
TOOLS AND TECHNIQUES FOR PRACTICE TRANSFORMATION



TOPICS

 Assessing your current environment

 Cultivating a culture of excellence

 Closing care gaps

 Improving patient self management

 Reducing ED Utilization



ASSESSING YOUR CURRENT ENVIRONMENT



ORGANIZATIONAL CAPACITY FOR IMPROVEMENT

 Organizational leadership is interested in specific or general 
improvement (improved patient outcomes, patient satisfaction, etc.)

 Organization is willing and able to identify an “improvement” champion 
who will be the practice facilitator’s point person.

 Leadership is willing to provide protected time for key staff to engage in 
improvement work.

 Team members are willing to meet regularly as a quality improvement 
team, and members follow through with this plan.



ORGANIZATIONAL CAPACITY FOR IMPROVEMENT

 Team members are willing to gather and report data on practice 
performance on key metrics

 Practice has sufficient organizational and financial stability to avoid 
becoming too distracted or overwhelmed by competing demands or 
financial concerns.

 Practice is not engaged in other large-scale improvement projects and 
does not have other demanding competing priorities.



CHANGE PROCESS CAPABILITY QUESTIONNAIRE (CPCQ)

 32 questions targeting:

1.  How your practice approaches quality improvement

2.  How your clinic has used various strategies to improve quality of    
care in the past 

http://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod6appendix.html



PROCESS CAPABILITY QUESTIONNAIRE (CPCQ)

Dimensions of Focus:

 Importance of quality care and outcomes

 Cares is patient focused

 Deliberate design of systems catered to the patient

 Availability of resources

 Use of data, measurement to gauge performance quality, achieve goals

 Rapid cycle system tests of change, pre-testing, piloting



CULTIVATING A CULTURE OF EXCELLENCE



CULTURE

Culture is the way we think, act and interact



HOW BEHAVIORS INFLUENCE OUTCOMES

Adapted from R. Cook and D. Woods, Operating at the Sharp End: The Complexity of Human Error (1994)



TOOL FOR CHANGING PRACTICE CULTURE
RELATIONSHIP-CENTERED MEETINGS

 Invest Time in Relationship Building; It Will Pay Large Dividends in 
Efficiency and Performance. 

 Foster High-Quality Conversation

 Explore Differences with Openness and Curiosity -stimulus for creativity, 
not conflict.

 In Pursuing Change, Learn from Successes. 

 When Meetings Get Stuck, Interrupt the Pattern

 Trust the Process; Don’t Try to Control the Outcome.

Reproduced with permission from: Anthony L. Suchman and Penelope R. Williamson. Principles and Practices of Relationship-Centered Meetings 



CLOSING CARE GAPS



GOALS FOR CLOSING CARE GAPS FOR SAFETY NET PATIENTS

 Reduce costly preventable readmissions

 Improve chronic disease management

 Boost patient engagement

 Develop robust and effective population    

health management programs.



FOUNDATIONAL STEPS AIMED AT CLOSING GAPS

Shared knowledge 
and shared decision 

making

• Improve health literacy
• Provide impactful 

education
• Focused on patient’s 

individual background, 
beliefs, and experiences.

Team-based, 
collaborative care

• Collaborative effort 
involving caretakers and 
family members

• Consult other members 
of the patient’s care 
team,

Cultural sensitivity 
and respect

• When care impacts cultural 
norms, religious beliefs, or 
lifestyle choices, clinicians 
must approach these issues 
with respect, sensitivity, and 
understanding.

• Building trusting 
relationships



FOUNDATIONAL STEPS AIMED AT CLOSING GAPS

Risk 
Stratification

• Based on multiple  
co-morbidities, 
unstable chronic 
conditions

• Recent re-admissions, 
ED visits

Care 
Management

• Education
• Group visits
• Wellness & 

prevention classes

IT Systems

• Patient Portals
• Text reminders
• Emails
• Care Gaps Reports
• ADT Feeds



IMPROVING PATIENT SELF MANAGEMENT



HOW CAN SELF-MANAGEMENT SUPPORT BE PUT INTO ACTION?

Defining and sharing the roles and responsibilities of the practice 
care team.

 Successful teams are made up of clinical and administrative staff whose 
roles are planned in advance.

 Provides effective self-management support, a team of clinicians and 
administrative staff need to coordinate closely with each other to provide 
care before, during, and after the patient visit.

 Maximizes the functionality of the team, streamlines workflow and combats 
duplication of tasks

https://www.ahrq.gov/professionals/prevention-chronic-care/improve/self-mgmt/self/sms_home.html



SELF-MANAGEMENT SUPPORT

Some roles and responsibilities include:

 Conducting a team huddle prior to clinic starting

 Gathering clinical data before a visit

 Setting agendas for the visit

 Helping patients set health goals

 Developing action plans for achieving goals

 Tracking health outcomes

 Referring patients to community programs
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REDUCING ED UTILIZATION



REDUCTION IN ED VISITS

Why is this important?
 The overuse of U.S. emergency departments (EDs) is responsible for $38 billion 

in wasteful spending each year
 ED overuse is on the rise across all patient populations, irrespective of age or 

insurance coverage
 Drivers of ED overuse include lack of access to timely primary care services, 

referral to the ED by primary care physicians themselves, and financial and legal 
obligations by hospitals to treat all patients who arrive in the ED 

 Strategies to curb ED overuse include redesigning primary care to improve access 
and scheduling; providing alternative sites for non-urgent primary care; improving 
case management of patients with chronic disease, and using financial incentives 
and disincentives for visit to the ED
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Low Acuity Non Emergent ED Visit
Definition – NYU Classification Categories

LANE VISIT

NON-EMERGENT- The patient's 
initial complaint, presenting 
symptoms, vital signs, medical 
history, and age indicated that 
immediate medical care was 
not required within 12 hours;

EMERGENT-PRIMARY CARE TREATABLE- Based on 
information in the record, treatment was required 
within 12 hours, but care could have been 
provided effectively and safely in a primary care 
setting. The complaint did not require continuous 
observation, and no procedures were performed 
or resources used that are not available in a 
primary care setting (e.g., CAT scan or certain lab 
tests);

EMERGENT – ED CARE NEEDED-
PREVENTABLE/AVOIDABLE - Emergency 
department care was required based on the 
complaint or procedures performed/resources 
used, but the emergent nature of the condition 
was potentially preventable/avoidable if timely 
and effective ambulatory care had been 
received during the episode of illness (e.g., the 
flare-ups of asthma, diabetes, congestive heart 
failure, etc.); and

EMERGENT ED CARE NEEDED-
NOT PREVENTIABLE/AVOIDABLE:  
Emergency department care 
was required and ambulatory 
care treatment could not have 
prevented the condition (e.g., 
trauma, appendicitis, 
myocardial infarction, etc.)





POTENTIAL TACTICS

 After-hours access: Practices that implement after hours call systems that allow patients to access care providers have been 
seen to reduce the frequency of patients going to the ED unnecessarily

 Specialist Collaboration with Primary Care Physician: Specialists should consider contacting a patient’s primary care 
provider prior to recommending a patient go to the ED to determine if a PCP clinic visit is appropriate.

 Patient alerts: Partnerships with local Emergency Departments can create protocols to alert your practice when your patients 
are seen in the ED, letting your practice set follow up appointments to see the patient in clinic the next day.

 Tracking ED visits: Working with local hospitals to receive monthly reports about ED visits of patients affiliated with your 
practice can help identify key opportunities to prevent future non-urgent ED visits.

 Collaboration on care with the local ED: Developing a relationship with the local ED can help to develop shared approaches 
to care for patients that could help to reduce unnecessary emergency department visits and hospitalizations. For example, 
providers can work with local EDs to develop approaches for the prescription of controlled substances such as narcotics, and for
management of common conditions (ex. cellulitis, deep vein thrombosis, heart failure, etc.).

 Community Partnerships: collaborations with local resources, such as urgent care clinics, can provide after-hours and 
weekend coverage for patients while ensuring coordinated care. See the case example above.

 Patient education:Voice messaging systems should clearly indicate how to reach an on-call physician or answering service for 
non-emergent requests. Similarly, education of patients regarding after hours needs should be provided during standard care visits, 
particularly focusing on high utilizers.



Resources and Links
Self Management Support:
1. http://www.aafp.org/fpm/2008/0400/pa6.html
2.   https://www.ahrq.gov/professionals/prevention-chronic-care/improve/self-mgmt/self/sms_home.html

ED Utilization Tool KIT
1. https://midsouthptn.com/milestone-summaries/reducing-ed-visits/

Health Literacy Measurement Tools:
1. Brief Health Literacy Screen (BHLS) 
2. Test Of Functional Health Literacy for Adults (TOFHLA) 
3.Subjective Numeracy Scale (SNS) 
3.Rapid Estimate of Adult Literacy in Medicine (REALM) 
4.Newest Vital Sign (NVS) 
5.General Health Numeracy Test (GHNT)

http://www.aafp.org/fpm/2008/0400/pa6.html
https://midsouthptn.com/milestone-summaries/reducing-ed-visits/


RESOURCES & TOOLKITS

•California HealthCare Foundation’s
Helping Patients Help Themselves: How to Implement Self-Mangement Support

•California HealthCare Foundation's Coaching Patients for Successful Self-Management

•American Academy of Family Physicians’
Improve Care With Patient Self-Management Support

•American Medical Association's Self-Management Strategies for Vulnerable Populations

•American Academy of Family Physicians' A New Approach to Group Visits:
Helping High-Need Patients Make Behavioral Change

http://www.chcf.org/publications/2010/12/helping-patients-help-themselves
https://www.ahrq.gov/externaldisclaimer.html
http://www.chcf.org/publications/2008/08/video-on-coaching-patients-for-successful-selfmanagement
https://www.ahrq.gov/externaldisclaimer.html
http://www.aafp.org/multimedia/performanceassessment/selfman112409.swf
https://www.ahrq.gov/externaldisclaimer.html
http://www.bigshouldersdubs.com/clients/AMA/18-AMA-SelfManagement.htm
https://www.ahrq.gov/externaldisclaimer.html
http://www.aafp.org/fpm/2008/0400/pa6.html
http://www.aafp.org/fpm/2008/0400/pa6.html
https://www.ahrq.gov/externaldisclaimer.html
https://www.ahrq.gov/externaldisclaimer.html


QUESTIONS
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