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Objectives

e Describe the role of leadership in adoption of
PCMH practices

e List strategies and methodologies for incorporating
PCMH guidelines into clinic operations

e Describe potential financial benefits of the PCMH
model (total cost of care, retention and
recruitment)




Conversation for today

e Challenges in Healthcare and the Safety Next
e |s PCMH the answer?

 What is the leader’s role

* How did Clinica get to PCMH recognition

* Tools for leading change

e Change management strategies
e Performance improvement

e Population based management
e Leadership time matrix

e Team based care models
e Roleof IT

e Benefits to Clinica of PCMH transformation
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Clinica Family Health Services
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Clinica Family Health Services

 50% uninsured

e 40% Medicaid until 1/1/14
 56% < Poverty

 98% < 200% of Poverty

e 44% 18 and under

e 26% women ages 20-44

e 1700 deliveries in 2012

 60% prefer to speakin a
language other than English
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Clinica Family Health Services

46 Physical Health Providers
-14 Behavioral Health Providers
-8 Dental Providers

-Clinic in the Homeless Shelter
Mental Health Center

-2 Full Pharmacies, 2 Pharmacy
Outlets, 2 Schools of Pharmacy

-Total Staff over 400
-Admit to 2 community hospitals
-Community-wide EHR in the iIPN
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Healthcare in Transition

Issues Impact
e Changing payment * Caught between two
» Aging population, business models
growth of the insured e Access problems

* Variation in safety, “ * Preventable harm and
reliability and care unjust disparities

* Chronic disease e Unsustainable
epidemic ineffective care models
e Health care costs are e Lack resources to meet

rising other social needs
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B, | HEMAEKING MEDICINE

In New Health Care Era, Blessings and Hurdles

By ABEY GOODNCRUGH  MARCH 30, 214

LOUISVILLE, Ex. — In a plain brown health
clinic on a busy boulevard here, the growing
pains of the Affordable Care Act are already
being felt — almost too sharply for the harried
staff trying to keep up with the flow of patients.

Tameskia Toure, 40, is typical of the clinic's new
patients, a single mother and recent arrival from
Alabama with diabetes, hizh blood pressare,
chronic pain and, for moch of har adult lifs, no
health insurance, For her, the new lawiza
godsend, providing Medicaid coverage that she

would not have received before.

Then there is Donna Morse, 51, a widowed i

dental hygienizt and vosa buff who is long Treatirg the Mewly Insured
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mest tha new law's standards. Now shehaza

new plan with much higher preminms, and

which few doctors and hospitals will accept. So she too, warily, has landed at
the clinie, one of seven here called Family Health Centers.

David Elson, 6o, who has been coming to Family Health Centers for several RELATED COVERAGE
Vears now, is a self-emploved businessman with a multitode of health
problems and medical bills, Despite chronic ailment=, he went without
insurance for vears before enrclling in a subsidized private plan. He has not
paid the first month’s preminm, and could well 21l back into the ranks of
the uninsurad.

Remaking Medicme: New Law's
Demnands on Doclors Fave Many
Zeeking a Network  wsscn 2, 2004

Remaking Medicine For Uninsured.
Clearing a Way 1o Enmollment

A Louisyille Chnic Faces 1o Adapl I
the Health Care Overhaul e 22, 3002
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PCMH Vision and IHS/CAL

1. Patients are thrilled with the quality and ease of accessing
care and they get what they want and need when they
want and need it, creating stellar clinical outcomes.

2. Staff and providers are extremely happy with their work,
recruitment and retention are not problems. Your work life
balance is excellent.

3. Thereis great communication and collaboration across the
continuum of care in your community where your partners
embrace your patients when they need their care.

4. Your community is healthier than it was 10 years ago and
there are no disparities in healthcare. The cost of health
care is going down in your community because health is
Increasing.




AHRQ Definition for PCMH

e Patient-centered: A partnership among practitioners, patients, and their
families ensures that decisions respect patients’ wants, needs, and
preferences, and that patients have the education and support they need to
make decisions and participate in their own care.

 Comprehensive: A team of care providers is wholly accountable for a patient’s
physical and mental health care needs, including prevention and wellness,
acute care, and chronic care.

e Coordinated: Care is organized across all elements of the broader health care
system, including specialty care, hospitals, home health care, community
services and supports.

* Accessible: Patients are able to access services with shorter waiting times,
"after hours" care, 24/7 electronic or telephone access, and strong
communication through health IT innovations.

 Committed to quality and safety: Clinicians and staff enhance quality
improvement to ensure that patients and families make informed decisions
about their health.




 Reduces hospitalizations
 Reduces ER visits

e Costs reduction per patient
e Decreased staff burnout

* Improved patient experience

 Improved HEDIS scores

(Reid RJ, et al. The Group Health Medical Home at Year Two: Cost Savings, Higher Patient
Satisfaction, And Less Burnout for Providers Health Affairs 29:5 (2010): 835-843)




Create a Plan: All models are wrong,
some models are useful. Deming

* NCQA

e Joint Commission

e AHRQ

e Safety Net Medical Home Initiative
e AAFP

e AAAHC

e State Based Programs

e HealthTeamWorks




PCMH 2011 Content and Scoring

PCMH1: Enhance Access and Continuity

Pts

A. Access During Office Hours** 4
B. After-Hours Access 4
C. Electronic Access 2
D. Continuity 2
E. Medical Home Responsibilities 2
F. Culturally and Linguistically Appropriate | 2
Services
G. Practice Team 4
20
PCMH2: Identify and Manage Patient Pts
Populations
A. Patient Information 3
B. Clinical Data 4
C. Comprehensive Health Assessment 4
D. Use Data for Population Management** S
16
PCMH3: Plan and Manage Care Pts
A. Implement Evidence-Based Guidelines | 4
B. Identify High-Risk Patients 3
C. Care Management** 4
D. Manage Medications g
E.

Use Electronic Prescribing

PCMHA4: Provide Self-Care Support and Pts
Community Resources
A. Support Self-Care Process** 6
B. Provide Referrals to Community Resources 3
9
PCMHS5: Track and Coordinate Care Pts
A. Test Tracking and Follow-Up 6
B. Referral Tracking and Follow-Up** 6
C. Coordinate with Facilities/Care Transitions 6
18
PCMHé: Measure and Improve Pts
Performance
A. Measure Performance 4
B. Measure Patient/Family Experience 4
C. Implement Continuously Quality 4
Improvement**
D. Demonstrate Continuous Quality 3
Improvement
E. Report Performance 3
F. Report Data Externally 2
4 20

Wit Must Pass Elements
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1.

Plan-its all about behavior change

Help people understand the gathering storm
Create a “critical mass” leadership team
Create a vision for PCMH

Communication of the vision and the plan

Remove barriers to new behaviors
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Plan-its all about behavior change

6. Recognizing and celebrating successes
7. Create a “critical mass” implementation team

8. Ensure that behavior changes become the culture

= Spread and sustainability
= Structure and process in place for this

= Be a learning organization

9. Get patients involved
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Your Part
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“There is lots of evidence that a good relationship
with a freely chosen primary-care doctor, preferably
over several years, is associated with better care,

more appropriate care, better health, and much lower
health costs.”




Your part: Seek and address barriers

e Organizational chart orin
supporting structures (such as
meetings)

e Space-physical or virtual

e Protocols or procedures

e Skills and orientation

e Aim and measurements

e Communication plan

 |dentify champions, include pts

e Rewards, celebrations,
acknowledgement

L 0 L i 8 e phérd @omaif T4
-'-I' = 1 | e = 'I-_I_:— -'-.-'ﬁ_:-_ | B ;
— _-_;i' -




Understand where you are now
e 2 paths

e To get you started

 To demonstrate all that you have done

e Set your timelines appropriately

e Using PCMH recognition as a framework to start
your change management

e Using PCMH recognition to document your
location in the transformation journey



PCMH Recognition: Measuring

* Both framework and measuring tools
* NCQA
* Joint Commission

e AAAHC
e State Based Programs
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PCMH Recognition:
Planning Steps

Agree on why your are doing this

 Collect wheelbarrows full of bucks
 The storm is so big out there

e Keep up the Joneses

e Get people off your back

* Demonstrate your patient centeredness

 Map a leg of your transformation journey




PCMH Recognition :
Form a Team

e Formed a small team (4)
e VP of Clinical Services
e VP of Operations
e C(Clinical Quality Manager
e Clerical Support staff person

e Chose ateam lead
e Organized the documentation
e Ensured all documentation present
e Communicated with NCQA
e Completed and submit NCQA application




DSM OCD Dx:

-

Preferred ICD9 Code: T 3003 Obsessive-compulsive disorders
Ssecondary ICD9 Code:
{Other ICD9 Code(s):

Preferred SNOMED-CT: Obsesstve-compulsive disorder - 121736004 (exact match)
{(ther SNOMED CT Code(s):

Lexical Definitions: An armenety disorder charactenized by recurrent, persistent
obsessions of compulsions. Obsessions are the mtrustve 1deas,
thoughts, or tnages that are experienced as senseless of repugnant.
Compulsions are repetitive and seemingly purposeful behawor which
the mdrndual generally recognizes as senseless and from which the
indrndual does not denwve pleasure although it may prowide a release
from tension.

MeSH Maps: Compulstve Behawor
Obsessive-Compulsive Disorder

Select and &dd to Saved Diags | Select Cancel




PCMH Recognition Clinica:

e Started with must pass elements
e Reviewed all the standards

* Assigned a team member to all elements of each
standard based on expertise

e Created folders on our intranet for each standard
and element

e Gathered current evidence of performance
e Set completion dates

e Reviewed for gaps, opportunities to improve



Clinica Planning-Organize Process

mlf L v Computer » pubhbe (Vefhefilell) (P:) » Adminstratiee » NCQAPCMH » 2013 Apphcation » Apph

File Edt View Tools Help
Qrganze = Mew folder

< Favorites Mame Date modified

B Desitop §o PCMH] - Enhance Access and Continuity 1162013 843 AM
& Downloads b PUMH 2 - [dentify and Manage Patient Populations 127378013 315 PM
= Recent Places J. PCMH 3 - Plan and Manage Care 1/27/2013 1:51 AM
4 PCMH 4 - Provide Self-Care Support and Community Resources 7/07/2003 1:51 AM
& Computer b PCMH 5 - Track and Coordinate Care 1A87 73 145] AM
F cashepherd (\Vefhshh L PCMH 6 - Measure and Imiprove Pefformance 12172002 1:51 AM
G public (efhsfibedl) | Workbooks 1/27/2013 1:51 AM
s Local Disk (C: on LEI l’l'l Clinica Family Health Senaces MOOA POMH Attestation Letter.... 670772003 12248 P
cw Local Disk (D= on LBl B3] new bom blood screen and heading screen.docx 2132013523 AM
] PCMH Application 2013 Gap Analysis_Needs Work_Does Mot Bx..  1/14/2013 232 PM

iy Network L PCMHR011_Eligible_Corporate_Elements] pdf 12/3/2012 1205 PM

Le|b|g Shepherd@gmaﬁ"com ]




Clinica PCMH Recognition Plan

 Must pass elements
e Access, Continuity and Behavioral Health

e Use tools already developed for application process

e Solve problems once to create bandwidth for work
e Apply tools that work for quality improvement
e Covey’s leadership matrix

 Vigilant about ceremoniously taking things off the plate
e Enlist the staff and patients to help with this

e Contingency plans
* New patients




e PCMH 1
 Element A: Access During Office Hours

PCMH 2
e Element D: Use Data for Population Management

PCMH 3
 Element C: Care Management

PCMH 4
e Element A: Support Self-Care Process

PCMH 5
* Element B: Referral Tracking and Follow-Up

PCMH 6

e Element C: Implement Continuous Quality
Improvement




The Must Pass Elements 2014

PCMH 1-Element A: Patient-Centered Appointment Access.

PCMH 2-Element D: The Practice Team.

PCMH 3-Element D: Use Data for Population Management.

PCMH 4-Element B: Care Planning and Self-Care Support.

PCMH 5-Element B: Referral Tracking and Follow-Up.

PCMH 6-Element D: Implement Continuous Quality Improvement.
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PCMH 1: ENHANCE ACCESS AND CONTINUITY
Lacumentation Beguiremeants Blacument Srarus
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NCQA-PCMH Application

* Watch the webinar

e Put supporting materials for each element in
one document

e Supporting materials may be used more than
once

e Consider more than one example




NCQA-PCMH Application

Clearly identified supporting materials

IPPC 1: ACCESS AND COMMUNICATION
Element A: Access and Communication Processes

Item 1: Scheduling each pafient with PCP for conlinuily of care

From Provider Manual:

and they specifically require the patient’s signature or the signature of a guardian.
Medical records should check with the primary care provider before sending any of these
“special release” documents.

1. Inaceordance with state law, consents tor HIV testing are required prior to performing
any testing and are scanned into the patent’s chare,

3. Before records are printed, the primary care provider is asked to sign the release to assure
the appropriateness of printing the record.

E. Chaperones
All providers wall have access to a chaperone when caning for patients of any gender. Male
providers performing gynecological exams and breast exams are encouraged to have a chaperone in
the room during the sxam.

F. Continuity
Continuity of care is recognized as one of the most important dimensions of quality care. When a
néw patient is séen for an appointment other than an acute visit, the patient 15 assigned that
provider as a Primary Care Provider (PCF).

Because the PCP is not always available, the providers in the clinic have been arranged into teams,

Every attempt will be made to schedule the patient with the PCF or their ream member to improve
continuity of clinical staff (medical assistant, case manager, social worker, provider, etc.). In order

to help clients identity their PCF, we are using colorcoded appointment and business cards.

There are also pictures of the providers in the patient care areas at each clinic.




e For chart review elements
e Chart audits
e Divided the work

e First few charts together
e Consensus on where looking for the data

e Several meetings to finalize and agree on
documentation

e Business Support Specialist
e Formatted all documents to be similar

e Created system to guide reviewers to the
documentation

 Put headers and footers on all documents




4

e Continued to work on must pass elements
e Began application process in December 2012
e Submitted in May 2013 (150 person hours)

L« Received NCQA Multi-site Level 3 Recognition
December 2013

e Now working on 2014 standards




e Single person for communication, keep log

e Multi-site application

e Steps not very clear in the Policies and Procedures
Handbook

e How to apply?
e When to apply?
 How to document?

 Ended up with a lot of rework, especially around the
audits

e Study the Standards/Elements/Factors

e Unable to attend a Survey Tool learning session
 Would have been very valuable in saving time

e Get started now




After the Recognition

* No wheelbarrows SS
e Helping the Joneses

e Storm still out there
e Recognition from healthcare leaders
e Soon to be a floor, not a stretch goal

e Pushed us forward
e Patient portal
e Addressing the continuum of care

e Better collaboration with the patient around the
plan of care

e Looking more at health

e Dialing up competency in Motivational Interviewing,
SFBT, CBT,




CPOE
Vital Signs
Language Barriers Problem List
Care mgmt support ~ Demographics
Order/retrieve tests  Clinical Results
Demographic Ptinfo ~ Feed Imm registry
Med reconciliation
Lists Pts by condition
Exchange key data set
Syndromic surveillance
Clinical decision support
Care Transition summary
ERx with safety & cost checks Pt access to health info
Track tests & abnl results Pt copy of health info
Searchable clinical data ~ Drug-Drug Drug-Allergy cks
Pt-interactive website  Insurance eligibility
Privacy & Security
Pt visit summaries
Quality reporting
Electronic claims
Smoking status
Medication lists
Prev reminders Pt reminders
Ptself-mgmt  Allergy
Use thedata  eRX

Track referrals

Report std measures

Identify important Dxs

Coord between services

Performance improvement

Pt communication standards

Access Standards
Survey Patient Experience
Team Based Care

Organize clinical info
>3 EBM guidelines
Lists of Pts & alerts

External Reporting

Pt Identity mgmt




PCMH and MU Strategy

PCMH Meaningful Use
e Organizational e EPM
Commitment e Submit claims
o Empanelment e Check insurance
e Continuity * Privacy and Security
e Access e EHR

e Design care teams
* Integrate BH




PCMH and MU Strategy

PCMH Meaningful Use

* |dentify teams e Develop interfaces

e Explicit roles * Usually this is labs and
imaging

* Begin reporting

outcomes * CPOE

e Medication module
“mini-bang”




PCMH and MU Strategy

PCMH

 Team continuity

 Team delegation

e Standing orders for
algorithm based
care

Meaningful Use

e Structured data fields
for Ql
e VS, Meds, Allergies,
problem list,

prevention
interventions

e Patient, family,
caregiver parameters

* Team parameters



PCMH and MU Strategy

PCMH

e Referral and lab
tracking

* In-reach tools
e Out-reach tools

e Patient care
summary at each
visit (2011)

Meaningful Use

e Decision support tools

e Qutcomes reporting
for quality
Improvement

e Patient care summary



PCMH and MU Strategy

PCMH

e E-visits, telephone
visits ( not triage)

e Self-management
support

* Shared decision
making

e Patient care plan

Meaningful Use

e Patient Portal

e State immunization,
cancer, newborn
screening interfaces

e Reporting for
judgment



PCMH and MU Strategy

PCMH Meaningful Use

e Care transitions e Health Information
e Community partners  Exchange (HIE)

e Medication e CCD, PHR

reconciliation

e Track care
e Labs
* Imaging
e Referrals



PCMH and MU Strategy

PCMH Meaningful Use
* Measure & Report  « Report Outcomes
Performance _ CMS
* Measure Patient — Other
Experience « Immunizations
* Access e Syndromic

surveillance
o Cancer registries

e Communication
e Coordination

 Whole person
care/self-
management
support




Meaningful Use and PCMH
Pesky Elements-Patient Handouts-2011

3C: Care The care team performs the following for at least 75 percent of the patients for
Management the patients identified in Elements A and B:

MUST PASS Conducts pre-visit preparations

Collaborates with the patient/family to develop an individualized care plan,
Including treatment goals that are reviewed and updated at each relevant visit

Gives the patient/family a written plan of care
Assesses and addresses barriers when patient has not met treatment goals
Provides patient/family a clinical summary at each relevant visit

Identifies patients/families who might benefit from additional care
management support

[. Follows up with patients/families who have not kept important appointments

R

4A: Support Self- | The practice conducts activities to support patients/families in self-
Care Process management:

MUST PASS 1. Provides educational resources or refers at least 50 percent of
patients/families to educational resources to assist in self-
management

2. Uses an EHR to identify patient-specific education resources
and provide to more than 10 percent of patients, if appropriate*+

3. Develops and documents self-management plans and goals in
collaboration with at least 50 percent of patients/families

4. Documents self-management abilities for at least 50 percent of
patients/families

5. Provides self-management tools to record self-care results for at
least 90 percent of patients/families




CarePlanner

| D4I4/2014 Famell, E
(GarePlan Rvw: 4/12/113

Appt on 04/25/2014 at 08-20AM for BRF-Follow Up And INR | D&/23/2013 - S/P CABG x 1, in 1000 and 2001-V45.81
ith Famrell, Edward ‘082002013 - Hx of PE x 2 and DVT x 3 - 415.10
01/09/2013 - Hyperlipidemia LDL goal &81:70 - 272.4
‘03/15/2012 - Obesity - 278.00

13/15/2012 - Unspecified essential hypertension - 401.9
06/01/2010 - DM wirenal manifest. type |1 - 250.40

Appt on 042572014 at 08-20AM for BRF-Follow Lip And INR
‘with Thornton Charlotte Ricchetti PharmD

gulant therapy - V58.61
ischemic heart disease - 414.9

e e ; = _, TR ! —— SO

o
‘01082014 | D1M0B2015 | HUMULINR | INSULIN REGULAR, HUMAN | 100 unitimL. | 30 units SQ TID before meals and sliding scale
011082014 010872015 | METOPROLOL TARTRATE | METOPROLOL TARTRATE 100 mg take 1 tablet by oral route 2 fimes every day with meals
107222013 | 102172014 | WARFARIN SODIUM | WARFARIN SODILM 5mg take 2 Tablet by oral roule every day
0B30VZ013 | 0BZ20/2014 | HUMULIN N | NPH, HUMAN INSULIN 100 unitml | inject 120 units by Subcutaneous route every moming and 100 units every
{ISOPHANE evening
08/23/2013 | 08/22014 | ALBUTEROL SULFATE HFA = ALBUTEROL SULFATE 90 meg inhale 1 - 2 Puffis) by INHALATION routs every 4 - 6 hours as nesded
DB/16/2013 | 0BA7/2014 | GLUCOPHAGE | METFORMIN HCL 1,000 mg 1 tablet twice daily
08162013  0B/16/2014 | AMLODIPINE BESYLATE | AMLODIPINE BESYLATE 10 mg take 1 tablet (10MG) by ORAL route every day
0710202013 | 07022014 | CRESTOR | ROSUVASTATIN CALCIUM 40 mg take 1 tablet by oral route every day (stop lipitor)
05132013 | 051272014 | FUROSEMIDE | FUROSEMIDE 80 mg take 1 tablet by oral route 2 times every day
05/07/2013 | 05082014  METOLAZONE | METOLAZONE ' 5mg ' take 1 tablet (SMG) by oral route every day
Systolic Eye Exam Afe [Last 3)
120 66 DEZA1 0207/2014 - 8.0
D1AT/2014 - 8.0
112013 -R 4

Therapy Start
010111097




Meaningful Use and PCM

Clinical Visit Summary
(il_inirn@

-

PATIENT PLAN

FatientMame: Minniz house

[ ate: 053002013

Wisit Type: Office Wisit

Current Provider: Caralyn Shepherd MWD
saanimeant

OM vAnsuro manifert, tpe 1L uneontrolled 25062

Ran

Take wew BP mediche Smiadiple 12 Bk a0k day.
Follow 1p B check earky i Juk.

Cortieee other mediclies.

Be £Ar 0 e S50

Madications:
Geherk: Hame Arand Doee =11
Amiadphe Beryae Amidple Beryiae 25 Mg B 12 Tabktby ol vk el iy day
Levatiyoive  Sadiam Lewoayd =0 Mog 16bkt eveny other day
Exatzpril Makak Exabpril Makak a0 Mg e 2tbkt GOMG) Dy ORAL rore ey day
Bametanid Bametan ik 0s Mg e 1 Tabkt @SMG) by o@l e ey day
Lepatiyoive  Sadiam Lewoaoyt 75 Mg 16bkt eueny otier day.
Lottty Lowzs ity A Mg e 1tabkt NG by ORAL ranke eweny day with
el b lig meal
Metbmis Hel Metbm v Hel m Mg e 1 Tabkt GG by 0@ sy day hr 3685

dag with mor g meal

wital Signs
ime emp F Pulse Resp BP-%ys BP-Dias

Time Ht Wt Bl Position

238 PM 9780 T 18 140 20 S8.00 14000 2926  =itting

Allergies:

Allergendngredient Brand/Commerits Eeaction: Crate of Onzet
Lewafloxacin Lewaquinn L5 Aurniaty 11802008

Self Managerment Goall=1:
Continueto atbendthe 3 meetings aweekthrough her church here inLafayette.  This gives herthe most peace

of mind and support.

Orders:

Status Ordered Order Completed Interpretation Walue
completed OSS30/2013 Glucose, Finger Stick 053002013 see detail 167 mgid
completed 05£30/20193 Hemoglobin A10C 053002013 see detail 5.5 %

it Stuptend

Autherticated By:
Carnbm Shenberd AN




Self Management Tool

Patient Seif-Management Action Plan Form
Mirsle Mouss
SR0HZ
Mew Action Plan Gaoal:
VWinat do you want
Condriss o afend e 3 meslings & week fwcugh her chorh heee in Lataye®e . This gives Rer e most peace of mind and S@ppo.

How you ara qaing 1 achiave yowr qaai™
Fafdiard will mrange bo cormee wilh & Send ssch pight she bes & meafng

Check off vahen done Comments

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday




Change Management -_m

 Managing in the 215 Century Drucker
e Fifth Discipline Senge

 The Power of Habit Duhigg
e Switch Heath

e Drive Pink

e Leading Change Kotter

 Managing Transitions Bridges
e Systems change
e People transition from what they know to what is new




Change Management:

e Agreement that there is a Problem
* Paint a Picture (vision) of how it could be
* Have a well thought out Plan

* Describe what Part each person plays

Bridges
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Managing Transitions

PROBLEM

Healthcare in Transition

Issues Impact

* Caught between two

* Changing payment
business models

* Aging population,
growth of the insured * Access problems

* Variation in safety, “ * Preventable harm and
reliability and care unjust disparities

+ Chronic disease * Unsustainable
epidemic ineffective care models

* Health care costs are * Lack resources to meet

rising cther social needs

PLAN

Plan-its all about behavior change

1. Help people understand the gathering storm
2. Create a “critical mass” leadership team
3. Create a vision PCMH vs Recognition

4. Communication of the vision and the plan

5. Removing barriers to new behaviors

PICTURE

The Vision: Patient-Centered HEALTH Home!
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“There is lots of evidence that a good relationship
with a freely chosen primary-care doctor, preferably

¢ over several years, is associated with better care,

more appropriate care, better health, and much lower
health costs.”



Try Out the 4 P Model-15 min

e Share a small process you are trying to impact.
* Choose one problem per table to present.

e Record a 4 Ps plan on form on table
* Problem definition and agreement
 Picture of what would happen if the problem
didn’t exist
e Plan to address problem, including removing
parriers

e Part each person needs to play




Change Management-its all about behavior

1.
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Establishing a sense of urgency by identifying potential
crises/opportunities

Putting together a powerful team to lead change
Creating a vision

Communicating the new vision, strategies, and
expected behavior

Removing obstacles to the change A
Recognizing and rewarding short-term successes

[

ldentifying people who can implement change

Ensuring that the changes become part of the
institutional culture Kotter




California Flu Season 2014 « detections of influenza
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Leadership Time Matrix

1  Urgemt Not Urgent

Important 11
ACTIVITIES: ACTIVITIES:
Crises Prevention, PC activities
Pressing problems Relationship building
Deadline-driven projects | Recognizing new opportunities

Planning, recreation
Not I11 IV
Intportant Y ACTTVITIES: ACTIVITIES:

Interruptions, some calls | Trivia, busy work
Some mail, some reports | Some mail

Some meetings Some phone calls
Pressing matters Time wasters
Popular activities Pleasant activities
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IHI Model for Improvement

Setting Aims

Improvemnment requires setting

What are we trying aims. The aim should be time-specific
to accomplish? and measurable; it should also define

the specific population of patients that

will be affected.

How will we know Establishing Measures
that a change is an Teams _use_quantita_ti.ve measures to
improvement? determine |f_ a specific change actually
leads to an improvement,

Selecting Changes
What changes can we All improverment requires making
make that will result changes, but not all changes result in
in improvement? improvement, Organizations therefore
rmust identify the changes that are
most likely to result in improvement,

Testing Changes

The Plan-Do-Study-Act (PDSA) cycle is
shaorthand for testing a change in the
real worlk setting — by planning it,
trying it, observing the results, and
acting on what is learned. This is the
scientific method used for action-
ariented learning.
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Success is the ability to go from failure to failure with
no loss of enthusiasm... Churchill




Outcomes

-

e Statistical structure for studies

* Research outcomes

e |[RB, research institutions

e Accountability outcomes

e Benchmark comparisons

e Defined numerators and denominators

e Performance improvement outcomes

* Decision support
e Population based registry functions
e Appropriate fine focus adjustment

e Adding continuum data
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i SQL Server Reporting Services

== Home = Reports = Clinical > Immunization =

: Possible Missed Immunization Opportunities SSRS U f I D t

= Setul Dala
Group Dta By Megical Rssistam Encoumter Locatian | ooos |:|
e pe—— LR kv qa et Parameters:
B ﬁd:_afEﬁi.'ﬁl'ﬁ.'ﬁﬂﬁ]'i'ﬁ_ﬁf!'i|
[ T e S porm— m Time intervals
Possible Missed Immunization Opportunities Team
. e % )
O e et Vaccines

mPerson Nbr First Last Name DOB Age MAor Rendering PCP DOS Visit Missing

Can Name (In Months) MNurse Provider Type Vaccines
48 Garcia,  Hutcheson  Hutcheson 4/9/2014  Well Flu,
Denicia DO, Jonathan DO, Child
ﬁ; & Jonathan Check
57 Garciz,  Hutcheson Hutcheson 4/9/2014  Well Fl,
= Denicia DO, Jonathan DO, Child
M4 cC Jonathan Check
1 1 0 0.00%
O Garcia,
Denicia CC
4 4 2 50.00%

0O Guerreros,

Pacla CC




Making Data Useful

Conference
Rooms

Real World
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Performance Improvement Methodology

Conference
Rooms

Real World



Data Warehouse Logical Architecture

Source Systems
EHR, EDR, Pharm, HIE
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Development
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Clinica Report Server
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Leverage EHR data

* Align data entry strategies with organizational goals

* Include parameters that are critical
* Always record important data in a structured format

* Design and test the data in the “real world” setting
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Data for Teams

Prevention Task Force
Broomfield Family Practice - Pneumococcal Vaccination
n =801
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

— Income — BExpenses — \Wkg Cap — Delbt — Cash
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Use IT to Support Organizational Learning

PDSA Database
Cycle for Learning and Improvement
Sort by site Sort by catego
Add New PDSA by i
Admin - Finance B
| View all PDSA All clinics D Financial Screening
entries Federal Heights Front Desk
i i Lafayette Group Visits
Search PD5SA Pecos HR
entries Feople's - Immunizations
T
Master Planning/Scheduling
Medications/Pharmacy
Obesity il
B Panel Management
PDSA wiincomplete act section | |Incmnpiete PDSA | FCMHMU =
| PDSA wiincomplete study section | |{:mnpiete-d PD5A |
e : Clinica Family Health Services




Use IT to Support Organizational Learning

Home Create External Data Database Tools

Category Title First Name LastName Site Date entered completed? Date cd Disseminati

; Group Visits Centering Patient Recruitment Judy Trayer Fecos 10/9/2008
: Group Visits Cold/Flu Cluster Visit lll Judy Detweiler Pecos 21412008
Group Visits Cold/Flu Cluster Visit 1l Judy Detweiler Pecos 172008

“ PDSA Group Visits Group Visits for Sports Physicals Beth Versaw People's 702009 O
Dpen-PDSA Group Visits Geriatric Mew patient group Amy Russell Pecos 100812008 O
l Group Visits Patient Specific New Patient Group Visits Judy Detweiler Pecos 712512008 I
| Group Visits Financial ince_ntives toincrease attendance at CDSM group Mary Faltynski Lafayette 272008 E.l
| Group Visits Mew Patient Group Visit for all Clinicians Victor Montour Thornton 3402008 |
': pen PDSA ] Group Visits Back Pain Group Visit Martina Paiz Thornton 42008 O
Group Visits Mew Patient Group Visit Victor Montaur Thornton 11142007 !

pen PDSA Group Visits Cold & Flu cluster spread & having CCA schedule Rebecca Ballantyne People's 10172009 O
pen PDSA Group Visits Share our Strength — Operation Frontline Anne Hansen Thornton 10026/2008 O 0




Benefits to Clinica of PCMH
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THE DENVER PoST
denverpost.com

NCQA NCQA PCMH Joint Commission Nominated
Diabetes Level 3 Accredited by staff,
2011/2014 2010/2013 since 2002 awarded
2012/2013
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