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Preface
This document presents a Practice Strategy Toolkit for the Heart of Virginia Healthcare (HVH) Cooperative. The Toolkit is intended to provide a best-practice framework that your practice can use to define and achieve specific objectives for practice improvement. Your HVH Practice Coaches are ready to help you apply these tools in a way that works best for your particular practice. Please note the following about important points about the Toolkit:

1. The Toolkit is organized into three sections. The tools under Getting Started outline the case for focusing on the ABCs of Heart Health, and the overall HVH Support Model. The tools in Section
1.0 ABCS of Heart Health are focused on optimizing clinical care for your patients at risk for heart health concerns. The tools in Section 2.0 Supportive Practice Environment are focused on optimizing the overall practice environment for patients and staff.

2. The Toolkit is grounded in best practice recommendations from multiple credible sources. A summary listing of these sources is provided within the HVH Support Model tool.

3. The Toolkit is intended as a flexible support menu, not a list of mandatory requirements. We invite you to use the Toolkit in consultation with your HVH Practice Coach as an efficient resource to help you quickly identify those key areas where your practice would like to strengthen its capabilities. There is no expectation that your practice should implement every strategy offered in the Toolkit.

We thank you for participating in the Heart of Virginia Healthcare Cooperative, and we wish you success in achieving the HVH vision to restore the joy in primary practice through excellent patient care within a supportive practice environment.

Your HVH Support Team
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[bookmark: GettingStarted_TheABCSofHeartHealt]Getting Started: The ABCS of Heart Health

The Heart of Virginia Healthcare Cooperative begins with a focus on the ABCS of heart health. The case for focusing on the ABCS is summarized in a CDC Grands Rounds publication from 2012 as excerpted below. (CDC  Grand Rounds: The Million Hearts Initiative, December 21, 2012 / 61(50);1017-1021. See original publication for detailed references).


The Magnitude of the Problem

Cardiovascular disease, including heart disease and stroke, is the leading cause of death and disability in the United States. Every year, approximately 2 million persons in the United States have a heart attack or stroke and, as a result of these conditions, approximately 800,000 die from cardiovascular disease. For those persons who do survive a heart attack or stroke, many are faced with serious illness, disability, and decreased quality of life. The ongoing complications that result from cardiovascular disease greatly contribute to the economic burden on the health-care system and to society as a whole. In 2010, the cost in health-care expenditures and lost productivity in the United States from cardiovascular disease amounted to nearly $444 billion, and these costs are increasing every year. This is especially alarming because the primary risk factors for cardiovascular disease (i.e., high blood pressure, high cholesterol, smoking, type 2 diabetes, inactivity, and obesity) are largely preventable and have effective, low-cost treatments. If these risk factors were well-controlled through behavioral modification and/or treatment, the risk for death from heart attack and stroke could be reduced by more than half.

The Million Hearts Initiative

Launched in September 2011 by the U.S. Department of Health and Human Services (HHS), Million Hearts is a national initiative that aims to prevent 1 million heart attacks and strokes by 2017. This public-private partnership, co-led by CDC and the Centers for Medicare and Medicaid Services (CMS), will integrate proven and effective prevention activities to reduce cardiovascular disease. A key strategy of Million Hearts is to engage a broad set of stakeholders involved with health and health care, including clinicians, pharmacists, insurers, health-care systems, retailers, consumer groups, and others. Better alignment and coordination of existing and new prevention and treatment efforts will accelerate translation into practice, resulting in decreased burden to society and greater population health improvements. The two primary goals of Million Hearts are:

· To reduce the need for treatment by empowering persons in the United States to make healthy choices (e.g., avoid tobacco, reduce sodium intake, and reduce artificial trans fat intake) and
· To improve care for persons who need it through focus on the "ABCS" (i.e., appropriate aspirin use for those at risk, blood pressure control, cholesterol management, and smoking cessation).

Million Hearts is being implemented through parallel efforts aimed at clinical settings and communities. Community efforts will keep the population healthy and reduce the number of persons who need treatment in the first place.
Million Hearts will focus community efforts on decreasing tobacco use and exposure to secondhand smoke, reducing sodium intake, and eliminating consumption of artificial trans fats. Clinically based prevention efforts will improve quality of care, access to care, and improve outcomes through focus on the ABCS. These efforts will include drawing the attention of health-care professionals and the systems in which they work to the ABCS, increasing and improving the use of health information technology in clinical practice, and using clinical innovations to increase the use of effective ABCS care practices.

The Clinical Challenge

Although high achievement in the ABCS has been shown to prevent more cardiovascular disease–related deaths than other clinical preventive services, overall performance in the ABCS by persons at risk and their health-care professionals generally is low (3,5). For example, less than half of persons (47%) with ischemic vascular disease are prescribed aspirin or other antiplatelet medication, less than half of persons (47%) with hypertension have their blood pressure under control, only one third of persons (33%) with high cholesterol are effectively managed, and approximately one fourth of persons (23%) who smoke get tobacco cessation counseling or medications.
Consequently, the estimated number of persons who smoke or have uncontrolled hypertension or cholesterol totals approximately 100 million. Improving performance on the ABCS is the means by which the majority of lives can be saved and how the greatest health value can come out of current health-care investments.
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[bookmark: GettingStarted_TheHVHSupportModel]Getting Started: The HVH Support Model

The vision of HVH is to help Virginia primary care practices restore the joy in primary care by delivering excellent care within a supportive practice environment. The HVH Practice Strategies are a defined set of recommended strategies for achieving this vision.  Strategies in Section 1.0 are designed to improve the ABCS of heart health, and strategies in Section 2.0 are designed to foster a supportive practice environment. HVH practice supports will include a combination of activities as outlined in the columns.


1.0 The ABCS of Heart Health
	[bookmark: _Hlk522096358]
Strategies
	Practice Facilitation
	Expert Consultation
	Collaborative Learning Events
	Online Support Center
	Data Feedback

	1.1 Engage the Care Team
	✓
	✓
	✓
	✓
	

	1.2 Identify Patients
	✓
	✓
	✓
	✓
	

	1.3 Define and Measure Quality
	✓
	✓
	✓
	✓
	✓

	1,.4 Adopt Clinical Guidelines
	✓
	✓
	✓
	✓
	

	1.5 Encourage Access to Care
	✓
	✓
	✓
	✓
	

	1.6 Develop Care Plans
	✓
	✓
	✓
	✓
	

	1.7 Optimize Patient Visits
	✓
	✓
	✓
	✓
	

	1.8 Manage Medications
	✓
	✓
	✓
	✓
	

	1.9 Support Self-Management
	✓
	✓
	✓
	✓
	

	1.10 Coordinate Care
	✓
	✓
	✓
	✓
	




2.0 Supportive Practice Environment
	
Strategies
	Practice Facilitation
	Expert Consultation
	Collaborative Learning Events
	Online Support Center
	Data Feedback

	2.1 Optimize Teamwork
	✓
	✓
	✓
	✓
	

	2.2 Optimize Workflow
	✓
	✓
	✓
	✓
	

	2.3 Optimize Clinical Information
	✓
	✓
	✓
	✓
	

	2.4 Optimize the Financial Picture
	✓
	✓
	✓
	✓
	

	2.5 Support Organizational Learning
	✓
	✓
	✓
	✓
	




Primary Sources

A partial listing of resources used to inform the HVH Practice Strategies includes the following. Additional specific references are available through the online HVH Learning Community.
· 
· Agency for Healthcare Research and Quality (AHRQ)
· American Academy of Family Physicians
· American Board of Internal Medicine•
· American Medical Association
· The Centers for Disease Control (CDC)
· http://www.Improvingchroniccare.org (MacColl Institute for Health
· Care Innovation)
· http://www.Improvingprimarycare.org (MacColl Institute for Health
Care Innovation)
· Institute of Medicine
· Million Hearts
· 
	NCQA Patient Centered Medical Home Standards
· 	National Guidelines Clearinghouse
· 	National Quality Measures Clearinghouse
· 	Research and recommendations for high performing
· 	primary care practices by Thomas Bodenheimer, MD,
· 	and Drs. Christine and Thomas Sinsky
Research and recommendations for optimizing
· [bookmark: _GoBack]	electronic health information by the Office of the
National Coordinate for Health Information Technology
· 	The US Preventive Services Task Force



Tool 1.0 Practice Team Checklist: Improving the ABCS of Heart Health

This tool is intended to help your practice define a set of objectives or focus areas for improving the ABCS of heart health. The tool presents a list of strategies that can help a practice deliver high quality care with respect to the ABCS. Please scan the list and indicate which strategies you already have in place to some degree. In the ‘might need work’ column, identify the ones that you might want to focus on creating or improving. Your Practice Coach is available to discuss your list and help you identify some specific improvement objectives. The ‘see tool’ reference shows you which tool provides additional action steps for implementing the particular strategy.


	Strategy
	In place
	Might need work
	See Tool

	1.	We use a team care approach for managing patients who need ABCS therapies
	
	
	1.1

	2.	We help our team members learn about CVD risks, patient centered outcomes research, quality improvement strategies, and community need to address CVD
	
	
	
1.1

	3.	We can readily identify our patients who need improvement on the ABCS
	
	
	1.2

	4.	We have defined quality goals for the ABCS
	
	
	1,3

	5.	We routinely measure our quality performance on the ABCS
	
	
	1.3

	6.	We know the percent of patients who are at goal for the ABCS
	
	
	1.3

	7.	We are satisfied overall with our quality performance on the ABCS
	
	
	1.3

	8.	We use clinical guidelines specific to the ABCS
	
	
	1.4

	9.	We are satisfied overall with our patient engagement in managing the ABCS
	
	
	1.5

	10. We use written care plans to address the ABCS
	
	
	1.6

	11. We use planned visits to optimize care for selected patients
	
	
	1.7

	12. We have effective clinical decision supports for managing the ABCS
	
	
	1.7

	13. We have effective medication management protocols for managing the ABCS
	
	
	1.8

	14. We have effective patient education and self-management supports for managing the ABCS
	
	
	1.9

	15. We have effective referral and care coordination relationships for managing the ABCS
	
	
	1.10



Discussion Notes:


[bookmark: Tool_1_1_PracticeTeamChecklist_Improv]Tool 1.1 Engage the Care Team

Research and experience show that team-based care can produce positive results in prevention and management of CVD. This tool provides a set of recommended strategies for optimizing team care. Please review the list of strategies and discuss possible next steps with your Practice Coach


Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if already in place to some degree).
	In place
	Might need work

	
1.	Establish practice teams
	
	

	2.	Support team learning about CVD risks, the ABCS, team care strategies, quality improvement, and community needs for CVD prevention and management
	
	

	
3.	Develop patient lists for each team
	
	

	
4.	Define roles for clinical and nonclinical team members
	
	

	
5.	Train and assign members of the care team to coordinate care for individual patients
	
	

	6.	Train and assign members of the care team to support patients/families/caregivers in self- management, self-efficacy and behavior change
	
	

	
7.	Hold team huddles to address daily opportunities, challenges, and priorities
	
	

	
8.	Hold scheduled team meetings to address practice functioning
	
	

	9.	Involve care team staff in the practice’s performance evaluation and quality improvement activities
	
	

	10. Involve patients/families/caregivers in quality improvement activities or on the practice’s advisory council
	
	




Next Steps

What would you like to work on next?




[bookmark: Tool_1_2_IdentifyPatientsforCareMana]Tool 1.2 Identify Patients for Care Management

Identifying patients for focused care management is a fundamental step in prevention and management of CVD. This tool provides a set of recommended strategies for identifying at-risk patients. 
Please review the list of strategies and discuss possible next steps with your Practice Coach.


Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	
1.	Define risk criteria for identifying patients in need of ABCS supports
	
	

	
2.	Specify ABCS risk criteria in the clinical information system
	
	

	
3.	Embed ABCS risk criteria in provider decision support tools
	
	

	4.	Design queries to identify patient subgroups meeting risk criteria in clinical information system
	
	

	
5.	Assign patients to an electronic registry
	
	

	
6.	Track patients with specific conditions and care needs
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_3_DefineandMeasureQuality][bookmark: Tool_1_0_EngagetheCareTeam]Tool 1.3 Define and Measure Quality

This tool provides a set of recommended strategies for measuring quality related to the ABCS of heart health. Please review the list of strategies and discuss possible next steps with your Practice Coach.


Strategies

	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	
1.	Convene the quality team
	
	

	
2.	Define quality measures for A, B, C, S
	
	

	
3.	Test and refine quality measures for A, B, C, S
	
	

	
4.	Produce quality measures for A, B, C, S
	
	

	
5.	Define quality goals for A, B, C, S
	
	

	
6.	Monitor quality performance for A, B, C, S
	
	

	
7.	Provide feedback to care teams on A, B, C, S
	
	




Next Steps

What would you like to work on next?


[bookmark: Tool_1_4_AdoptClinicalGuidelines]Tool 1.4 Adopt Clinical Guidelines

This tool provides a set of recommended strategies for selecting clinical guidelines related to the ABCS of heart health. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies

	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	
1.	Convene the care team
	
	

	
2.	Select clinical guidelines for A, B, C, S
	
	

	
3.	Test and refine clinical guidelines for A, B, C, S
	
	

	
4.	Embed clinical guidelines in clinical information systems for A, B, C, S
	
	

	
5.	Inform patients and families about guidelines
	
	

	
6.	Monitor guideline adherence and impact
	
	

	
7.	Refine guidelines to achieve quality goals
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_5_EncourageAccesstoCare]Tool 1.5 Encourage Access to Care

This tool provides a set of recommended strategies to help patients access services through planned visits and other strategies. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	1.	Help patients/families select a personal clinician, and document the selection in practice records
	
	

	2.	Use planned visits for routine care
	
	

	3.	Provide same day visits for urgent care
	
	

	4.	Provide instructions for obtaining care and clinical advice after office hours
	
	

	5.	Provide timely clinical advice by telephone
	
	

	6.	Provide timely clinical advice using a secure, interactive electronic system
	
	

	7.	Document clinical advice in patient records
	
	

	8.	Provide online access to health information for patients
	
	

	9.	Send visit reminders to patients
	
	

	10. Assess and address the special cultural and language needs of patients
	
	

	11. Assure continuity of care over time
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_6_Develop_Care_Plans]Tool 1.6 Develop Care Plans

This tool provides a set of recommended strategies for engaging patients as partners in developing care plans. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	
1.	Engage patients as partners in team care planning
	
	

	
2.	Incorporate patient preferences and functional/lifestyle goals
	
	

	
3.	Consider patient capabilities and supports
	
	

	
4.	Define time bound treatment goals
	
	

	
5.	Assess and address potential barriers to meeting goals
	
	

	
6.	Include a patient medication management component
	
	

	
7.	Include a patient self-management component
	
	

	
8.	Provide a written care plan for the patient/family/caregiver
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_7_OptimizePatientVisits]Tool 1.7 Optimize Patient Visits

This tool provides a set of recommended strategies for optimizing patient visits in terms of both content and flow. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	
1.	Use planned visits for selected patients with CVD risks
	
	

	
2.	Send patient reminders before the visit, including reminders to bring all medications
	
	

	
3.	Use standing orders as appropriate
	
	

	
4.	Use pre-visit labs or point of care testing as appropriate
	
	

	
5.	Define educational objectives prior to the visit
	
	

	6.	Assign responsibility for patient education, coaching, and care coordination to non- physician staff if possible
	
	

	
7.	Assign responsibility for post-visit follow-up to promote understanding and adherence
	
	

	
8.	Assure accurate documentation of clinical information necessary for quality monitoring
	
	



Next Steps

What would you like to work on next?




[bookmark: Tool_1_8_Manage_Medications]Tool 1.8 Manage Medications

This tool provides a set of recommended strategies for optimizing medication management. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which strategies may need work (even if they are already in place to some degree). Areas that need work can be identified for further development.
	
In place
	Might need work

	1.	Remind patients to bring all medications to each visit
	
	

	2.	Review and reconcile medications for patients
	
	

	3.	Assess understanding of medications
	
	

	4.	Document over-the-counter medications
	
	

	5.	Use electronic prescribing
	
	

	6.	Enter electronic medication orders in the medical record
	
	

	7.	Perform patient-specific checks for drug-drug and drug-allergy interactions
	
	

	8.	Synchronize and perform refills of chronic medications during office visits
	
	

	9.	Alert prescribers to generic alternatives
	
	

	10. Educate patients about generic alternatives
	
	

	11. Optimize clinical information systems for prescription management
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_9_SupportSelfManagement]Tool 1.9 Support Self-Management

This tool provides a set of recommended strategies for supporting patient self-management. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	
1.	Assess patient self-management capabilities and needs
	
	

	
2.	Address concerns of patients and families
	
	

	
3.	Provide patient self-management education
	
	

	
4.	Help patients navigate their way to information, services, supports, and tools they need
	
	

	5.	Provide or facilitate access to behavior change interventions and supports where needed
	
	

	
6.	Provide or facilitate access to comprehensive case management support where needed
	
	

	7.	Link patients to community-based resources for self-management support where needed
	
	

	
8.	Track patient progress in self-management support
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_1_10_CoordinateCare]Tool 1.10 Coordinate Care

This tool provides a set of recommended strategies for care coordination. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies

Test Tracking and Follow Up
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	1.	Track lab and radiology tests until results are available
	
	

	2.	Flag abnormal lab and imaging results, bringing them to the attention of the clinician
	
	

	3.	Notify patients/families of normal and abnormal lab and imaging test results
	
	



Referral Tracking and Follow Up
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	4.	Create formal and informal agreements with a subset of specialists based on our patient needs
	
	

	5.	Provide complete patient information for the consultant or specialist
	
	

	6.	Exchange of key clinical information with the consultant or specialist
	
	

	7.	Track referrals until the consultant or specialist’s report is available
	
	

	8.	Document co-management arrangements in the patient’s medical records
	
	

	9.	Ask patients/families about self-referrals and requesting reports from clinicians
	
	



Care Transitions
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	10. Proactively identify patients with unplanned hospital admissions and ED visits
	
	

	11. Share clinical information with admitting hospitals and emergency departments
	
	

	12. Consistently obtain patient discharge summaries from the hospital and other facilities
	
	

	13. Proactively contact patients/families for appropriate follow-up care after admission or ED visit
	
	

	14. Exchange patient information with a hospital during hospitalization
	
	



Community Linkages
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	15. Create partnerships with community service providers
	
	

	16. Track referrals to community services
	
	



Next Steps

What would you like to work on next?




[bookmark: Tool_2_0_PracticeLeaderChecklist]Tool 2.0 Practice Leader Checklist:
Fostering a Supportive Practice Environment

This tool is intended to help your practice define a set of objectives or focus areas for fostering a supportive practice environment. The tool presents a list of strategies that can help create a supportive practice environment by optimizing teamwork, physician time, workflows, clinical information systems, coding practices, and organizational learning. The ‘see tool’ reference shows you which tool provides additional action steps for implementing the particular strategy.


	Strategy / Capability
	In place
	Might need work
	See Tool

	
1.	We use a care team approach within the practice
	
	
	2.1

	2.	Our care teams are strategically designed to optimize use of physician time
	
	
	2.1

	
3.	We are satisfied with the overall functioning of our care teams
	
	
	2.1

	
4.	Our workflows are strategically designed to optimize use of physician time
	
	
	2.2

	
5.	We periodically engage the team to review and optimize our workflows
	
	
	2.2

	
6.	We are satisfied with the overall functioning of our workflows
	
	
	2.2

	7.	We are satisfied with the overall function of our clinical information systems
	
	
	2.3

	8.	We are focused on optimizing our clinical information systems to support population health management and emerging modes of reimbursement
	
	
	2.3

	9.	We periodically review our coding to assure that it is accurate for clinical decision support and billing
	
	
	2.4

	10. We periodically review the amount of time our physicians spend on non- reimbursable inter-service tasks and work to optimize the time allocation
	
	
	2.4

	11. We periodically review our unit-level costs vs budgets to identify opportunities for savings
	
	
	2.4

	12. We have a defined strategy for supporting organizational learning for quality improvement and practice performance
	
	
	2.5




Discussion Notes:


[bookmark: Tool_2_1_OptimizeTeamwork]Tool 2.1 Optimize Teamwork

This tool provides a set of recommended strategies for optimizing teamwork in primary care practices. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	
1.	Adopt a care team approach to help optimize physician focus and time
	
	

	
2.	Clearly define roles for each team member
	
	

	3.	Extend responsibility for health coaching and care coordination to non-physician members of the team
	
	

	4.	Create team member job descriptions, employ regular evaluations, ensure cross- training, and promote staff development
	
	

	
5.	Improve team communication through co-location
	
	

	
6.	Improve team communication through use of quick team huddles
	
	

	
7.	Improve team communication through productive staff meetings
	
	

	8.	Use specific strategies to energize teams, build team cohesion, and foster effective team functioning
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_2_2_OptimizeWorkflow]Tool 2.2 Optimize Workflow

This tool provides a set of recommended strategies for optimizing workflow in primary care practices. Please review the list of strategies and discuss possible next steps with your Practice Coach.
Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	1.	Use planned visits for selected patient populations
	
	

	2.	Use standing orders as appropriate
	
	

	3.	Use pre-visit labs or point of care testing
	
	

	4.	Define planned educational objectives prior to visits
	
	

	5.	Use defined strategies for minimizing no-show rates for appointments
	
	

	6.	Use one or more strategies to streamline documentation such as scribing, non- physician order entry, and standardized prescription renewal
	
	

	7.	Have the MA or nurse to document the reason for visits, vitals, etc.
	
	

	8.	Provide visual and sound separation between waiting area and clinical area
	
	

	9.	Have the nurse / MA do vitals, initial history, and medication reconciliation in the privacy of an examining room
	
	

	10. Optimize lines of sight so that the nurse / MA has visual and verbal contact with the flow of patients and rooms
	
	

	11. Manage in-boxes by batching all non-urgent messages for review once or twice per day
	
	

	12. Substitute verbal for written electronic messaging where appropriate
	
	

	13. Periodically engage the team in workflow mapping to solve specific challenges
	
	



Next Steps
What would you like to work on next?


[bookmark: Tool_2_3_OptimizeClinicalInformation]Tool 2.3 Optimize Clinical Information

Accurate clinical documentation is essential for identifying at-risk patients, defining quality goals, managing care, monitoring utilization, measuring quality performance, and maximizing practice revenues. This tool provides a set of recommended strategies for optimizing clinical documentation. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	In place
	Might need work

	1.	Identify physician champions
	
	

	2.	Engage the EHR vendor
	
	

	3.	Clarify the goals for improving data quality
	
	

	4.	Assign a data coordinator for the practice
	
	

	5.	Identify priority measures and related data elements
	
	

	6.	Phase in new measures one at a time
	
	

	7.	Test and confirm ability to extract data for priority quality measures
	
	

	8.	Test and confirm the accuracy of data and quality measures
	
	

	9.	Review current workflows and document necessary changes to solve data quality issues
	
	

	10. Work with the vendor to map measure specifications to specific fields and codes
	
	

	11. Create standardized reporting templates in the EHR
	
	

	12. Create a measurement manual with definitions of key measures
	
	

	13. Provide ongoing training and coaching to staff
	
	

	14. Anticipate common errors
	
	

	15. Identify and educate staff about discovered errors
	
	

	16. Implement data integrity checks and protocols to ensure documentation compliance
	
	

	17. Establish ongoing data quality monitoring processes
	
	

	18. Provide rapid feedback to providers on clinical data quality
	
	

	19. Check clinical measures against external benchmarks and internal trends
	
	

	20. Document and implement ongoing processes and procedures to address data quality
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_2_4_OptimizetheFinancialPicture]Tool 2.4 Optimize the Financial Picture

Optimizing the financial picture is a specialized function of practice management professionals. This tool provides a selected subset of strategies used by high performing primary care practices. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	
1.	Invest in provider and staff learning about E&M coding
	
	

	
2.	Optimize revenues with effective E&M coding
	
	

	
3.	Analyze E&M coding distributions by provider and review them on a regular basis
	
	

	4.	Analyze and review the costs of each functional unit of the practice compared to budget at least semi-annually
	
	

	5.	Know the measures of performance required by payer contracts, and review performance on a regular basis
	
	

	
6.	Measure and manage the amount of time physicians spend on non-reimbursable tasks
	
	

	7.	Evaluate the cost of work of other specialties that falls to primary care physicians, and consider ways to minimize this cost
	
	



Next Steps

What would you like to work on next?


[bookmark: Tool_2_5_SupportOrganizational_Learning]Tool 2.5 Support Organizational Learning

In 2012 the Institute of Medicine identified a need to develop a “…continuously learning health system, one that aligns science and informatics, patient-clinician partnerships, incentives, and a culture of continuous improvement to produce the best care at lower cost.” The need for continuous learning extends from the system level to the practice level, including practice teams engaged in improving the ABCS of heart health. Please review the list of strategies and discuss possible next steps with your Practice Coach.

Strategies
	Please indicate which strategies are already in place within your practice setting, and which may need work (even if they are already in place to some degree).
	
In place
	Might need work

	
1.	Engage all team members in planning and execution of QI initiatives
	
	

	2.	Purposely strive to create a patient-centered culture in which all team members feel comfortable identifying quality deficits and opportunities for quality improvement related to the ABCS
	
	

	
3.	Provide team feedback on quality of care measures
	
	

	4.	Support team learning about patient-centered outcomes research as it relates to key patient populations in the practice
	
	

	5.	Support team learning about community health needs and implications for quality improvement, scope of services, and community partnerships
	
	



Next Steps

What would you like to work on next?
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