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What do you need to drive success? 

What are the dimensions of a successful process?   
Translation: If you don’t have the following in place, it doesn’t matter 

how great your consultants are. 

• An effective leadership team, especially 

physicians 

• Staff engagement and empowerment 

• Effective change management and learning 

process 

• System to use data and measure progress 

• Resources or staff capacity to accommodate 

transformation 

 
Source: PCPCC “A Practice Guide to PCMH Transformation Resources” 2013 update. 



4 © 2009-2014 Network for Regional Healthcare Improvement 

What you need 

to drive 

success 

Do you have… Do they have… 

Leadership Physician leaders who are ready 

to step forward ad a “project” lead 

An ability to credibly cultivate 

and groom leaders 

Staff engagement Buy-in to start a process An approach that targets all 

team members 

Learning process Have experience learning together 

within the practice and experience 

with improvement methods 

A clear strategy, staffing and 

methodology for learning, 

coaching and improvement 

Data and 

measurement 

Access to accurate data to drive 

improvement 

Technical resources to work 

within your EHR or liaise with 

your vendor to get data 

Resources/ 

capacity 

Resources and bandwidth to 

initiate and sustain an effort 

A train the trainer model or 

boots on the group to address 

gaps if needed 

Consider your consultant’s approach and your 

readiness on each dimension 
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Case Study 1:  Colorado Beacon Consortium 

(CBC) 

• 51 practices – 41 family medical practices, 6 internal medicine and 4 pediatrics 

• Cohort-based learning lasting 12-15 months 

• Offered up to $10,000 to off set costs associated with transformation activities 

• Invested in quality improvement advisors, technical resources and learning 

collaborative approaches to achieve and sustain gains 

Source: Supporting Primary Care Practices in Building Capacity to Use Health Information Data.  Fernald et al. 2014. 

AcademyHealth EDM Forum Publication. 
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Case Study 2:  Pittsburgh Regional Health 

Initiative (and other regional efforts) 

• Federal programs such as the Regional Extension Center Program and 

the Comprehensive Primary Care Initiative have helped several 

regional groups further develop their capacity to serve as consultants 

and coaches to practices in their regions – and outside of their regions 

 

• Pittsburgh Regional Health Initiative 

• Since 2006 has worked with 330 primary care 

practices in Western PA, including the Safety Net 

Medical Home Initiative 

• Has a trademarked coaching methodology for quality 

improvement, dedicated EHR/IT support, PCMH 

transformation services and behavioral health/primary 

care integration 
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National Partnership for Women & Families 

 National, non-profit, consumer organization with 40 years of 
experience working on issues important to women and families. 

 

 Diverse health care portfolio, including:  

Patient and Family Engagement/Patient and Family Partnerships 
Quality Measurement and Public Reporting 
Health Information Technology 
Delivery System Redesign 

 

 

About Us 
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 Opportunities (and perhaps challenges): 

 Meaningful Use  

 Quality Measurement and Public Reporting 

 Electronic Medical Records 

 Patient-Centered Medical Home 

 Patient-and Family-Centered Care 

 Population Health 

 Care Coordination 

 

 Pilots/Programs/Projects: 

 Aligning Forces for Quality 

 Comprehensive Primary Care Collaborative 

 Transforming Clinical Practice Initiative 

Primary Care Transformation 
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Practice Transformation Strategies 
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 Shift culture to one in which patients and family members are 

viewed as partners in the journey toward transformation.  

 Work with patients and families to identify gaps and 

generate solutions. 

 Develop partnerships via an established infrastructure or an 

ad-hoc basis—or both. 

 



 

 

 

Partnership Opportunities 
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Work with patients and families on: 

 

• Governance and operational issues 

• Quality improvement 

• Patient safety 

• Community outreach and supports 

• Care processes and patient flow 

• Access and patient portals 

• Patient experience 

• Patient education tools, care plans 

• Shared decision-making tools 

 

 

….any and all aspects of care design, delivery, and evaluation…. 



 Higher patient experience scores 

 Better patient engagement  

 Higher clinician/staff satisfaction/”joy in practice” 

 Reduces the amount of re-work  

 Increased market share  

 Better patient outcomes 

 

Benefits to Partnering with  

Patients and Families 
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 Necessary Attributes : 

 Strong leadership support 

 Engaged staff, including champions 

 Ready and willing to implement changes 

 Overall agreement on PFCC vision and priorities 

 Understanding of the value of partnering with patients and families 

 Some initial resources, including a PFCC point-person 

 

Achieving Success & Testimonials 
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“We are amazed at the potential our group has to truly transform the way we collaborate 

with our patients to practice medicine here!”~Springfield Health Care Center 

This is quite wonderful. I wish we had started 

this Council earlier.” ~San Luis Valley Health  



 Site visit to meet with practice leaders and staff and to assess 
practice design, processes, delivery, etc. 

 Determine partnership goals, pain points, and partnership 
opportunities. 

 Provide site visit report outlining observations and 
recommendations. 

 Share best practices for recruiting, orientating and engaging 
patient and family partners. 

 Provide tools and resources for success. 

 Convene periodic conference calls to discuss progress, 
mitigate challenges, plan for future activity. 

 

 

Technical Assistance & Support 

15 



For more information  

Find us: 

 

 
 
 

www.NationalPartnership.org 

www.CampaignforBetterCare.org  |  www.PaidSickDays.org   

 

Follow us: 

 

 
 

 

www.facebook.com/nationalpartnership 

www.twitter.com/npwf      

 

Contact me: 
 

Jennifer Sweeney 

Vice President 

Jsweeney@nationalpartnership.org 

202-986-2600 
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Practice Transformation 
PCPCC Annual fall Conference 

November 13, 2014 

Medical Home R’ US!!! 

You & Me 

Primary Care 
Way we treat 
Way we operate 
It’s about…patient 
Practice Perspective 

Miriam T. Vincent, MD, PhD, JD 

Professor and Chair 

Department of Family Medicine 

Medical Director of Ambulatory Care 

SUNY-Downstate School of Medicine 

http://www.saturdayeveningpost.com/2012/08/17/art-entertainment/jc-leyendecker.html/attachment/the-doctor-and-the-doll


This is not “business as usual” 
-administrative  

-clinical 
 



Need Leadership-Transformation 

• Inpatient            Outpatient- Where we deliver care 
• How we  deliver our care 
• What care is valued? 

 
 

 
 

• Who delivers care? 
• Patient Care Navigators and Care Coordinators 
• Pharmacists 

HealthBridge Managed! 

Prevention? 



Leadership 

President Skip Williams 

Program Director 
PCDC Consultant 
(Fred to Debra) 

IT 



Policies and Procedures 



Clinical Practice: Development and Implementation of 

Policies and Procedures 

• Patient Centered Care 

• Access-care & communication with team and 
provider 

• Coordination of care 

• Evidence Based care   

• Documentation-EMR  

• Policies & Procedures 



How do we implement this at 
Downstate? 

 



Access: answering phones, walk-ins, 
appointments, portals, PCP 

…then, Ambulatory Care Executive, 
EPIC, Medical Executive Board, 
Regulatory, post…Implement 

Day 

Night 



THE HUDDLE !!! 

• When  

• Who  

• Where 

• How 

• Why 

? document 



Coordination 

• Consultation  

• Can’t “kick out” patient 

• Roll out the “red carpet” 

• Put the pieces together- EMR!!! 

• For who? 



Chronic Care Management 

• Evidenced Based Practice 

• Health care Maintenance 

• NCQA 

• HEDIS 

• Wellness 

• CCI 



We Deliver… 
Wellness Module…”clock” 

Diabetes Flow Chart 
CHF note 

 



Diabetes Flow Sheet 

• ADA 

• Evidence –Based  

• Collaborative 

• Met Target? 

• EMR 

• Tested? 

• Challenges? 





CHF-note (labs fill in) 

• Clinical Practice 

• Education: Dx, Evaluation, Treatment 

• Treatment-standardize and optimize 

• Safety 







Wellness Module 

• Health Care maintenance-UPDATE 2014 

• Where does early Det & Tx make a difference 

• USPTF 

• Community  

• Patients needs 

• Professional Societies 

– ACP, AAP, AAFP 

• Ht, Wt, BMI, Screening+ dental+ diet+ depression…. 



 



How are we doing? 

Bring up the diagnosis!!! 
EMR 



Evidenced Based-Best Practices 

One size does 
not fit all 
but… 

National 
Standards 
of care 

Best practices 
mean evidence! 

Basis in Law 



Document!!! Document!!!Document… 

Does this effort meet “standards” for this element? 



Always someone checking… 

IPRO 
Insurers 
Managed Care Companies  
NYS 
Feds 



Policies and Procedures 



Is this easy? 



Primary Care 
We are here!!! 

We are doing this!!!  
NOW 



Special Projects 

• CCI: PHQ-9  for all adults! 

• Developmental Screening: for all children 

• Language:???  

• And… We are under the magnifying glass 

• EVERYTHING we do or don’t do gets 
reported. 



Why? 
 

What do YOU think??? 



Evolve…now what? 

• What do we need to do better? 

• Facilitation! 

• Systems 

– It 

– Communication 

– Patient Portal 

 



How do we implement this at 
Downstate? 
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