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Draft Practice Assessment for Wave Participants in Advanced Access, Efficiency and Chronic Disease in Primary Care

This toolkit was developed from the following two sources in order to support teams working through the practice assessment included in HQO Wave on Advanced Access, Efficiency and Chronic Disease Management in Primary Care:

· Clinical Microsystems, “The Place Where Patients, Families and Clinical Teams Meet”, Assessing, Diagnosing and Treating Your Outpatient Primary Care Practice, ©2001, Trustees of Dartmouth College, Godfrey, Nelson, Batalden, Institute for Health Improvement, Adapted from the original version, Dartmouth-Hitchcock, Version 2, February 2005, www.clinicalmicrosystem.org.

· Assessing your Practice, Family and Community Medicine University of Toronto, this is also based on the Clinical Microsystems work.

The toolkit has two parts.  Part A focuses on Advanced Access and Efficiency and the assessment tools we recommend to determine where to test changes to improve access and efficiency.  Part B focuses on Chronic Disease Management and the assessment tools we recommend to determine where to test changes to improve your management of patients with chronic disease.

Practice Assessment Part A:
This portion of the practice assessment occurs at Step Three of the Advanced Access and Efficiency Roadmap found at http://hqolc.ca/wave5/wave5roadmapstep3 . 
1. Your patient population:  This section can help you to understand the nature of your patient population and the conditions that are taking up the majority of your time.  Once you have a clearer picture of your patient population you will be able to reflect upon questions such as: 1) How does the nature of the patients that we serve impact our access and efficiency, and 2) How could these patient populations be managed differently to ensure quality care and improve access and efficiency?

a. Ensure your Panel Size Equation has been calculated.

b. Complete the ICES tool, Step 1, Advanced Access and Efficiency Roadmap to describe your patients by gender and age.  
c. Complete the charts on pages 2 - 3:
	Top 5 most common reasons patients give for a visit:
	Observations/Comments

	1.
	
	4.
	
	

	2.
	
	5.
	
	

	3.
	
	
	
	

	Most frequent diagnoses:
	Observations/Comments

	1.
	
	4.
	
	

	2.
	
	5.
	
	

	3.
	
	
	
	


	Most frequent referrals: 
	Observations/Comments

	
	Specialty
	Reason
	

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


	Most time-consuming/challenging users of practice and reasons patients give:
	Observations/Comments

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	


Your Patient Population – Summary and Conclusions
· How does the nature of the patients that we serve impact our access and efficiency?

· How could most challenging patients be managed differently to ensure quality care, and improve access and efficiency?

· Based on the patient populations identified what alternate delivery methods (e.g. telephone visits, group visits, nurse visits, pharmacist visits etc.) could be of benefit them? 
· Refer to appendix A and B for some examples of discoveries and related actions.

2. Your Office Patterns – By completing this section you will understand how the patterns you have in your office impact your ability to provide same day access to patients and deliver care in an efficiency manner.  Patterns can offer hints and clues to our work that inform us of possible improvement ideas.  
I. What are your hours of operation?
	Hours of Operation
	Clinic
	Provider A
	Provider B
	Provider C
	Provider D

	Monday 
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	


II. How often do your appointments run late?
a. Conduct minutes behind study using the Minutes Behind Tracking form and the Minutes Behind Excel Spreadsheet link in the Advanced Access and Efficiency Roadmap Step 3. http://hqolc.ca/wave5/wave5roadmapstep3 
III. What interrupts your practice most often?  Track interruptions for a day or two to see what interrupts the flow of the clinic and how often.  
	· Start with any group in the staff.  Give each staff member a card to carry during a shift, to mark each time an interruption occurs when direct patient care is delayed or interrupted.  The tracking cards should then be tallied by each person and within each group to review possible process and system redesign opportunities.  

· This collection tool can be adapted for any role in the Primary Care Practice to discover interruptions in work flow. 
 

	Primary Care Practice Unplanned Activity Tracking Card

	Unplanned Activity Tracking
	
	Unplanned Activity Tracking Example

	Name:
	  
	
	
	Name:
	 
	 

	  Date:
	
	
	Time:
	 
	
	
	    Date:
	 
	Time:
	
	

	Place a tally mark for each occurrence of an unplanned activity
	Total
	
	Place a tally mark for each occurrence 
of an unplanned activity
	Total

	Interruptions
	
	
	 
	
	Interruptions 
	
	 

	· Phone
	 
	 
	
	· Phone
	llll    llll    llll     
	15

	· Secretary
	
	
	 
	
	· Secretary
	
	 

	· RN
	 
	 
	 
	
	· RN
	llll    llll    
	10

	· Provider
	
	
	 
	
	· Provider
	
	 

	Hospital Admissions
	 
	 
	 
	
	Hospital Admissions
	llll    llll   ll
	12

	Patient Phone Calls
	
	
	 
	
	Patient Phone Calls
	
	 

	Pages
	 
	 
	 
	
	Pages
	llll    llll    llll   llll  
	20

	Missing Equipment
	
	 
	
	Missing Equipment
	 

	Missing Supplies 
	 
	 
	 
	
	Missing Supplies
	llll    
	5

	Missing Chart: Same Day Patient
	 
	
	Missing Chart: Same Day Patient
	 

	Missing Chart: Patient
	 
	 
	
	Missing Chart: Patient
	llll    llll    
	10

	Missing Test Results
	
	
	 
	
	Missing Test Results
	
	 

	Other
	
	
	
	
	Other
	
	

	Other
	
	
	
	
	Other
	
	

	Other
	
	
	
	
	Other
	
	


Your Office Patterns, Summary and Conclusions:
· Where is there waste in our office patterns?  

· How can our office patterns be improved to better serve out patients?
· Refer to appendix A and B for some examples of discoveries and related actions.

Practice Assessment Part B:

Part B focuses on the assessment tools we recommend to determine where to test changes to improve your management of patients with chronic disease. This portion of the practice assessment occurs at Step 1-3 of the Chronic Disease Management Roadmap found at http://hqolc.ca/wave5/wave5cdmroadmapstandalone  . 

1. The Purpose of Your Practice – Stating your purpose as a practice will help to clearly identify what is important to you and your team and what needs to be in place to accomplish this purpose. 
State the Purpose of your practice; why it exists. 

[image: image5.emf]
	2. Patients – Name the top three chronic disease diagnosis in the panel:
	Observations/Comments

	1.
	
	3.
	
	

	2.
	
	
	
	


3. Determinants of Health and Your Patients – How do the Determinants of Health affect your patients’ health and welfare?  By completing this section you will better understand the large forces impacting your patient lives.  This knowledge will help you in working with patients to better self-manage their own health.
Many factors combine together to affect the health of individuals and communities. Whether people are healthy or not, is determined by their circumstances and environment. The factors listed below have an impact on the health and welfare of your patients.  Think about the extent to which these factors affect your patient population, how this may affect your approach with patients, and where there may be internal or community resources to support patients where applicable.  Use a specific sub-population, such as patients with chronic disease, which may be the most challenging user group of your services. The information you complete in this chart can assist your team in identifying patient diversity within your practice.  These diversities will assist you in planning your change ideas.
Example

	Factor
	Significance to our patient population
	Impact on our approach with patients
	Internal or Community Resources

	Place of residence

Consider type of housing, perceived security, access to amenities/services, pets
	⃝ To a great extent

√ To some extent

⃝ A few patients only

⃝ Not at all
	A number of our seniors live in rural areas and find it difficult to remain active in winter months due to snow/ ice and isolation. 
	Local community agency offers exercises in area churches at no cost from Nov- April.  We need to discuss ways to connect our pts. to this program.


	Factor
	Significance to our patient population
	Impact on our approach with patients
	Internal or Community Resources

	Place of residence

Consider type of housing, perceived security, access to amenities/services, pets
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Race/ethnicity/culture:

Consider genetic predispositions, cultural attitudes to roles of children/women, persons in authority,  etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Occupation:

Consider degree & security of employment, health & safety hazards, including sedentary & standing time, repetitive movement, etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Gender:

Consider gender differences in healthcare requirements, sexual orientation, etc.
	
	
	

	Religion:

Consider traditions around life events like birth & death, dietary customs, fasting practices, degree of adherence, etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Education level:

Consider consistency with employment, literacy, language facility, access to & use of web-based services, etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Socio-economic status:

Consider health insurance, ability to pay for non-covered health services, food, financial security, access to physical recreation, etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	

	Social capital/

social exclusion:

Consider family structure, community participation, ability to self-advocate, deal with social services, etc.
	⃝ To a great extent

⃝ To some extent

⃝ A few patients only

⃝ Not at all
	
	


World Health Organization, Health Impact Assessment, Determinants of Health http://www.who.int/hia/evidence/doh/en/ 
Determinants of Health and Your Patients, Summary and Conclusions:

· What are the greatest forces impacting the health and wellness of your patients?

· What can you do in the practice to help patients be better self managers of their health?

· Refer to appendix A and B for some examples of discoveries and related actions.

4. The experience of patients with chronic disease in your practice – By completing this section you will understand the patients’ perspective on receiving care for their chronic disease from this practice.  This information will give you ideas for where you can make meaningful improvements that will add value to the patient’s experience.
	Assessment of Care for Chronic Conditions ©

Copyright 2004 MacColl Institute for Healthcare Innovation, Group Health Cooperative. Used with permission, Judith Schaefer, MPH. Version 8/13/03

	Staying healthy can be difficult when you have a chronic condition.  We would like to learn about the type of help you get from your health care team regarding your condition.  This might include your regular doctor, the nurse, or the physician’s assistant who treats your illness.  Please rank the following statements with the answer that best represents your experience.  The information you share will be used to improve care for patients with chronic conditions within this practice. 
Over the past 6 months when I received care for my chronic condition I was…..

	
	None of the Time
	A Little of the Time
	Some of the Time
	Most of the Time
	Always

	1. Asked for my ideas when we made a treatment plan.
	(1
	(2
	(3
	(4
	(5

	2. Given choices about treatment to think about.
	(1
	(2
	(3
	(4
	(5

	3. Asked to talk about any problems with my medicines or their effects.
	(1
	(2
	(3
	(4
	(5

	4. Given a written list of things I should do to improve my health.
	(1
	(2
	(3
	(4
	(5

	5. Satisfied that my care was well organized. 
	(1
	(2
	(3
	(4
	(5

	6. Shown how what I did to take care of myself influenced my condition.
	(1
	(2
	(3
	(4
	(5

	7. Asked to talk about my goals in caring for my condition.  
	(1
	(2
	(3
	(4
	(5

	8. Helped to set specific goals to improve my eating or exercise.
	(1
	(2
	(3
	(4
	(5

	9. Given a copy of my treatment plan.
	(1
	(2
	(3
	(4
	(5

	10. Encouraged to go to a specific group or class to help me cope with my chronic condition.
	(1
	(2
	(3
	(4
	(5

	11. Asked questions, either directly or on a survey, about my health habits.
	(1
	(2
	(3
	(4
	(5

	12. Sure that my doctor or nurse thought about my values, beliefs, and traditions when they recommended treatments to me.
	(1
	(2
	(3
	(4
	(5

	13. Helped to make a treatment plan that I could carry out in my daily life.
	(1
	(2
	(3
	(4
	(5

	14. Helped to plan ahead so I could take care of my condition even in hard times.                         
	(1
	(2
	(3
	(4
	(5

	15. Asked how my chronic condition affects my life. 
	(1
	(2
	(3
	(4
	(5

	16. Contacted after a visit to see how things were going.
	(1
	(2
	(3
	(4
	(5

	17. Encouraged to attend programs in the community that could help me.
	(1
	(2
	(3
	(4
	(5

	18. Referred to a dietitian, health educator, or counselor.
	(1
	(2
	(3
	(4
	(5

	19. Told how my visits with other types of doctors, like an eye doctor or surgeon, helped my treatment.
	(1
	(2
	(3
	(4
	(5

	20. Asked how my visits with other doctors were going. 
	(1
	(2
	(3
	(4
	(5


The Experience of Your Patients, Summary and Conclusions:
· Where do patients indicate that your practice has the greatest strength?

· Where do patients see a need for improvement?
· Refer to appendix A and B for some examples of discoveries and related actions.

5. Professionals Role in Caring for Patients with Chronic Disease – This tools is similar to a tool you completed in Part A entitled Patient Care Practice Activity Survey Sheet.  The focus of this section is on how you your care for patients with chronic disease to answer the question: – How can we ensure everyone is working to the top of their skill and licensure and that we are not duplicating efforts?  
Instructions:

1. Complete this form individually and then meet as a team to create a team chart and review the results.  The activities listed on the left hand column are activities typically aligned with the needs of a typical Chronic Disease patient visit and self-management support. You may have more than one checkmark for each category.
2. Add any additional roles or activities that describe how you currently deliver care to patients with chronic conditions.

3. Review the chart as a team.
4. Redo the chart with your future state.
	
	Primary Care Physician
	Clinic nurse
	Nurse Practitioner
	Clerical 
	Medical – Physician Assistant
	Pharmacist
	Dietitian – OT – PT – SW
	Other

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Prevention
	 
	 
	 
	 
	 
	 
	 
	 

	Screening
	 
	 
	 
	 
	 
	 
	 
	 

	Patient information/education
	 
	 
	 
	 
	 
	 
	 
	 

	Initial diagnosis
	 
	 
	 
	 
	 
	 
	 
	 

	Notification of Diagnosis 
	 
	 
	 
	 
	 
	 
	 
	 

	Ensure CD coding in EMR
	 
	 
	 
	 
	 
	 
	 
	 

	Ensure patient added to chronic disease registry
	 
	 
	 
	 
	 
	 
	 
	 

	Treatment and adjustment to stabilize unstable condition 
	 
	 
	 
	 
	 
	 
	 
	 

	Monitor labs/investigations and communicate results with patient 
	 
	 
	 
	 
	 
	 
	 
	 

	Set visit schedule and communicate to reception
	 
	 
	 
	 
	 
	 
	 
	 

	Review treatment plan
	 
	 
	 
	 
	 
	 
	 
	 

	Education re: new diagnosis
	 
	 
	 
	 
	 
	 
	 
	 

	Clinical Management
	 
	 
	 
	 
	 
	 
	 
	 

	Regular monitoring of patient
	 
	 
	 
	 
	 
	 
	 
	 

	Order diagnostics and labs
	 
	 
	 
	 
	 
	 
	 
	 

	Laboratory diagnostic evaluation
	 
	 
	 
	 
	 
	 
	 
	 

	Contact patient with labs as required
	 
	 
	 
	 
	 
	 
	 
	 

	Arrange proactive follow-up 
	 
	 
	 
	 
	 
	 
	 
	 

	Develop Treatment Plan
	 
	 
	 
	 
	 
	 
	 
	 

	Medications
	 
	 
	 
	 
	 
	 
	 
	 

	Medication Renewal
	 
	 
	 
	 
	 
	 
	 
	 

	Medication Education including side effects of treatment
	 
	 
	 
	 
	 
	 
	 
	 

	Update registry if applicable
	 
	 
	 
	 
	 
	 
	 
	 

	Provide information to patients
	 
	 
	 
	 
	 
	 
	 
	 

	Link patients with care team/programs
	 
	 
	 
	 
	 
	 
	 
	 

	Collaboration with external partners regarding patient management
	 
	 
	 
	 
	 
	 
	 
	 

	Patient Self-Management and Self-Management Support
	 
	 
	 
	 
	 
	 
	 
	 

	Assess patient readiness and capacity to self- manage
	 
	 
	 
	 
	 
	 
	 
	 

	Assist patient to identify and engage personal support system (family, friends, caregivers)
	 
	 
	 
	 
	 
	 
	 
	 

	Identify patient resources (e.g. medical coverage) and barriers (literacy) to manage health
	 
	 
	 
	 
	 
	 
	 
	 

	Facilitate goal setting, and problem-solving with patient
	 
	 
	 
	 
	 
	 
	 
	 

	Determine patient’s confidence and ability to carry out action plan.  
	 
	 
	 
	 
	 
	 
	 
	 

	Motivational interviewing
	 
	 
	 
	 
	 
	 
	 
	 

	Link patients to community supports
	 
	 
	 
	 
	 
	 
	 
	 


Professional’s Roles, Summary and Conclusion

· Do we have more than one person performing the same task? Do we all interpret this activity in the same way? Is there value add to this task, does that change depending on who performs it? Who has the skills/ability/knowledge and time to perform this task.  Who should do this task? How do we ensure everyone is working to the height of their education and licensure?  How do we ensure that the right person is doing the right thing at the right time?  Where does it fall most logically in the flow of the patient through the visit?  Recall some of your strategies to create efficiency in your schedule to determine who should complete this task.
· Discuss your gaps: Do we need to address this as a team? Did we all interpret this category in the same way? Who could fill this role?

· Refer to appendix A and B for some examples of discoveries and related actions.

5. Community Partnerships: By making a list of community partnerships that you currently have will help you to see who can help you and patients with the management of chronic disease.

	                              Type of partnership relationship
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	Other?

	Examples:
CCAC
	
	√
	
	
	

	Emergency Department
	√
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Who might you consider partnering with in the future?   Why?  What would be the win-win situation?
On the partner continuum, where would you best place the prospective relationship?

What will be your next PDSA moving forward?

	Prospective partners
	Networking
	Coordinating
	Cooperating
	Collaborating
	Other?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Community Partners, Summary and Conclusions:

· Which people or organizations can we partner with most in order to manage patients with chronic diseases and help these patients self manage their disease?

· Which current partnerships can be strengthened in order to improve patient chronic disease management?
· Refer to appendix A and B for some examples of discoveries and related actions.

	  Appendix A: Assessing Your Practice Discoveries and Actions

	Know Your 
Patients
	Discoveries
	Actions Taken

	1. Age Distribution
	1. 30% of our patients > 65 years old
	1. Designated special group visits to review specific needs of this age group including physical limitations, dietary considerations. 

	2. Disease Identification
	2. We do not know what percentage of our patients have diabetes.
	2. Staff reviewed coding/ billing data to determine approximate numbers of patients with diabetes.

	3. Health Outcomes
	3. We do not know what the range of HgA1C is for our patients with diabetes or if they are receiving appropriate Canadian Diabetes Association recommended care in a timely fashion.
	3. Staff conducted a chart audit with 50 charts during a lunch hour. Using a tool designed to track outcomes; each member of the staff reviewed 5 charts and noted their findings on the audit tool.

	4. Most Frequent Diagnosis
	4. We learned we had a large number of patients with stable hypertension and diabetes, who were seeing the physician frequently. We also learned that during certain season we had huge volumes of acute diseases such as URI, Pharyngitis and poison ivy.
	4. Designed and tested a new model of care delivery for stable hypertension and diabetes optimizing the RN role in the practice using agreed upon guidelines, protocols and tools.

	5. Patient Satisfaction
	5. We don’t know what patients think unless they complain to us.
	5. Implemented the “point of service” patient survey that patients completed and left in a box before leaving the practice.

	Know Your 
Professionals
	Discoveries
	Actions Taken

	1. Provider FTE
	1. We were making assumptions about provider time in the clinic without really understanding how much time providers are OUT of the Clinic with hospital rounds, nursing home rounds, etc.
	1. Changed our scheduling processes, utilized RNs to provide care for certain subpopulations.

	2. Schedules
	2. Several providers are gone at the same time every week, so one provider is often left and the entire staff works overtime that day.
	2. Evaluated the scheduling template to even out each provider’s time to provide consistent coverage of the clinic.

	3. Regular Meetings
	3. The doctors meet together every other week. The secretaries meet once a month.
	3. Entire practice meeting every other week on Wednesdays.

	4. Hours of Operation
	4. The beginning and the end of the day are always chaotic. We realized we are on the route for patients between home and work and they want to be seen when we are not open.
	4. Opened one hour earlier and stayed open one hour later each day. The heavy demand was managed better and overtime dropped.

	5. Activity Surveys
	5. All roles are not being used to their maximum. RNs only room patients and take vital signs, medical assistants are doing a great deal of secretarial paperwork and some secretaries are giving out medical advice. 
	5. Roles have been redesigned and matched to individual education, training and licensure.

	Know Your
Processes
	Discoveries
	Actions Taken

	1. Cycle Time
	1. Patient lengths of visits vary a great deal. There are many delays.
	1. The staff identified actions to eliminate, steps to combine, and learned to prepare the charts for the patient visit before the patient arrives. The staff also holds daily “huddles” to inform everyone on the plan of the day and any issues to consider throughout the day.

	2. Key Supporting Processes
	2. None of us could agree on how things get done in our practice.
	2. Detailed flow charting of our practice to determine how to streamline and do in a consistent manner.

	3. Indirect Patient Pulls
	3. The providers are interrupted in their patient care process frequently. The number one reason is to retrieve missing equipment and supplies from the exam room. 
	3. The staff agreed on standardization of exam rooms and minimum inventory lists that were posted inside the cabinet doors. A process was also determined on WHO and HOW the exam rooms would be stocked regularly and through the use of an assignment sheet, a person was identified and held accountable.

	Know Your 
Patterns
	Discoveries
	Actions Taken

	1. Demand on the Practice
	1. There are peaks and lows of the practice depending on day of the week, session of the day or season of the year. 
	1. Resources and role are matched to demand volumes. Schedules are created which match resources to variation. 

	2. Communication
	2. We do not communicate in a timely way, nor do we have a standard form to communicate. 
	2. Every other week practice meeting to help communication and e-mail use of all staff to promote timely communication. 

	3. Cultural
	3. The doctors don’t really spend time with non-doctors.
	3. The staff meetings heightened awareness of behaviors has helped improve this.

	4. Outcomes
	4. We really have not paid attention to our practice outcomes.
	4. Began tracking and posting on a data wall to keep aware of outcomes.

	5. Finances
	5. Only the doctors and the practice managers know about the practice money. 
	5. Finances are discussed at the staff meetings and everyone is learning how we make a difference in our financial performance.

	© 2001, Trustees of Dartmouth College, Godfrey, Nelson, Batalden, Institute for Healthcare Improvement 



Adapted from the original version, Dartmouth-Hitchcock, Version 2, February 2005


	Appendix B: Assessing Your Practice Discoveries and Actions

	Common High Yield Wastes
	Recommended Method to Reduce Waste
	Traps to Avoid

	1. Exam rooms not stocked or standardized – missing supplies or equipment
	- Create Standard Inventory supplies for all exam rooms.

- Design process for regular stocking of exam rooms with accountable person

- Standardize and utilize all exam rooms


	- Don’t assume rooms are being stocked regularly – track and measure.

- Providers will only use “their own” rooms

- Providers cannot agree on standard supplies; suggest “testing”

	2. Too many appointment types which create chaos in scheduling
	- Reduce to appointment types to one routine appointment time e.g. 10 or 15 minutes.
- Utilize standard building block (routine appointment times) to create flexibility in schedule, e.g. two 15 minute appointments for well-baby visit.
	- Frozen schedules of certain types



	3. Poor communication amongst the providers and support staff about clinical sessions and patient needs.
	- Conduct daily morning “huddles” to provide a forum to review the schedule, anticipate needs of patients, plan supplies/ information needed for a highly productive interaction between patient and provider.
	- People not showing up for scheduled huddles. Gain support of providers who are interested, test ideas and measure results

- Huddles last longer than 15 minutes, use a work sheet to guide huddle

- Don’t sit down

	4. Missing information or chart for patient visit.
	- Review patient charts BEFORE the patient arrives – recommended the day before to ensure information and test results are available to support the patient. 
	- Avoid doing chart review when patient is present

- If you have computerized test results, don’t print the results

	5. Confusing messaging system
	- Standardize messaging processes for all providers

- Educate/ train messaging content

- Utilize a process with prioritizing methods such as a “bin” system in each provider office.
	- Providers want their “own” way – adding to confusion to support staff and decreases ability for cross coverage

- Content of message can’t be agreed upon – test something

	6. High prescription renewal request via phone.
	- Anticipate patient needs

- Create “reminder” systems in office, e.g. posters, screensavers

- Standardize information
	- Doesn’t need to be the RN – Medical assistants can obtain this information

	7. Staff frustrated in roles and unable to see new ways to function.
	- Review current roles and functions using activity survey sheets

- Match talent, education, training, licensure to function

- Optimize every role

- Eliminate functions
	- Be sure to focus on talent, training and scope of practice not individual people.

	8. Appointment schedules have limited same day appointment slots.
	- Evaluate follow-up appointments and return visit necessity
- Extend intervals of standard follow-up visits

- Consider RN visits

- Evaluate the use of protocols and guidelines to provide advice for homecare- www.icsi.org 

- Consider phone care
	- Don’t set a certain number of same day appointments without matching variations throughout the year.

	9. Missed disease-specific/ preventive interventions and tracking.
	- Utilize the flow sheets to track preventative activities and disease-specific interventions.

- Utilize “stickers” on charts to alert staff to preventative/ disease specific needs

- Review charts before patient visits

- Create registries to track subpopulation needs.
	- Be alert to creating a system for multiple diseases and not have too many stickers and registries.

	10. Poor communication and interactions between members.
	- Hold weekly staff meetings to review practice outcomes, staff concerns, improvement opportunities.

- Education and Development
	- Hold weekly meetings on a regular day, time and place

- Do not cancel – make the meeting a new habit

	11. High no-show rate
	- Consider improving same day access

- Reminder systems
	- Automated reminder telephone calls are not always well received by patients

	12. Patient expectations of visit not met, resulting in phone calls and repeat visits.
	- CARE vital sign sheet- www.howsyourhealth.org 

- Evaluating patient at time of visit if their needs were met
	- Use reminders to question patient about needs being met

- New habits not easily made.
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	Summary of Your Discoveries Work Sheet

Take the information from your summary and conclusions pages above and identify your key findings and potential areas for improvement.
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	Know Your Patterns
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