concepts for  
culture of improvement 


• Adopt a formal model for quality 
improvement, and create a culture in 
which all team members actively 
participate in improvement activities 


• Ensure full engagement of clinical and 
administrative leadership in practice 
improvement 


• Active participation in shared learning 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


Change Concept: Adopt a formal model for quality improvement and create a culture 
in which all team members actively participate in improvement activities 
 


The implementation of a formal model of continuous quality improvement 
involves leadership and every member of the practice team. Adopting a 
culture of continuous improvement is a journey that requires practices to 
begin with the end in mind. If practices are going to reach their destinations, 
they will need to understand both where they are and where they are trying 
to go. Traditionally, practices look for problems, diagnose them and then find 
a solution. This process focuses on what is wrong or broken; when practices 
look for problems, they find them. By paying attention to those problems, 
practices emphasize and amplify them. 


Part of this journey will include changing actions, habits and ultimately the culture surrounding how the practice functions on a daily 
basis. This will require active participation from team members and leadership who work most closely with the process you are 
attempting to improve. Just as all parts of an engine must be working to move an automobile, all members of the practice team 
must be actively engaged to move the practice forward. Everyone is responsible for quality improvement endeavors. All members of 
the team can contribute ideas about how to improve the daily workflows for which they are responsible and how to increase patient 
outcomes and satisfaction. 


Effectively documenting this process of improvement will be an important component of incorporating change in a practice. The 
model that you select to move forward with during this endeavor may dictate the tools that you use to show improvement and 
document change. You can achieve this through various means (e.g., value streams, storyboards, A-3 forms, PDSA cycle, written 
notes, etc.). Accurate documentation of this process will ensure continuity, as well as it will provide a written record of where you 
have needed more work and where you have been successful. Documenting your changes over time is important for internal review 
but also for sharing your journey with other practices.  


 


Change tactics CPC practices used: 
• Train all team members in quality improvement methods 
• Integrate practice change/quality improvement into team duties 
• Engage all team members when identifying and testing practice 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 all personnel 
• Promote transparency and engage patients and families by sharing practice-level quality of care, patient experience and 


utilization data with patients and families 


  


 


Online (external) resources 
for training all staff 


HRSA Quality Toolkit (2017). This site has a 
wide range and assortment of tools for free 
use in health care quality improvement. 
https://www.hrsa.gov/quality/toolbox/index
.html  



https://www.hrsa.gov/quality/toolbox/index.html

https://www.hrsa.gov/quality/toolbox/index.html
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


Change Tactic: 
Train all team members in quality improvement methods 


Quality improvement (QI) is not a subject that most team members studied 
during their education. Education about QI provides a means by which team 
members may influence their practice’s workflow and outcomes, which provides 
a sense of accomplishment for their efforts. Providing the entire team with tools 
and techniques encourages their use on a daily basis throughout the 
organization. 


Essential components 
• Select a model to use in your practice. Understand that some models 


may not work for your organization. There are several models from 
which to choose (see inset), so ensure you research which model will 
best work for your needs. Keep in mind that your changes may affect the 
delivery of patient care. 


• Once you select a QI model, develop a training plan for practice team 
members. Include both knowledge and experiential components. Adult 
learners grasp concepts much more effectively when they can apply 
them immediately. 


• Share your understanding of continuous quality improvement, what it involves for the practice and its anticipated 
outcomes: 
o Improved quality of patient care 
o Improved workflows 
o Better experience for patients  
o Improved health outcomes 
o Decreased total cost of care 


• Quality improvement concepts during basic training efforts should 
include the following, regardless of the model selected: 
o Using the PDSA approach (Plan-Do-Study-Act): Create your plan for 


improvement, perform the actions decided upon, study the results 
and finally take action. Action most often means modification of the 
plan or actions taken and repeating the PDSA cycle for 
improvement. Multiple iterations of this cycle will fine tune the 
process and result in the outcome you desired. 


o Understanding data: Include run charts, bar charts and other forms 
of data representation used by your practice. It is important that 
the entire team knows how to interpret the data so that they are 
able to participate meaningfully in the change process. 


o Developing flow charts and workgroup charters: These tools help 
the team understand and improve workflows in the practice, as well 
as the work assigned to the group. 


• Encourage every team member to put his or her newfound knowledge to use immediately. Assigning individuals or teams 
to a specific project that makes use of their skills is one method of accomplishing this. Keep projects simple until their 
skillset and confidence builds. 


 


Online (external) resources 
for training all staff 


Analytics Adoption Model: 
https://www.healthcatalyst.com/healthcare-
analytics-solutions/ 


LEAN: http://www.lean-concepts.com/ 


The Model for Improvement (MFI): 
https://www.ahrq.gov/professionals/preven
tion-chronic-care/improve/.../mod4.htm 


PDSA Cycle Template (2016). This template 
from CMS may help practices as they adopt 
the PDSA tool for improvement. 
https://www.cms.gov/medicare/provider-
enrollment-and-
certification/qapi/downloads/pdsacycledebe
dits.pdf 


 


Online (external) resources  
for measuring and  
improving quality 


TeamSTEPPS for Office-based Care Version 
(2016). Primary care practice teams are the 
audience for this version of the TeamSTEPPS 
(Team Strategies and Tools to Enhance 
Performance and Patient Safety) program. 
The focus is on creating high-performing 
teams that improve quality and safety. 
Sections cover change management and 
measurement. 
http://www.ahrq.gov/teamstepps/officebas
edcare/index.html  



https://www.healthcatalyst.com/healthcare-analytics-solutions/

https://www.healthcatalyst.com/healthcare-analytics-solutions/

http://www.lean-concepts.com/

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

http://www.ahrq.gov/teamstepps/officebasedcare/index.html

http://www.ahrq.gov/teamstepps/officebasedcare/index.html
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


Considerations for your practice 
• When assigning practice teams or individuals a project or task, allow them to be autonomous. Arrange time for them to 


work on their assignment, and listen carefully to their project outcome. Take this time to praise their work and improve 
their QI education with your feedback. 


• Consider holding the training away from busy office settings, if possible. This will help the group focus on learning. 
• The practice may adopt a model such as TeamSTEPPS to enhance teamwork during its quality improvement efforts. In this 


program, individuals can train to be a master trainer and then use the program to coach others in this methodology. 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


 


CPC resources related to  
the integration of practice 
change into staff duties 


CPC On Demand Video: Creating and 
Sustaining a Culture of Improvement (2017). 
This small, rural practice team accepted 
“Change is the New Normal” as its mantra. 
They meet regularly, educate staff and 
embrace change.  
https://youtu.be/ZP3dooe4pMI 


CPC On Demand Video: Building a Culture 
for Practice Improvement (2017). How a 
medical center in Colorado used data to 
improve its practice. Leadership encourages 
site-wide improvement efforts through a 
variety of methods. 
https://www.youtube.com/watch?v=WEd4L
hB-oe0&index=26&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Change Tactic: 
Integrate practice change/quality improvement into team duties 


QI is not just another task to accomplish; it must be a way of life at the practice. 
Quality is everyone’s job, and every member of the team is important. CPC 
practices fount that integrating the work elements of quality improvement into 
the practice teams’ daily work life fostered a culture of improvement in the 
practice. 


Essential components 
• Allow team members to identify potential problems, take action to 


correct those deficiencies and participate in system redesign as it 
relates to their work environment. 


• Define value-added activities within your organization, and teach these 
concepts to all team members as standardized tasks. 


• Standardizing tasks is a foundational element for continuous 
improvement. Standardization allows for higher-level thinking and time 
to address the complex problems of the organization. 


• Define the QI tasks required of your team. The following are examples 
of tasks to be considered: 
o Audit data entered into the EHR, and assuring it is in the correct 


discrete field for reporting purposes. 
o Document patient experiences expressed during a visit or phone call. Each staff member should perform this function 


in a designated manner. This information will supplement patient survey data and/or data collected from a Patient and 
Family Advisory Council. 


o Mine data from the EHR, payer feedback reports, patient experience data and other sources, as applicable. 
o Develop data reports into a format usable by the practice leadership and team. 


• Identify areas of improvement from the data or other means. Below are examples to consider: 
o Improve phone tree waiting time 
o Increase patient flow through the clinic 
o Measure and track patient satisfaction 
o Increase focus on SMS resources 


• Integrate these tasks into the work of the practice teams. Some tasks require a skillset to accomplish, while others may be 
able to become part of a team member’s daily work. 


• Spread successful standardization outcomes throughout the entire practice. 


Considerations for your practice 
• Improve the skillset of engaged staff members; this is an excellent way to improve staff experience and satisfaction. 
• Avoid relying on team members who routinely volunteer for extra tasks. Engage the entire team in this activity. 


  



https://youtu.be/ZP3dooe4pMI

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


 


CPC resources related to 
measuring and  
improving quality 


 


CPC Practice Spotlight 45: PDSA Cycles 
Focused on Reducing Falls Risk Help Reduce 
ED Use (2014). This practice used a data-
drive PDSA process to study fall risk 
screening, identifying cause and reducing ED 
visits. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=10 


CPC Practice Spotlight 48: Million Hearts® 
‘Champion’ Practice Honed Performance in 
Hypertension Control through Multiple 
Tests of Change (2015). Transformation 
teams tested workflows, using data as their 
measurement of improvement. To improve 
outcomes, they offered refresher trainings. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=12 


CPC Practice Spotlight 56: Explore Potential 
Efficiencies Using Your Patient Portal as an 
Outreach Tool (2015). This practice tested 
the patient portal as an outreach tool. 
Process data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=19 


Change Tactic: Engage all team members  
when identifying and testing practice changes 


Although tests of change may engage a small segment of the practice, the entire 
practice must embrace the change efforts and help identify areas of 
improvement, as well as test and implement changes. Quality improvement is a 
team sport, and improvement is more likely to occur when the team works 
together to bring about the necessary change. Successful QI teams often use 
PDSA cycles to document change. Small-scale improvement initiatives can 
uncover waste and identify value and non-value added process flows. 


Essential components 
• The identification of areas of improvement is a role that applies to every 


member of the practice team. Every suggested improvement is worth 
consideration. Consider them all carefully. 


• Develop a plan of action for improvement. The practice team, especially 
the members responsible for identifying the potential change, should 
take part in developing a plan for change. The plan should include tests 
of change and accompanying measures to consider while studying the 
results from those tests of change. Process, outcome and balancing 
measures should be included. 
o Process measures identify how the system is working. For example, 


determine what percent of patients with diabetes had their A1c 
tested in the last six months. 


o Outcome measures identify the effect of actions taken. For 
example, determine the average A1c for the population of patients 
with diabetes. 


o Use balancing measures to answer the following question: Are the 
changes causing new problems in other parts of the practice? For 
example, determine the staff satisfaction of lab personnel after 
expanding testing for the patient population with diabetes. 


• Implement a small test of change, and consistently document and 
measure the progress and outcomes.  


• Staff should be involved in iterating and monitoring the change as it 
evolves. 


Considerations for your practice 
• It is vital that all team members who are testing a change perform the 


functions and document outcomes in the same way. This ensures the 
outcomes are a result of actions taken, not of variation. 


• Seek feedback from the entire practice team on all tests of change. Every area of the office will have a different perspective 
on the change. The front office staff may see an outcome that affects their workflow positively or negatively, whereas the 
back office may have a different perspective. 


• Consider how the change affects patients and their families. To ensure that your practice remains patient-centered, seek 
feedback from patients and their families before scaling to the entire team. Use a Patient and Family Advisory Council, 
focus group or random selection during patient visits. 


 


Online (external) resources 
for measuring and 
improving quality 


Science of Improvement: Establishing 
Measures (2016). The authors discuss the 
use of process, outcome and balancing 
measures for learning and process 
improvement. 
http://www.ihi.org/resources/Pages/HowtoI
mprove/ScienceofImprovementEstablishing
Measures.aspx 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


Change Tactic: 
Designate regular team meetings to review data and plan improvement cycles 


When your teams participate in improvement projects, they are able to see the result of their work, individually and as a team. 
Sharing the full set of data with the entire team will help them see the big picture. The work teams can see how their actions affect 
the practice results as a whole. They will “own” the change, and this ownership will make the changes spread throughout the 
organization with greater ease. The shared data will also stimulate additional ideas for the team to plan improvement cycles.  


By scheduling regular meetings for the entire practice to review data and plan additional improvement cycles, practices send the 
message that process improvement is important to the practice, and that all team members are valued as change agents. These 
meetings are a key part of building and sustaining a culture of improvement. 


Essential components 
• Schedule meetings to occur on a pre-determined schedule. Modify the practice schedule for that time to allow as many 


staff to attend as possible. 
o Scheduling over lunch or before the day begins may be optimal. 


• Have a defined agenda and goals to accomplish during the meeting. 
• Present data in a format readily understood by all members of the practice team. For example, when addressing a measure 


associated with a recent change effort, mark data with the date the change began and the final value. This demonstrates 
the effect the change project had on the outcomes. When data is involved, it is also beneficial to send it out ahead of time 
to allow staff to review, process, and form questions/comments. 


• Include time during the meeting to plan for the next change cycles. This includes modifying a current improvement test of 
change, or initiating new ones, based upon the data reviewed. Allow the practice team to problem-solve and plan the 
change cycles. 


Considerations for your practice 
• Staff should participate in both the presentation of data and discussions about change ideas. This can help communicate 


their value to the practice’s improvement efforts. 
• Take time to celebrate “wins” and recognize people for their contributions. 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


 


CPC resources related to 
measuring and  
improving quality 


CPC Practice Spotlight 44: Teamwork, 
Transparency and Rewards Drive 
Improvement in Quality Measures (2015). 
This physician group pursued three strategies 
to help providers and practice teams with 
their integration of CQMs into improvement 
work: teamwork, data transparency and 
rewards for performance. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=9 


CPC On Demand Video: Building a Culture 
for Practice Improvement (2017). How a 
Colorado medical center used data to 
improve its practice. A variety of methods 
are used to encourage staff in improvement 
efforts. 
https://www.youtube.com/watch?v=WEd4L
hB-oe0&index=26&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh 


 


Change Tactic: Promote transparency and accelerate improvement by sharing practice-level  
and panel-level quality of care, patient experience and utilization data with staff 


Leaders understand that actions speak louder than words. One action that supports transparency is sharing data with the practice 
teams. When teams understand and know the status of CQMs, patient experience data and utilization data, they have a concrete 
grasp of the practice’s progress. Their understanding and engagement with data can accelerate improvement by way of healthy 
competition among teams. CPC physicians reported that sharing data transparently has also affected their actions in their work. 


Essential components 
• Prepare data reports in a visual format readily understood by the team. 


This may include various graphic displays such as run charts, bar charts 
and other formats used by your practice. 


• When preparing reports on patient experience, include your patients’ 
comments. Adding those comments will supplement the data and make 
it tangible to the practice team. 


• Prepare data in a format that demonstrates outcomes at the practice 
and panel level. Initially, practices are hesitant to share panel data 
openly and may present it in a blinded format. When sharing panel 
data, transparency and openness help the teams take ownership of 
their data and stimulate improvement.  


• Share data in both verbal and printed form. If printed, post it in a staff 
area. Present data in a neutral tone; it is neither good nor bad. It is a 
means of understanding where the practice and the teams are 
improving, as well as a means of determining where they may wish to 
focus change efforts. 


• Take the time to answer questions and provide explanations to all 
practice staff. There are no silly questions. All questions help the staff 
understand the data and the effect that their work has on outcomes 
and patient experience. 


Considerations for your practice 
• Share data with a quality improvement committee, or other applicable sub-group of the practice team, and obtain their 


feedback prior to sharing with the entire practice team. They may have ideas about how to share with the practice or 
feedback about activities that may have affected the data. 


• Data should be up to date with minimal lag. 
• Consider taking an Appreciative Inquiry approach to data review. Begin by examining areas in which the practice is 


excelling. Study why performance is high in these areas, and apply what you learn to areas that need improvement. 


  



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


 


CPC resources related to 
engaging patients and 
families in improvement 


CPC On Demand Video: Using Patient 
Feedback to Drive Practice Change (2017). 
This practice initially worked with their PFAC 
on workflows and signage before expanding 
to patient education and outreach. The 
practice presented data about cancer 
screening to the PFAC. 
https://youtu.be/6_maGI-MKfk 


Change Tactic: Promote transparency and engage patients and families by sharing practice-level quality of care, patient 
experience and utilization data with patients and families 


Patients and their families are the most important members of the practice team. They may have the most profound effect on 
quality and utilization measures, and they are the sole source of patient experience data. In addition to sharing data transparently, it 
is vital to work alongside patients and their families during practice improvement efforts. Sharing the data about quality, utilization 
and patient experience promotes informed actions on the part of each patient.  


Essential components 
• Share quality data in a format readily understood. Use run charts clearly 


labeled with data points and explain what the data means to patients. 
• Share utilization data, as described earlier. Take the opportunity to 


educate patients and families about the effects of inappropriate 
utilization. Inform them about alternate options to ED and urgent care 
(e.g., same-day appointments and 24/7phone/portal contact), as well as 
tactics to reduce hospital admissions and readmissions. 


• When sharing patient experience data, include descriptions of changes 
that the practice is making and how they relate to patients’ feedback. 
This will encourage continued feedback, as well as it will demonstrate 
that the practice takes patient suggestions seriously and that it seeks to 
improve patients’ experience of care. 


• Share the data mentioned above with your Patient and Family Advisory Council (PFAC), once you create one for the 
practice. This will inform your PFAC and help it make decisions. 


Considerations for your practice 
• Use a variety of methods to share this data. For example, share data through a newsletter, website, social media platform, 


patient portal and displays in the practice’s waiting room. Be creative, and seek patient feedback on the data. Consider 
trying various methods of communication with your population so that you reach the greatest audience. 


• Engage in a two-way conversation with patients as you reflect on the data, and seek suggestions for improvement. 


  



https://youtu.be/6_maGI-MKfk
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Adopt a formal model for quality improvement 


Measure Success for Change Concept: Adopt a formal model for quality 
improvement and create a culture in which all team members actively participate  
in improvement activities 


Evaluating the culture of improvement in a practice may seem like a subjective task. For instance, how does one put a numerical 
value on “culture”? Still, it is possible to demonstrate how culture affects practice improvement. Although it is not exhaustive, the 
following list includes suggested methods of evaluating a practice’s culture of improvement: 


• What is the attendance at meetings when sharing data and discussing improvement? 
• What percent of those in attendance participate in the discussion? 
• How many improvement ideas did practice teams contribute? 
• Satisfaction surveys, often used as balancing measures, alert us about how change affects various populations. 


o Distribute satisfaction surveys to staff regularly (e.g., quarterly or semi-annually). Evaluate the results, during periods of 
practice change, with team involvement. 


o Evaluate provider satisfaction on a regular basis. Has it changed as the practice makes changes? 
o Evaluate patient satisfaction data closely. How has it changed as the practice improves? 


• Evaluate CQM, utilization and patient experience data in relation to staff engagement in practice improvement. Has the 
pace of change accelerated in any of these areas?
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement 


Implementation tips for 
engaging leadership in practice 
improvement 


• Clinical and administrative 
leaders have an important role in 
practice improvement. 


• Leadership’s participation in 
practice improvement activities 
demonstrates to everyone how 
vital it is to the practice. 


• Include measures of population 
health, utilization, quality and 
patient experience in the overall 
review of practice performance. 
This communicates that they 
directly relate to business 
metrics. 


Change Concept: Ensure full engagement of clinical  
and administrative leadership in practice improvement 
 


Emphasizing the importance of engaging the entire practice team during these 
efforts is a prime element of this driver. In particular, it is important to engage 
the full practice leadership (clinical and administrative). The leadership must be 
visible and participate fully in practice improvement efforts. Strong leadership 
will be the practice’s greatest advocate as the practice team works to make 
changes that improve its quality of care and patient experience. 


CPC practices leaned heavily on leaders to champion improvement. Not only 
were they directly responsible for ensuring the implementation of improvement, 
the achievement of outcomes and the continuity of results, leaders eliminated 
barriers to change and provided support for meeting the improvement 
objectives. Leading by example and encouraging team members’ contributions 
advances a positive culture and work environment for their entire teams. 


 


Change tactics CPC practices used: 
• 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 


  


 


Online (external) resources  
for measuring and  
improving quality 


Engaged Leadership Implementation Guide: 
Strategies for Guiding PCMH 
Transformation (2010). This Safety Net 
Medical Home implementation guide 
explains the importance of leadership during 
practice transformation. This includes the 
use of data to guide improvement and 
management of change. 
http://www.improvingchroniccare.org/down
loads/engaged_leadership.pdf 



http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf

http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement 


 


CPC resources related  
to measuring and  
improving quality 


CPC Practice Spotlight 31: Building a 
Transformative Culture to Sustain Change 
(2014). Leadership at this medical group is 
committed to a cohesive approach of 
supporting transformation. Leadership and 
staff engagement in learning activities is key 
to their success. CQM measures, along with 
staff surveys, measure their progress.  
https://innovation.cms.gov/Files/x/cpcipsl1.p
df#page=54 


CPC Practice Video Spotlight 73: Utica Park 
Clinic: CPC from the Leader’s Perspective 
(2016). This physician discusses the leader’s 
role and the processes necessary to 
implement change. Team building, training 
and dealing with resistance to change were 
all needed to improve metrics. 
https://www.youtube.com/watch?v=jxt1tcib
OtI&feature=youtu.be 


CPC Practice Video Spotlight 74: Utica Park 
Clinic: Starting at the Clinic and Going 
Beyond (2016). This video highlights a 
change process carried out between primary 
care practices and the hospital to address 
transitions in care. 
https://www.youtube.com/watch?v=LA4QVF
Jpceo 


Change Tactic: Make responsibility for guidance of practice change a component  
of clinical and administrative leadership roles  


Transforming a practice from providing reactive care, one that focuses on 
primarily on acute needs of patients, to a comprehensive primary care practice 
constitutes a paradigm shift. Everyone, from leadership to the clinic staff, must 
be on board to effect change. Clinical improvement to reach this goal demands 
leadership support. Any change requires these essential elements: ideas and 
execution. Leaders have the primary responsibility of building and sustaining the 
will to change.1 Leaders should provide training, insight, leadership, mentoring, 
coaching and inspiration to change their respective organization’s thinking and 
behavior as a means of helping the organization achieve its goals and objectives. 


Implementing these changes and being the champion of culture change often 
require leadership engagement. Incorporating these skills into the required 
competencies for leadership, holding annual leadership training and hiring 
people with the correct leadership skill set are among a few viable options for 
ensuring that these changes occur. 


Essential components 
• Clinical and administrative leaders work together to create a shared 


vision for change. This vision will be the beacon that guides the practice 
on its journey. What does comprehensive primary care look like in your 
practice? 


• Communicate, communicate and communicate! Every member of the 
practice team must embrace the vision created. The only way to assure 
this is to communicate it to them in various ways. Posters, newsletters, 
buttons and other print media is one communication method. One of 
the most effective means of communication is through leadership 
actions. 


• Develop metrics that measure leadership success toward achieving the 
goal. Hold leaders accountable for practice improvement. Metrics 
including quality, utilization, patient experience and cost of care are 
included as evaluative tools for leaders. 


• Leaders engaged in change activities demonstrate their support of the change and have the ability to guide their team on the 
ground. This could include attending meetings, “walking rounds” to visualize the change in action and taking time to talk with 
the practice team casually about change activities, along with the effect they are having on the individual and the team. 


Considerations for your practice 
• Unity between administrative and clinical leaders helps project one voice during times of change. Along with aligning goals 


and strategies, business and clinical goals should line up. 
• Use staff meetings to identify appropriate and effective methods for communication. Test them often.  


  
                                                                 
1 Engaged Leadership Implementation Guide: Strategies for Guiding PCMH Transformation (2010). 
http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be

https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be

https://www.youtube.com/watch?v=LA4QVFJpceo

https://www.youtube.com/watch?v=LA4QVFJpceo

http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement 


 


CPC resources related to 
leadership engagement 


CPC Practice Spotlight 24: How Your 
Approaches to Improvement Strategies Also 
Build Your Culture for Improvement (2014). 
This system’s leadership implemented 
quality improvement across 17 sites based 
on team collaboration and shared data. 
https://innovation.cms.gov/Files/x/cpcipsl1.p
df#page=47 


Change Tactic: Allocate time for clinical and administrative leadership  
for practice improvement efforts, including participation in regular team meetings 


The leaders of a primary care practice have many demands on their schedule. 
Blocking time during their busy days so that they may participate in practice 
improvement efforts is crucial to successful improvement efforts. This includes 
active participation in the planning and implementation of change, as well as 
regular attendance at team meetings. 


Essential components 
• Set aside time for regular team meetings. Participation in the planning 


and reporting of outcomes is the most effective means of 
understanding the practice voice as related to change efforts. Leaders 
who spend more time listening than speaking at these meetings will 
glean a deeper insight into the activities of their respective practices. 


• Participation in the change efforts themselves communicates leaders’ commitment to the practice team’s efforts. For 
instance, a physician leader may nominate her practice panel for a process test of change. Alternately, a front desk 
manager may work with her team to develop a test of change related to the check-in process. 


• Take time to walk around and see what is happening. Talk to your staff members and gain their trust. They need to be able 
to express the problems comfortably and without worry. This will allow you to take the necessary steps toward 
improvement. 


Considerations for your practice 
• Leaders should exercise caution when declining a team meeting or arriving late/leaving early. These actions communicate a 


message as well. For instance, this may communicate that other things are more important than practice improvement.  


  



https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement 


Change Tactic: Incorporate population health, quality and  
patient experience metrics in regular reviews of practice performance 


Leaders have a responsibility to keep their practices healthy, particularly from a fiscal standpoint. Business measures are often a top 
consideration. Return on investment for allocated resources (staff/time/financial support), staff or patient turnover and financial 
gains/losses are all important to the overall well-being of the practice. However, other metrics (e.g., population health, clinical 
quality, patient experience) affect the total cost of care, which has a direct effect on the bottom line. 


It is important that leaders share data with their practice teams, their patients and their patients’ families. This communication 
assists with the ongoing work of practice improvement. Leaders are responsible for reviewing these metrics in light of how their 
respective practices are performing. 


Practice staff may not understand the effect that an improvement in a metric has on the overall performance of the practice. For 
example, explaining how decreased utilization affects total cost of care, or how improved clinical outcomes for patients with 
hypertension affects ED usage, helps the team understand the purpose of its efforts. It is important to relate how financial 
investment in a change project results in efficiency of care, which serves to demonstrate the connection between business metrics 
and clinical measures. 


Essential components 
• When developing the dashboard or “report card” for practice performance, include key measures of population health, 


quality and patient experience and business metrics. Share this with the team in written form. 
• Schedule regular meetings to discuss how practice performance affects team understanding of and participation during 


change activities. These meetings are a vital part of building a culture of improvement. They communicate its importance to 
the change process, along with the significant role it has in making things happen. 


• Include both process and outcome metrics. This presents a complete picture of how action results in an outcome. For 
example, you may include the process metric for the number of follow-up calls made to patients within 72 hours of hospital 
discharge alongside the outcome measure for readmissions. Alternately, you may share the number of phone calls 
answered within three rings (process measure) alongside patient satisfaction scores in this area (outcome measure). When 
relating business metrics to clinical measures, a cause and effect relationship may emerge. For example, it may become 
apparent that installing a new phone system could help patient and team satisfaction scores. 


• The presentation of metrics should include more than just a review of the numbers. Leaders must connect the dots to show 
how the metrics produce an overall result. Ensure the practice team has a firm understanding of the presented information. 
Take time to respond to questions. When a question requires further research to answer, be certain to take the time to do 
the research and then respond to the staff in a timely fashion. 


Considerations for your practice 
• When the leadership group includes both business and clinical leaders, it is crucial that both are included in the review of 


practice performance metrics. Once reviewed, develop a joint agenda for the presentation to practice staff. 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement 


Measure Success for Change Concept: Ensure full engagement of clinical and 
administrative leadership in practice improvement 
 


Evaluating the engagement of clinical and administrative leaders in practice improvement provides the opportunity to evaluate both 
the associated metrics and satisfaction scores. 


• What is the effect of practice improvement activities on population health, quality and patient experience? 
• What is the effect of process and outcome metrics (associated with change projects) on business metrics? 
• What is the effect of business decisions (e.g., staff addition/reduction, addition of BH specialist or pharmacist, new signage 


for the practice, etc.) on patient experience scores? Have they affected staff and provider satisfaction? 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Active participation in shared learning 


Implementation tips  
for shared learning 


• Share the lessons learned 
with other practices to 
accelerate the change 
process. 


• Develop a set of common 
measures to share among 
practices to guide the work. 


• Locate available experts both 
inside and outside of the 
organization to help with 
strategic changes. 


Change Concept: 
Active participation in shared learning 
 


Learn from other practices similar to your own. As primary care practices make 
changes to focus on comprehensive primary care, it is vital that they connect with 
other, similar practices that have either already undertaken the journey or that are 
currently on their way. These connections may be through a specific state or 
national initiative—such as SIM (State Innovation Model), CPC+ (Comprehensive 
Primary Care Plus) or PTNs (Practice Transformation Networks). Practices may also 
connect with others that are members of the same PHO (Physician Hospital 
Organization), IPA (Independent Practice Association) or QIN (Quality 
Improvement Network). The sharing that occurs between similar practices is a 
valued component of accelerating the improvement process and helps practices to 
realize they are not alone in their journeys. 


 


Change tactics CPC practices used: 
• Share lessons learned from practice changes (successful and 


unsuccessful), useful tools and resource materials with other practices 
• Engage with other practices through the transparent sharing of common measures used to guide practice change 
• Access available expertise to assist with practice changes of strategic importance to the practice 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Active participation in shared learning 


 


CPC resources related to 
sharing common measures 
to guide change 


CPC On Demand Video: How Sharing Duties 
and Better Coordination Drive Improvement 
in Health Care Measures (2017). At this 
practice, having every team member work at 
the top of his or her certification helped 
achieve this practice's goals. Sharing data 
between practices helped drive change.  


https://www.youtube.com/watch?v=aldKmb
IoyL8&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6 


 


Change Tactic: Share lessons learned from practice changes  
(successful and unsuccessful), useful tools and resource materials  
with other practices 


Practices that actively share their experiences with other practices find that this 
valuable communication enhances their progress and helps their colleagues. 
Sharing useful change tools and resources will save practices time that they 
would have spent locating them on their own. Repeatedly, teamwork has proven 
to benefit all parties involved. In effect, other practices become a part of your 
change team. 


Essential components 
• Identify one or more groups of practices that share your goal of 


becoming a comprehensive primary care practice. For instance, this may 
involve applying for a state or national initiative. Alternatively, you 
might organize a group of similar practices in your community or region.  


• Establish methods of communication with your group(s). Sharing stories during regular meetings helps to foster 
relationships between like-minded practices. To encourage more consistent sharing, consider developing a secure website 
for tool sharing, creating of a listserv or blog, or setting up periodic web-based meetings. 


• Share positive and less positive outcomes. No action outcome is bad 
when a lesson is learned. If the practice shares a tactic that they 
attempted, but that was not a successful improvement effort, they can 
help another practice potentially avoid the same mistake. Furthermore, 
this may lead to ideas about how to modify the activity so that it results 
in a more positive outcome. This is why documenting your change is 
crucial; to learn from one another’s attempts at change. 


• Participation in a formal collaborative series of events may be of use to 
the practice. For example, IHI’s Breakthrough Series for Collaborative 
Improvement2 has been widely used as a means to improve health care 
quality and value in various health care settings at the system level. 
Participation provides the opportunity to learn from and share with 
similar practices. Practice groups may be able to locate trained, 
collaborative leaders who can help organize and produce the event, or 
who could train someone in the group.  


Considerations for your practice 
• There are costs (time and money) associated with some methods of collaboration. The most important thing to consider is 


the return on investment. Participating in a collaborative may take staff away from the office for a day or two at a time, but 
the sharing that will take place may enhance the practice improvement efforts a great deal.  


• Presenting lessons learned at a conference is another way to share information. 


                                                                 
2 The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement. IHI Innovation Series white paper. 
Boston: Institute for Healthcare Improvement; 2003. (Available on www.IHI.org) 


 


Online (external)resources  
for measuring and  
improving quality 


The Breakthrough Series: IHI’s Collaborative 
Model for Achieving Breakthrough 
Improvement (2003). This white paper 
describes the use of the Breakthrough Series 
model to transform health care in various 
settings. 
http://www.ihi.org/resources/Pages/IHIWhit
ePapers/TheBreakthroughSeriesIHIsCollabor
ativeModelforAchievingBreakthroughImprov
ement.aspx . 


 



https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

http://www.ihi.org/

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Active participation in shared learning 


Change Tactic: Engage with other practices through the transparent  
sharing of common measures used to guide practice change 


Data tells the objective story of the practice improvement journey. Sharing data between practices that use common measures is 
even more powerful. This objective information assists with understanding the cause and effect of actions taken, and it stimulates 
practices to ask, “How did you do that?” 


Essential components 
• When practices in a group share in a collective transformational journey, it is important to identify a set of measures that 


participating practices will collect. This allows practices to collaborate on practice improvement activities that would affect 
identified measures. Beyond that, this opens the conversation to the methods used to improve outcome data, including 
workflows and staffing models.  


• Initially, sharing data between practices in an organized group can be sensitive for leaders, providers and practice staff. 
There is a tendency to blind the source of data intended for discussion. Avoid this temptation. Knowing the data source 
encourages sharing of experiences and elicits helpful input that each practice can use to enhance its growth. When sharing 
data within the collaborative group, share at the practice level. This makes understanding the environment of the data 
source more easily understood (e.g., large urban practice, small rural practice, solo-provider). Practices tend to gravitate to 
similar practices as they work on practice improvement. 


Considerations for your practice 
• States or communities with data aggregation methods for sharing data are helpful. Though signed participation agreements 


and fees are commonly required, the return on investment is generally well worth the expense. 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Active participation in shared learning 


Change Tactic: Access available expertise to assist with  
practice changes of strategic importance to the practice 


Leaders often say, “If you always do what you’ve always done, you’ll always get 
what you’ve always got.” This is especially true in practice improvement efforts. To 
make process improvements, practices must change their ways of doing things, 
which requires knowledge about what to do and how to do it. It is possible to gain 
this knowledge in a number of ways. At times, it is valuable to tap into the 
expertise of others to assist with the process of change. This is why it is important 
to identify your desired model of change and undergo training on that model. 


Essential components 
• Identify areas of improvement that are of strategic importance to the 


practice.  
• Review best practices and online resources—many practices post tools, 


videos and measurement considerations to help drive improvement. 
• Look for other people, organizations or practices that have successfully 


navigated specific changes. You may need to reach out and bring their 
expertise into your practice. 


• Create a collaborative relationship through phone conversations, site 
visits and improvement meetings with subject matter experts. 


Considerations for your practice 
• Consider the expertise available within a practice or organization to 


facilitate the change. Many health systems and related organizations 
have quality improvement professionals that may be able to assist. 


• Consider training a current staff member or members to perform the role 
of practice coach or facilitator. There are multiple methods to accomplish 
this. For instance, many universities offer training, both online and in-
person, for professional development, AHRQ offers education about 
practice facilitation online and IHI has an 11-month virtual program to train practice coaches for their role. Choose the 
training method that best meets the goals of your organization, both in regards to skillset and cost. 


  


 


Online (external) resources  
for measuring and  
improving quality 


Enhancing the Primary Care Team to 
Provide Redesigned Care: The Roles of 
Practice Facilitators and Care Managers 
(2013). Facilitators (or quality improvement 
coaches) work with the primary care practice 
on their quality improvement activities. This 
article discusses their role, along with the 
role of the care manager, as primary players 
in redesign efforts. 
http://www.annfammed.org/content/11/1/
80.full. 


Practice Facilitation (2016). AHRQ’s Primary 
Care Practice Facilitation (PCPF) learning 
community is a valuable resource for 
practices as they begin or continue their 
journey of practice improvement. 
https://www.pcmh.ahrq.gov/page/practice-
facilitation 


Primary Care Practice Coach (2016). This is 
IHI’s 11-month virtual professional 
development program and associated 
community. 
http://www.ihi.org/education/WebTraining/
Webinars/PrimaryCare/Pages/default.aspx  



http://www.annfammed.org/content/11/1/80.full

http://www.annfammed.org/content/11/1/80.full

https://www.pcmh.ahrq.gov/page/practice-facilitation

https://www.pcmh.ahrq.gov/page/practice-facilitation

http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx

http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.1: Culture of Improvement 


Change Concept: Active participation in shared learning 


Measure Success for Change Concept:  
Active participation in shared learning 
 


Evaluating performance for this concept may be difficult. Consider the following as you evaluate your own performance: 


• Does your practice engage with a group of other practices with which they can share their experiences and learn? 
• Have practices established common measures to enhance peer-to-peer collaboration? 
• Compare process and outcome measures collected before collaboration to those collected after collaboration. Has practice 


improvement accelerated? 
• Obtain baseline process and outcome measures prior to engaging with a practice coach/facilitator. Monitor these measures 


over time once coaching has begun. Has practice improvement accelerated? 


 







 


The CPC Comprehensive Implementation Guide — Driver 3 23 


 


Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


 
 Secondary Driver 3.2: 
 Internal Measurement and Review  
 


Measurement at the practice and the panel level helps practices with their 
quality improvement efforts. Understanding the measures at the practice level 
helps practice teams understand how they compare with similar practices. 
Measurement at the panel level (provider or care team) helps practice teams as 
they fine-tune their workflows. 


This segment of work was an iterative process. Improvements in health IT, 
coupled with many different reports from payers, aided growth in this area over time. 


The phases of the work in CPC: 
• In the beginning, practices identified quality and utilization measures of importance for themselves and their patients. 


Practices used this data as a guide for testing practice change. 
• The ability to evaluate and report eCQMs from the practice EHR was the next step in this growth. 
• Practices then expanded evaluation of eCQMs to both the practice and panel level. Practices then included evaluations of 


payer feedback reports for internal measurement and review. 


 


Change Concepts for internal 
measurement and review 
 


• Measure and improve quality at the 
practice and panel level 
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


Change Concept: Measure and improve quality at the practice and panel level 


Implementation tips to 
measure and improve quality 


• Create reports from the EHR 
on CQMs that the practice 
deems of importance at the 
practice and panel levels. 


• Create or gather utilization 
reports in the same fashion. 


• Always gather raw data. 
Summary and aggregate data 
may not answer all of the 
questions. 


• Study internal and external 
data to establish goals and 
benchmarks. 


Change Concept: Measure and improve quality  
at the practice and panel level  


 


Collecting the right data will allow you to quantify the problem you are trying to 
address. Data is used to describe (e.g., how big, how much, how often, how many, 
and what type) problems. Those individuals tasked with reviewing data must be able 
to understand the data, along with how your practice collected it and how to 
interpret it. 


Gathering data for analysis is only the first step of improvement. Making progress 
involves evaluating the data against practice goals and developing a plan of action to 
make changes. It is important to use this data to evaluate the progress made toward 
goals, at both the panel (care team) and practice level. 


As in any other investigative process, you should always address the five W’s (who, 
what, when, where, why and sometimes how) before collecting the data. Who is 
going to collect the data and make sense of it? What data should you collect? When 
should data be collected (timeframe)? Where will the practice collect it? Why is it 
important (i.e., what insight will this data give us)? 


 
 
Change tactics CPC practices used: 


• Identify a set of EHR-derived clinical quality and utilization measures that are meaningful to the practice team 
• Regularly review quality, utilization, patient satisfaction and other measures that may be useful at the practice level and at 


the panel level (care team or provider) 
• Use relevant data sources to create benchmarks and goals for performance at the practice level and panel level  
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


Change Concept: Measure and improve quality at the practice and panel level 


 


CPC resources related to 
measuring and  
improving quality 


CPC Practice Spotlight 58: Setting Your 
Improvement Project in Motion: Get a 
Quick Start with Pre-planning, Guidelines, 
Communication and Tools (2015). This team 
approach to using data to improve 
identification and treatment of patients with 
COPD hit some snags. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=21 


CPC Practice Spotlight 66: Co-located 
Primary and Urgent Care Helps Reduce ED 
Use (2016). This practice used feedback 
reports, payer data and practice research to 
evaluate and change ED usage. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=27 


Change Tactic: Identify a set of EHR-derived clinical quality and  
utilization measures that are meaningful to the practice team 


When deciding where to begin and what to improve, the EHR is a good source of 
data. Evaluation of clinical quality measures (CQM) and utilization measures will 
help practice teams identify those areas that need improvement, along with 
those that will be most meaningful for the practice team and most beneficial for 
the patients.  


Essential components 
• Run reports on all relevant quality measures from the practice EHR. 


Initially, CQMs monitored for reporting to CMS and other payers are a 
suggested choice of measures. CMS updates this list annually for its 
programs, and other payers generally use similar measures as well.  


• Create reports at both the practice and the panel level (care team). 
• Prioritize quality measures that the practice team deems important as 


an area of focus. For example, when a practice desires to focus on the 
care of its patient population with diabetes, measures related to this 
goal—both process and outcome—may be included to provide a more 
complete picture of those areas needing active improvement. 


• Utilization measures require both electronic and manual input into the 
EHR; these measures include hospital admissions, readmissions, ED 
usage and urgent care visits.  


• Develop a workflow to ensure the team enters non-electronic data (i.e., 
faxes) into the EHR in correct, discrete data fields. This allows the 
practice to generate reports that accurately reflect practice and patient 
activity. Running these reports by practice population and panel is 
helpful, especially as related to certain diagnoses, as the practice works 
to improve utilization and cost of care measures. 


 Considerations for your practice 
• Keep in mind that the EHR may have many more reports available than 


are useful to your practice. Focus on reports that address the practice 
needs and its desired direction. Use filters to obtain only the necessary 
information. 


• Not all EHRs report the CQMs identified by CMS and other payers in 
their reporting modules. Once you identify target measures, verify that 
they are mapped and reportable in your EHR. 


 


Online (external) resources  
for measuring and  
improving quality 


eCQM Library (2016). CMS provides updates 
to electronic CQM measures that are used 
for report to CMS programs. 
https://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms
/eCQM_Library.html  


Successful Measurement for Improvement 
(2016). This IHI article provides an overview 
of how to create a system of measurement 
that is rewarding and useful to organizations. 
http://www.ihi.org/resources/Pages/Improv
ementStories/SuccessfulMeasurementForIm
provement.aspx 


CMS Core Quality Measures (PCMH/ACO) 
(2016). CMS and its partners worked 
together through the Core Quality Measures 
Collaborative to identify core sets of quality 
measures that payers have committed to 
using for reporting. Listed here is a link to 
Core Measures for Primary Care. 
https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-
Instruments/QualityMeasures/Downloads/A
CO-and-PCMH-Primary-Care-Measures.pdf 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html

http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx

http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx

http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


Change Concept: Measure and improve quality at the practice and panel level 


 


CPC resources related to 
measuring and  
improving quality 


CPC On Demand Video: Using Cost Data to 
Support and Direct Comprehensive Primary 
Care (2017). This practice discusses using 
cost and utilization data to drive changes at 
its practice. 
https://www.youtube.com/watch?v=YRiT9Q
Fuuy8&feature=youtu.be 
 
CPC Practice Spotlight 55: Measuring the 
Effectiveness of Behavioral Health 
Management (2015). This system-affiliated 
group used data to evaluate the 
effectiveness of its BH interventions. 
https://innovation.cms.gov/Files/x/cpcipsl-
2015summary.pdf#page=18 


 


Online (external) resources 
for measuring and 
improving quality 


IHI Run Chart Tool (2016). This resource 
offers a guide to run charts and an Excel 
template for practice use. Registration on 
the IHI site is free.  
http://www.ihi.org/resources/pages/tools/r
unchart.aspx  


Run Charts (2016). IHI Open School provides 
videos about run charts and how to 
construct this visual of data for evaluating 
variation or change. Provides explanations of 
run chart rules and the use of run charts. 
http://www.ihi.org/education/WebTraining/
OnDemand/Run_ControlCharts/Pages/defau
lt.aspx 


Change Tactic: Regularly review quality, utilization, patient satisfaction and  
other measures that may be useful at the practice level and at the panel level (care team or provider) 


This Guide provides definitions of measures of success for each change concept discussed. To create measures for your practice, you 
will use various sources of data (e.g., patient experience, staff satisfaction, clinical quality measures, utilization and cost of care data 
and other data as identified by the area studied). The review of this information is broken down to reflect progress at both the 
practice level and the panel (or care team) level. This allows you to focus improvement efforts on those areas most in need of action. 


Essential components 
• Determine how frequently your teams will review data. Some measures 


are actionable monthly. Others may take longer to demonstrate change 
and quarterly monitoring may be more effective. For example, patient 
experience data is more sensitive when reviewed every quarter; this is 
due to practices’ ability to collect sufficient data. Seasonal care, such as 
flu vaccination, is another measure that may only require monthly 
review during specific times, such as flu season. 


• Set aside time for the team and leadership to review data.  
• Determine how your practice will review data and improve patient 


experience, quality and utilization. 


Considerations for your practice 
• Run charts are one of the most useful tools for visualizing progress. A 


run chart is a plot of data for a given measure over time; this data forms 
a type of line graph. This allows everyone, leadership and team alike, to 
have a visual representation of the data. Include the benchmarks in the 
graphic representation to help everyone visualize performance against 
this mark. Post the data in the breakroom or other location to allow all 
team members the opportunity to study it and plan actions accordingly. 


  



https://www.youtube.com/watch?v=YRiT9QFuuy8&feature=youtu.be

https://www.youtube.com/watch?v=YRiT9QFuuy8&feature=youtu.be

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx

http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx

http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


Change Concept: Measure and improve quality at the practice and panel level 


 


CPC resources related to 
measuring and  
improving quality 


CPC Practice Spotlight 70: Practice ‘Re-
attacks’ ED Visits Following Changes in the 
Medical Neighborhood (2016). This small 
practice assesses conditions inside and 
outside the clinic’s walls to identify factors 
that could affect ED usage. This drove their 
change to reduce after-hours ED usage. 
https://innovation.cms.gov/Files/x/cpcipsl20
14-2016.pdf#page=29 


CPC On Demand Video: How Sharing Duties 
and Better Coordination Drive Improvement 
in Health Care Measures (2017). At this 
practice, having every team member work at 
the top of his or her certification helped 
achieve the practice’s goals. Sharing data 
between practices helped drive change. 
https://www.youtube.com/watch?v=aldKmb
IoyL8&list=PLaV7m2-
zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6 


Change Tactic: Use relevant data sources to create benchmarks 
and goals for performance at the practice and panel level 


Use the gathered information to create benchmarks and goals that guide 
improvement efforts. Consider two types of data: internal and external. 
Gathering information from within the practice assists with creating a baseline 
and monitoring progress toward goals. Internal data may include information 
collected from a PDSA that you are working on. External data allows practices to 
compare themselves against similar practices in the community, state or nation. 
External data may include reports from payers or quarterly regional reports. Both 
internal and external resources provide valuable information to stimulate 
improvement and monitor progress. 


Internal goals may be set at the panel level within the practice. This often 
stimulates healthy competition within the practice as each team member works 
to improve his or her measures. For example, practices may want to increase 
RVU production or decrease the number of patients with diabetes who have 
elevated A1cs. Panel-level data and goals help each team understand how it 
affects the overall practice goal on any given measure. Create practice-level goals 
within a health system to stimulate this same type of competition between 
practices. 


Essential components 
• Use data from practice reports to set a baseline for each measure. Create baselines at both the practice and panel level. 
• Set both practice- and panel-level goals for each measure the practice will be monitoring. 
• Identify benchmarks from data collected outside of the practice. This could be data from the health system, the region or 


other identified audience. 


Considerations for your practice 
• When beginning QI work, one might find national or regional 


benchmarks overwhelming or unobtainable. Consider beginning your QI 
work by setting internal benchmarks based only on your past 
performance or baseline. Once you are comfortable with the 
improvement process and see movement toward or past your internal 
benchmarks, identify new benchmarks that are widely accepted 
performance standards for your area of practice.  


• When identifying or developing data benchmarks, practices should 
consider the data’s source. Benchmarks are most meaningful when 
derived from similar practices or environments. For example, 
benchmarks for a residency family practice that are derived from a large 
system practice may not be meaningful; the large system practice will 
have different available resources and care processes. 


 


 


Online (external) resources  
for measuring and  
improving quality 


AHRQ Module 7 – Measuring and 
Benchmarking Clinical Performance. This 
source identifies key steps for selecting 
measures and identifying benchmarks. While 
at the target audience is practice facilitators, 
it is also valuable for quality-improvement 
staff within a practice or health system. 
https://www.ahrq.gov/professionals/preven
tion-chronic-
care/improve/system/pfhandbook/mod7.ht
ml 



https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html
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Driver 3: Continuous Improvement Driven by Data 
Secondary Driver 3.2: Internal Measurement and Review 


Change Concept: Measure and improve quality at the practice and panel level 


Measure Success for Change Concept:  
Measure and improve quality at the practice and panel level 
 


Evaluating progress necessitates that practices monitor the usability of collected data, along with the applicability of those measures 
to practices’ respective plans for improvement. 


• Are you using data collected from your EHR to create improvement plans or monitor progress? Is there any data collected 
that is not useful to the practice for these purposes? 


• Have you set realistic benchmarks using external data? Are these benchmarks useful to your practice? 
• Does the percent of time reviewing measures meet your goals? For example, are you reviewing measures monthly as you 


said you would? For example, if you reviewed 10 months out of 12, is that sufficient for your tracking purposes?







 


The CPC Comprehensive Implementation Guide — Driver 3 Resources 29 


 


Resources 


Resources for Driver 3: Continuous Improvement Driven by Data 
 


AHRQ Module 7 – Measuring and Benchmarking Clinical Performance. This source identifies key steps for selecting measures and 
identifying benchmarks. While at the target audience is practice facilitators, it is also valuable for quality-improvement staff within a 
practice or health system. https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html  


Analytics Adoption Model: https://www.healthcatalyst.com/healthcare-analytics-solutions/ 


The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement (2003). This white paper describes 
the use of the Breakthrough Series model to transform healthcare in various settings. 
http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImpr
ovement.aspx . 


CMS Core Quality Measures (PCMH/ACO) (2016). The Centers for Medicare & Medicaid Services (CMS) and partners worked 
together through the Core Quality Measures Collaborative to identify core sets of quality measures that payers have committed to 
using for reporting. Listed here is a link to Core Measures for Primary Care. https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf  


CPC On Demand Video: Building a Culture for Practice Improvement (2017). How a medical center in Colorado used data to 
improve their practice. They encourage staff in improvement efforts through a variety of methods. 
https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh 


CPC On Demand Video: Creating and Sustaining a Culture of Improvement (2017). This small, rural practice team accepted “Change 
is the New Normal” as its mantra. They meet regularly, educate staff and embrace change.  https://youtu.be/ZP3dooe4pMI  


CPC On Demand Video: How Sharing Duties and Better Coordination Drive Improvement in Health Care Measures (2017). At this 
practice, having all team members work at the top of their certification helped achieve the practice's goals. 
https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6 


CPC On Demand Video: Using Cost Data to Support and Direct Comprehensive Primary Care (2017). This system demonstrates how 
patient contact with primary care drives the cost of care. Data-driven research drives the system’s improvement efforts. 
https://www.youtube.com/watch?v=ei8Q4-u-Mco&feature=youtu.be 


CPC On Demand Video: Using Patient Feedback to Drive Practice Change (2017). This practice initially worked with their PFAC on 
workflows and signage before expanding to patient education and outreach. The practice presented data about cancer screening to 
the PFAC. https://youtu.be/6_maGI-MKfk  


CPC Practice Spotlight 24: How Your Approaches to Improvement Strategies Also Builds Your Culture for Improvement (2014). 
This system leadership implemented quality improvement across 17 sites based on team collaboration and shared data. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47 


CPC Practice Spotlight 31: Building a Transformative Culture to Sustain Change (2014). Leadership at this medical group committed 
to a cohesive approach supporting transformation. Staff engagement and both leadership and staff engagement in learning activities 
is key to their success. CQM measures with staff surveys measure their progress. 
https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54 


CPC Practice Spotlight 44: Teamwork, Transparency and Rewards Drive Improvement in Quality Measures (2015). This physician 
group pursued three strategies to help providers and practice teams with their integration of CQMs into improvement work: 
teamwork, data transparency and rewards for performance. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9 



https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod7.html

https://www.healthcatalyst.com/healthcare-analytics-solutions/

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Downloads/ACO-and-PCMH-Primary-Care-Measures.pdf

https://www.youtube.com/watch?v=WEd4LhB-oe0&index=26&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh

https://youtu.be/ZP3dooe4pMI

https://www.youtube.com/watch?v=aldKmbIoyL8&list=PLaV7m2-zFKpgNDwSSnQ6QMys_LbIaZXjh&index=6

https://www.youtube.com/watch?v=ei8Q4-u-Mco&feature=youtu.be

https://youtu.be/6_maGI-MKfk

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=47

https://innovation.cms.gov/Files/x/cpcipsl1.pdf#page=54

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=9
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Resources 


CPC Practice Spotlight 45: PDSA Cycles Focused on Reducing Falls Risk Help Reduce ED Use (2015). This independent practice used 
the PDSA process driven by data to study fall risk screening, identifying cause and reducing ED visits. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10 


CPC Practice Spotlight 48: Million Hearts® ‘Champion’ Practice Honed Performance in Hypertension Control through Multiple 
Tests of Change (2015). Transformation teams tested workflows, using data as their measurement of improvement. Refresher 
training was employed to improve outcomes. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12 


CPC Practice Spotlight 55: Measuring the Effectiveness of Behavioral Health Management (2015). This system-affiliated group used 
data to evaluate the effectiveness of their BH interventions. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18 


CPC Practice Spotlight 56: Explore Potential Efficiencies Using Your Patient Portal as an Outreach Tool (2015). This system-
affiliated site tested the patient portal as an outreach tool. Process data assisted the change process. 
https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19 


CPC Practice Spotlight 58: Setting Your Improvement Project in Motion: Get a Quick Start with Pre-Planning, Guidelines, 
Communication and Tools (2015). This team approach using data to improve identification and treatment of COPD patients hit some 
snags. https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21 


CPC Practice Spotlight 66: Co-located Primary and Urgent Care Helps Reduce ED Use (2016). This practice used feedback reports, 
payer data and practice research to evaluate and change ED usage. https://innovation.cms.gov/Files/x/cpcipsl2014-
2016.pdf#page=27 


CPC Practice Spotlight 70: Practice ‘Re-attacks’ ED Visits Following Changes in the Medical Neighborhood (2016).  This small 
practice assesses conditions inside and outside the clinic’s walls to identify factors that could affect ED usage. This drove their 
change to reduce after-hours ED usage. https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29 


CPC Practice Video Spotlight 73: Utica Park Clinic: CPC from the Leader’s Perspective (2016). This physician discusses the leader’s 
role and processes necessary to implement change. Teambuilding, training, and dealing with resistance to change were needed to 
improve metrics. https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be  


CPC Practice Video Spotlight 74: Utica Park Clinic: Starting at the Clinic and Going Beyond (2016). This video highlights a change 
process between the primary care practices and the hospital to address transitions in care. 
https://www.youtube.com/watch?v=LA4QVFJpceo 


eCQM Library (2016). CMS provides updates to electronic CQM measures that are used for report to CMS programs. 
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html  


Engaged Leadership Implementation Guide: Strategies for Guiding PCMH Transformation (2010). This Safety Net Medical Home 
implementation guide explains the importance of leadership during practice transformation. This includes the use of data to guide 
improvement and management of change. http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf  


Enhancing the Primary Care Team to Provide Redesigned Care: The Roles of Practice Facilitators and Care Managers (2013). 
Facilitators (or quality improvement coaches) work with the primary care practice on their quality improvement activities. This 
article discusses their role, with the role of the care manager, as primary players in redesign efforts. 
http://www.annfammed.org/content/11/1/80.full.  


HRSA Quality Toolkit (2017). This site has a wide range and assortment of tools for free use in health care quality improvement. 
https://www.hrsa.gov/quality/toolbox/index.html  


IHI Run Chart Tool (2017). IHI. This resource offers a guide to run charts and an Excel template for practice use. Registration on the 
IHI site is free.  http://www.ihi.org/resources/pages/tools/runchart.aspx  


LEAN: http://www.lean-concepts.com/ 



https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=10

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=12

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=18

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=19

https://innovation.cms.gov/Files/x/cpcipsl-2015summary.pdf#page=21

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=27

https://innovation.cms.gov/Files/x/cpcipsl2014-2016.pdf#page=29

https://www.youtube.com/watch?v=jxt1tcibOtI&feature=youtu.be

https://www.youtube.com/watch?v=LA4QVFJpceo

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/eCQM_Library.html

http://www.improvingchroniccare.org/downloads/engaged_leadership.pdf

http://www.annfammed.org/content/11/1/80.full

https://www.hrsa.gov/quality/toolbox/index.html

http://www.ihi.org/resources/pages/tools/runchart.aspx

http://www.lean-concepts.com/
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Resources 


The Model for Improvement (MFI): https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm 


PDSA Cycle Template (2016). This template from CMS may help practices as they adopt the PDSA tool for improvement.  
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf  


Primary Care Practice Coach (2016). IHI’s 11-month virtual professional development program and associated community. 
http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx  


Practice Facilitation (2016). AHRQ’s Primary Care Practice Facilitation (PCPF) learning community is a valuable resource for practices 
as they begin or continue their journey of practice improvement. https://www.pcmh.ahrq.gov/page/practice-facilitation  


Run Charts (2016). IHI Open School provides videos on run charts and how to construct this visual of data for evaluating variation or 
change. Explanation is provided of run chart rules and the use of run charts. 
http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx 


Science of Improvement: Establishing Measures (2016). The authors discuss the use of process, outcome and balancing measures 
for learning and process improvement. 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx  


Successful Measurement for Improvement (2016). This IHI article, which is part of the Improvement Series, provides an overview of 
how to create a system of measurement that is rewarding and useful to organizations. 
http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx  


TeamSTEPPS for Office-Based Care Version (2016). Primary care practice teams are the audience for this version of the TeamSTEPPS 
(Team Strategies and Tools to Enhance Performance and Patient Safety) program. The focus is on creating high-performing teams 
that improve quality and safety. Sections cover change management and measurement. 
http://www.ahrq.gov/teamstepps/officebasedcare/index.html  


 



https://www.ahrq.gov/professionals/prevention-chronic-care/improve/.../mod4.htm

https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

http://www.ihi.org/education/WebTraining/Webinars/PrimaryCare/Pages/default.aspx

https://www.pcmh.ahrq.gov/page/practice-facilitation

http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx

http://www.ihi.org/resources/Pages/ImprovementStories/SuccessfulMeasurementForImprovement.aspx

http://www.ahrq.gov/teamstepps/officebasedcare/index.html



		Driver 3:  Continuous Improvement Driven by Data

		Secondary Driver 3.1:  Culture of Improvement

		Change Concept: Adopt a formal model for quality improvement and create a culture in which all team members actively participate in improvement activities

		Change Tactic: Train all team members in quality improvement methods

		Change Tactic: Integrate practice change/quality improvement into team duties

		Change Tactic: Engage all team members  when identifying and testing practice changes

		Change Tactic: Designate regular team meetings to review data and plan improvement cycles

		 Have a defined agenda and goals to accomplish during the meeting.

		 Present data in a format readily understood by all members of the practice team. For example, when addressing a measure associated with a recent change effort, mark data with the date the change began and the final value. This demonstrates the effec...

		 Include time during the meeting to plan for the next change cycles. This includes modifying a current improvement test of change, or initiating new ones, based upon the data reviewed. Allow the practice team to problem-solve and plan the change cycles.

		Change Tactic: Promote transparency and accelerate improvement by sharing practice-level  and panel-level quality of care, patient experience and utilization data with staff

		Change Tactic: Promote transparency and engage patients and families by sharing practice-level quality of care, patient experience and utilization data with patients and families



		Measure Success for Change Concept: Adopt a formal model for quality improvement and create a culture in which all team members actively participate  in improvement activities

		Change Concept: Ensure full engagement of clinical  and administrative leadership in practice improvement

		Change Tactic: Make responsibility for guidance of practice change a component  of clinical and administrative leadership roles

		Change Tactic: Allocate time for clinical and administrative leadership  for practice improvement efforts, including participation in regular team meetings

		Change Tactic: Incorporate population health, quality and  patient experience metrics in regular reviews of practice performance



		Measure Success for Change Concept: Ensure full engagement of clinical and administrative leadership in practice improvement

		Change Concept: Active participation in shared learning

		Change Tactic: Share lessons learned from practice changes  (successful and unsuccessful), useful tools and resource materials  with other practices

		Change Tactic: Engage with other practices through the transparent  sharing of common measures used to guide practice change

		Change Tactic: Access available expertise to assist with  practice changes of strategic importance to the practice



		Measure Success for Change Concept:  Active participation in shared learning



		Secondary Driver 3.2:  Internal Measurement and Review

		Change Concept: Measure and improve quality  at the practice and panel level

		Change Tactic: Identify a set of EHR-derived clinical quality and  utilization measures that are meaningful to the practice team

		When deciding where to begin and what to improve, the EHR is a good source of data. Evaluation of clinical quality measures (CQM) and utilization measures will help practice teams identify those areas that need improvement, along with those that will ...

		Change Tactic: Regularly review quality, utilization, patient satisfaction and  other measures that may be useful at the practice level and at the panel level (care team or provider)

		This Guide provides definitions of measures of success for each change concept discussed. To create measures for your practice, you will use various sources of data (e.g., patient experience, staff satisfaction, clinical quality measures, utilization ...

		Change Tactic: Use relevant data sources to create benchmarks and goals for performance at the practice and panel level



		Measure Success for Change Concept:  Measure and improve quality at the practice and panel level



		Resources for Driver 3: Continuous Improvement Driven by Data
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Introduction 
The Centers for Medicare & Medicaid Services Innovation 
Center, in partnership with national and regional commercial 
payers, engaged practices in the Comprehensive Primary Care 
(CPC) initiative, a four-year, multi-payer model designed to 
strengthen primary care by way of transformed delivery of 
care supported by payment reform.  


This Implementation Guide illustrates how participating CPC 
practices and payers worked toward achieving the CPC aims of 
better care for individuals, better health outcomes for the 
population, and a reduction in the total cost of care through 
improvement in care. Beginning in fall 2012, nearly 500 
primary care practices from seven regions across the United 
States began to make complex and far-reaching changes in the 
delivery of care.  


Over the life of the model, the practices worked to build and 
refine specific capabilities to deliver care in five primary care 
functions which at the start of the initiative were not 
supported through the fee-for-service payment system. 
Implementation of these primary care functions were 
supported by strategic use of new revenue, use of data to drive 
improvement, optimal use of health information technology 
(health IT) and multi-payer population-based care 
management payments.  


The development of these capabilities was initially guided by 
the requirements of the CPC Milestones. Over the course of the 
model, practices refined these capabilities using a variety of 
data sources reflecting utilization, quality, and patient 
experience. 


Although this Guide reflects the work of CPC practices, it is our 
hope that any primary care practice seeking to develop these 
capabilities will find this material useful in guiding that work. 
 


 


Sections in this Guide 
The sections listed below are contained within the 
portfolio as unique documents. 
 
Introduction  
 How to Use This Guide  


The CPC Model   


Driver 1: Comprehensive primary care functions  
 1.1 Access and Continuity  


1.2 Planned care and population health  


1.3 Risk-stratified care management  


1.4 Patient and caregiver engagement  


1.5 Coordination of care 


Driver 2: Use of enhanced, accountable payment 
2.1 Strategic use of practice revenue 


2.2 Build practice analytic capability 


Driver 3: Continuous improvement  
driven by data 


3.1 Culture of improvement 


3.2 Internal measurement and review 


Driver 4: Optimal use of health information technology 
4.1 EHR-based quality reporting 


4.2 Data exchange 


4.3 Continuous improvement of health IT 


Driver 5: Environment to support primary care 
5.1 Engaged community 


5.2 Aligned payment reform 


Appendix 
Resources 
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Introduction 


The CPC Model 
The CPC Model is a framework for practices centered on patients, family, and caregivers with the aims of achieving better health, better 
care as well as lower costs. The model is organized into five Primary Drivers that are further supported by related Secondary Drivers.  
Each of the CPC Primary Drivers represents a category of practice improvement opportunities that work in concert to achieve CPC 
goals.  


The Comprehensive Primary Care Functions (Driver 1) and its supporting secondary drivers span the entire top half of the Model, 
they work in tandem with the three drivers below — Use of Enhanced Accountable Payment, Continuous Improvement Driven by 
Data and Optimal Use of Health IT — as well as the encompassing fifth driver, Environment to Support Comprehensive Primary Care. 
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Introduction 


How to use this Guide 
This Guide is organized by the CPC Model — see below for an illustration of the organization. The model has five Primary Drivers, 
each in turn supported by Secondary Drivers. The Secondary Drivers describe key corridors of work for each Primary Driver. Within 
each Secondary Driver, Change Concepts describe approaches for accomplishing the work. Examples of the concrete planning steps 
for that work are described by the Change Tactics, which are the ways practices tested or implemented these ideas. To help 
practices evaluate and measure their tactical work as it relates to the Change Concept, each Change Concept section concludes with 
a description of how to Measure Success for Change Concept.  


Resources and tools 
Applicable External (online) resources and CPC resources appear in each section. Readers can connect directly to external tools 
through hyperlinks. If the CPC resource is available online, it is hyperlinked. All CPC resources are filed in the resources folder in this 
portfolio. 
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Introduction 


Getting started 
Feedback from CPC participating practices indicated that they would have benefited from additional performance improvement 
knowledge prior to attempting to implement changes within their practices. Therefore, in addition to understanding how this guide 
is organized, it is also important to develop an actionable process for how you will use this resource in your practice. Recognizing 
that every practice is unique in size, experience and operational procedures, the Path to Improvement graphic (below) outlines a 
general approach to planning, designing, implementing and evaluating the changes that you may choose to make in your practice. 


Critical to the success of any change initiative is to first understand why there is a need for change. Leaders in your practice should 
spend time to gain an understanding of the five Primary Drivers in the CPC model to effectively champion them for your 
organization. Because the drivers work in concert, a general understanding of all five drivers will ensure that your practice takes a 
comprehensive view of how each driver will influence and affect the others before you implement specific change tactics.  


The Path to Improvement graphic below outlines a high-level process that can be used to approach improvements in your practice. 
Although this process is outlined to work in conjunction with this initiative, it incorporates many change management best practices 
and could be applied to almost any change that you would like to implement. Details for these steps are provided in the table on the 
following pages. 
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Introduction 


The Path to Improvement 
This table expands on the concepts introduced in the Pathways graphic on page iii. 


Process Step Description 
Ensure leaders 
understand and 
champion Key Drivers 
in the CPC model 


After leaders have an overall understanding of the drivers, they need to be able to clearly articulate 
that message to others. When people understand why change is needed and sense that there is 
leadership support, they are far more likely to be open to the change. 


Identify team 
members for 
performance 
improvement 
workgroup 


Identify a workgroup that can analyze, identify, prioritize and guide the areas of change that would 
benefit your practice. The work of this team should focus on creating a clear vision for what changes 
they will propose for your practice as well as how those changes will be implemented, adopted, 
measured and sustained.  


Leaders review CPC 
Key Drivers with team 
members 


In addition to leaders, this workgroup should also have a big-picture understanding of the drivers as 
well as be open-minded regarding change processes that seek to result in achieving the CPC aims of 
improving care and lowering costs. 


Identify and prioritize 
areas of change 
needed based on 
drivers 


Draw on available data, resources and experts. Take into consideration how things work today and 
what drivers could bring the most benefit to your practice. 


To address the cause of the problem, you will need to identify its true source. 


When identifying and prioritizing needed changes first determine what is happening and then 
determine why it is happening – this will give you critical insight into how to figure out how to reduce 
the likelihood that it will continue to happen. 


Set goals and 
measurements for 
improvement and 
develop action plan 


Your workgroup should spend time planning proposed changes by mapping out the road ahead and 
setting the goals for the changes that your practice will implement. 


This plan should provide a picture of where the teams are going, why they are going there, who will be 
affected, identify top risks and who is going to be engaged to help.  


To do this, the workgroup should be able to clearly articulate and document these items:  
• Define the problem to be addressed, the change scope, potential risks and the desired results 
• Who will be directly involved in the change and what their roles and responsibilities will be as 


well as any additional resources that will be needed (for example, access to data) 
• How long it will take to implement the change as well as the time commitment of the 


resources that will be involved in the implementation 
• What deliverables the workgroup will produce, and 
• How the workgroup will communicate and measure progress 


Remember these parameters when creating goals:  
S — Specific, not vague 
M — Measurable 
A — Actionable and attainable  
R — Relevant, directly contributes to your goals 
T — Time-based, has a deadline 
I — Incremental, shows progress over time 
 
For more information on this improvement process, see Driver 3: Continuous Improvement  
Driven by Data. 
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Introduction 


Process Step Description 
Select a tool to start 
tests of change (PDSA, 
5s cycle, A3-9 Box, etc.) 


Because all changes do not result in an improvement, small-scale tests of proposed changes will help 
your practice to determine whether the change will result in an improvement that is appropriate for 
your needs, adoptable, and sustainable.  


A number of change management methods can conduct change feasibility testing, including these:  
• PDSA: http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx  
• 5s Cycle: https://www.isixsigma.com/tools-templates/5s/practical-approach-successful-


practice-5s/  
• A3-9 Box: http://www.a3thinking.com/  


 
Consult the resources mentioned above and choose a method that will work best in your specific 
environment. 


Begin testing, 
measuring and 
documenting small 
change cycles 


Remember to treat each test as a learning experience. It is not uncommon for a test to produce 
unintended consequences that result in the need for additional changes to produce improvements in 
your targeted goals. 


Evaluate results and 
iterate changes until 
they result in an 
improvement 


Evaluate the nature and quality of the changes tested using qualitative and quantitative data. Review 
and reflect on how your change is working – determine what is going well and what could be improved, 
and then make any needed adjustments based on inspection and feedback findings.  


Scale successful 
changes from 
improvement cycles 
(pilot) 


Scale: to implement a tested change that has demonstrated improvement to a broader group. For 
example, a change tested with patients scheduled on Wednesdays would apply to all patients. Scale 
differs from “spread” (see next row in this table). 
 
Implementation involves integrating and building capability and ownership for the change into your 
practice. Depending on the size of your practice, you may be able to implement the change in a linear 
fashion so that changes proceed sequentially. In larger practices you may have to take a wave-based 
approach that seeks to implement the change across multiple areas (for example, if you have multiple 
offices in your practice, you may want to implement the change practice-by-practice as opposed to a 
“big bang” approach where the change is implemented everywhere at the same time). 
 
Remember for any scale of change, it is important to consider how the change may spill over into other 
areas not directly affected by the change. 


Spread and sustain 
successes through the 
organization 


Spread: the process of implementing a successful test (or pilot) into other parts of the organization. This 
is the step after “scale” (see above), which focuses on expanding the test. 
 
Whether the reason for change is due to challenges or a continuous improvement opportunity, it is 
important to keep people informed. Create buy-in and influence change effectiveness by keeping your 
team informed.  
 
Share what worked with others. To ensure adoption, make certain that the change is monitored and 
properly maintained to see it enculturated into regular operations. 


 



http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

https://www.isixsigma.com/tools-templates/5s/practical-approach-successful-practice-5s/

https://www.isixsigma.com/tools-templates/5s/practical-approach-successful-practice-5s/

http://www.a3thinking.com/



		Introduction

		The CPC Model

		The CPC Model is a framework for practices centered on patients, family, and caregivers with the aims of achieving better health, better care as well as lower costs. The model is organized into five Primary Drivers that are further supported by relate...

		How to use this Guide

		Resources and tools

		Getting started



		The Path to Improvement










How to Search This Portfolio 
This Portfolio is searchable by key words. Scroll down this document to view a list of 
key terms. 


How to use the Search function: 
• 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. (See 
below left for an example of “CQM” search results.) 


• Click on the arrow to the left of the search result to show specific locations of the 
search result. (See below right.) 


o The results shown are click-through links to that content.   
o Once you click through, a navigation pane will open on the left side of your 


screen with “bookmarked” content. These are also click-through links. 
 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


See next page for search terms.







SEARCH TERMS 
24/7 
Action Group 
Action Plan 
Ambulatory Care Sensitive Conditions, 
ACSCs 
Asynchronous 
Behavioral Health Integration, BHI 
Billing, Codes 
Budget 
CAHPS 
Care compacts 
Care coordination 
Care management fees 
Care manager, CM, care management 
Care plan, Plan of Care 
Clinical Decision Support System, CDSS  
Clinical Quality Measures, CQM, eCQM 
Community Based Resources 
Compensation 
Continuity 
Continuous Quality Improvement, CQI 
Cost analysis 
Data Analytics 
Decision Aid 
ED visits, Emergency Department Visits, ER 
visits 
Empanelment, empanel, empanelled 
Employee Satisfaction   
EMR / EHR 
Enhanced access 
Evidence-based Guidelines, EBG, Guidelines 
Family Caregiver Engagement 
Feedback Reports 
Follow up, follow-up 
Group Visits  
Health Coach 
Health literacy 
HIE 
High risk, High-risk, High need 
HIPAA 
HIT, Health IT 
Home care, Home health 


Home Visits 
Hospice 
Hospital, Hospitalization 
Huddle  
Implementation Guide 
Incentives 
Literacy  
Meaningful Use, MU 
Medical Neighborhood 
Medication Management, MM 
Merit-based Incentive Payment System, 
MIPS 
Mobile App, Mobile Application 
Motivational Interviewing 
ONC 
Patient Education 
Patient Engagement 
Patient Family Advisory Council, PFAC 
Patient portal 
Payers 
PHQ, PHQ-2, PHQ-9 
Population Health 
PQRS 
Preference Sensitive Conditions 
Pre-visit planning, Previsit plan 
Program Reports 
Quality Payment Program, QPP 
Referrals 
Registry  
Return-on-investment, ROI 
Risk Stratification 
Secure messaging 
Self-Management Support (SMS) 
Shared decision aid, SDA 
Shared Decision Making, SDM 
Shared Savings 
Skilled Nursing Facility, SNF 
Spotlight 
Staff Training 
Surveys 
Teach back 
Team based care 
Webinars 
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CPC Patient and Family Engagement 
Resources from the National 
Partnership for Women & Families  


This PDF contains two helpful resources CPC practices used to create an effective Patient 
and Family Advisory Council and plan strategies to better engage patients and families in 
their health care. Click through the outlined topics below to open each document. 


Document 1: 


Key Steps for Creating Patient and Family Advisory Councils in CPC Practices  page 2 


 


Document 2:  


Pathways to Patient and Family Engagement in CPC Practices  page 32 


 


 







  


1875 Connecticut Avenue, NW  |  Suite 650  |  Washington, DC 20009 


202.986.2600  |  www.NationalPartnership.org 


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.  







 


NATIONAL PARTNERSHIP FOR WOMEN & FAMILIES  |  STEPS FOR CREATING PATIENT AND FAMILY ADVISORY COUNCILS IN CPC PRACTICES           7 


 


 


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 
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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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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. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
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. 
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		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. 

		Span

		ATTACHMENT A 

		ATTACHMENT A 



		Span

		ATTACHMENT B 

		ATTACHMENT B 



		Span
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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. 

		Span

		ATTACHMENT D 

		ATTACHMENT D 



		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 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 







		Pathways_to_Patient_and_Family_Engagement_in_CPC_Practices_508C










An Initiative of the Center for  
Medicare & Medicaid Innovation 


DISCLAIMER 
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.  


 








How to Search This Portfolio 
This Portfolio is searchable by key words. Scroll down this document to view a list of 
key terms. 


How to use the Search function: 
• 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. (See 
below left for an example of “CQM” search results.) 


• Click on the arrow to the left of the search result to show specific locations of the 
search result. (See below right.) 


o The results shown are click-through links to that content.   
o Once you click through, a navigation pane will open on the left side of your 


screen with “bookmarked” content. These are also click-through links. 
 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


See next page for search terms.







SEARCH TERMS 
24/7 
Action Group 
Action Plan 
Ambulatory Care Sensitive Conditions, 
ACSCs 
Asynchronous 
Behavioral Health Integration, BHI 
Billing, Codes 
Budget 
CAHPS 
Care compacts 
Care coordination 
Care management fees 
Care manager, CM, care management 
Care plan, Plan of Care 
Clinical Decision Support System, CDSS  
Clinical Quality Measures, CQM, eCQM 
Community Based Resources 
Compensation 
Continuity 
Continuous Quality Improvement, CQI 
Cost analysis 
Data Analytics 
Decision Aid 
ED visits, Emergency Department Visits, ER 
visits 
Empanelment, empanel, empanelled 
Employee Satisfaction   
EMR / EHR 
Enhanced access 
Evidence-based Guidelines, EBG, Guidelines 
Family Caregiver Engagement 
Feedback Reports 
Follow up, follow-up 
Group Visits  
Health Coach 
Health literacy 
HIE 
High risk, High-risk, High need 
HIPAA 
HIT, Health IT 
Home care, Home health 


Home Visits 
Hospice 
Hospital, Hospitalization 
Huddle  
Implementation Guide 
Incentives 
Literacy  
Meaningful Use, MU 
Medical Neighborhood 
Medication Management, MM 
Merit-based Incentive Payment System, 
MIPS 
Mobile App, Mobile Application 
Motivational Interviewing 
ONC 
Patient Education 
Patient Engagement 
Patient Family Advisory Council, PFAC 
Patient portal 
Payers 
PHQ, PHQ-2, PHQ-9 
Population Health 
PQRS 
Preference Sensitive Conditions 
Pre-visit planning, Previsit plan 
Program Reports 
Quality Payment Program, QPP 
Referrals 
Registry  
Return-on-investment, ROI 
Risk Stratification 
Secure messaging 
Self-Management Support (SMS) 
Shared decision aid, SDA 
Shared Decision Making, SDM 
Shared Savings 
Skilled Nursing Facility, SNF 
Spotlight 
Staff Training 
Surveys 
Teach back 
Team based care 
Webinars 
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