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Section 1.
Project Overview

1.1
Problem Statement

Community Health Partners has a strong culture of providing high quality, affordable, patient-centered care. CHP’s history of participation in quality collaboratives – DM, CVD, Depression, Oral Health, Access and Redesign, Self Management Support, and Patient Safety – that has led to an imbedding of quality focus that relies on full mission, vision and values alignment supported by measurement-driven improvement work. Yet, it appears quality measures have plateaued. Despite much focus, percent of diabetics with A1c measures in control and percent of patients with diagnosed hypertension with last BP in control has hovered around goal for years. CHP has the opportunity to transform care from the patient perspective in order to improve health outcomes in the form of implementing the Patient- and Family-Centered Health Home (PFCHH) model. 
1.2
Project Description

CHP will build upon current patient- and employee-centered culture, full mission, vision and values alignment, and measurement-driven improvement work to redesign patient care to maximize the benefit to patients, staff, and the community. CHP will analyze current processes, identify areas needing improvement, and develop reengineered processes. CHP will develop systems that allow for innovation at the team and site level and support spread organization-wide. CHP will develop job descriptions, policies, and procedures as needed to imbed and sustain these reengineered systems. Finally, CHP will prepare an application for NCQA accreditation. 
1.3
Project Vision
The process of building better care through the PFCHH: Building Better Care project will help CHP further our mission of enhancing community health and well-being. CHP patients will experience better health outcomes, CHP staff will have increased engagement at work and CHP will experience lower turnover and staff burnout, and the communities of Park and Gallatin Counties will experience improved achievement of health and wellness. CHP also sees our work towards PFCHH accreditation as allowing us to make progress in three national priority focus areas of healthcare improvement: improved health outcomes, better care experience, and reduced cost of care for our patients and communities.
1.4
Project Scope

The scope of the project includes the change concepts listed below. Prior to preparing a NCQA application, CHP employees will analyze the processes. We will document CHP’s current processes, identify opportunities for improvement and design reengineered processes. CHP employees, will design new job descriptions when necessary and implement training programs as necessary to support the transition process.
	Building Better Care Project Includes 

	Empanelment
· Determine and understand which patients should be empaneled in the medical home and which require temporary, supplemental or additional services. 

· Use panel data and registries to proactively contact, educate and track patients by disease status, risk status, self-management status, community and family need. 

· Understand practice supply and demand, and balance patient load accordingly.
· STANDARDS: 1A, 1B, 2A, 2B, 2C, 2D, 2E, 2F

	Continuous and Team-Based Healing Relationships
· Establish and support care delivery teams. 

· Link patients to a provider and care team so both patients and provider/care team recognize each other as partners in care. 

· Assure that patients are able to see their provider or care team whenever possible. 

· Define roles and distribute tasks among care team members to reflect the skills, abilities, and credentials of team members. 

· Cross-train care team members to maximize flexibility and ensure that patients’ needs are met.
· STANDARDS: 1A, 1B, 3A, 3B, 3C, 3D, 3E

	Patient-Centered Interactions

· Respect patient and family values and expressed needs. 

· Encourage patients to expand their role in decision-making, health-related behaviors, and self-management. 

· Communicate with their patients in a culturally appropriate manner, in a language and at a level that the patient understands. 

· Provide self-management support at every visit through goal setting and action planning.
· STANDARDS: 4A, 4B

	Engaged Leadership
· Provide visible and sustained leadership to lead overall culture change as well as specific strategies to improve quality and spread and sustain change. 

· Establish and support a QI team that meets regularly and guides the effort. 

· Ensure that providers and other care team members have protected time to conduct activities beyond direct patient care that are consistent with the medical home model. 

· Build the practice’s values on creating a medical home for patients into staff hiring and training processes.
· STANDARDS: All. . . . 

	Quality Improvement Strategy
· Choose and use a formal model for quality improvement. 

· Establish and monitor metrics to evaluate improvement efforts and outcome; ensure all staff members understand the metrics for success. 

· Obtain feedback from patients/family about their healthcare experience and use this information for quality improvement. 

· Ensure that patients, families, providers, and care team members are involved in quality improvement activities. 

· Optimize use of health information technology 
· STANDARDS: 2D, 4B, 8A, 8B, 8C, 8D, 8E, 8F

	Enhanced Access
· Promote and expand access by ensuring that established patients have 24/7 access to a care team via phone and/or in-person visits. 

· Provide scheduling options that are patient- and family-centered and accessible to all patients. 

· Help patients attain and understand health insurance coverage.
· STANDARDS: 1A, 1B

	Care Coordination
· Link patients with community resources to facilitate referrals and respond to social service needs. 

· Provide care management services for high risk patients. 

· Integrate behavioral health and specialty care into care delivery through co-location or referral protocols. 

· Track and support patients when they obtain services outside the practice. 

· Follow-up with patients after an emergency room visit or hospital discharge. 

· Communicate test results and care plans to patients/families.

· STANDARDS: 3C, 3E, 6A, 6B, 7A

	Organized, Evidence-Based Care
· Use planned care according to patient need. 

· Use point-of-care reminders based on clinical guidelines. 

· Enable planned interactions with patients by making up-to-date information available to providers and the care team at the time of the visit.
· STANDARD: 2E, 2F, 3A, 3B


	Project Excludes

	NCQA Standard 9: Advanced Electronic Communication 


1.5
Critical Success Factors

· The following factors are critical to measuring the success of the project:
· Improved patient experience as measured by patient survey and focus group data

· Improved patient empowerment related to self-care, as measured by patient survey and focus group data
· Improved patient health outcomes – meeting or exceeding the following goals, as measured internally and on the UDS
· Goal –75%ile (70%) of hypertensive patients will have a blood pressure of less than 140/90 at their last visit.

· Goal –75%ile (80%) of diabetic patients will have a recent hemoglobin A1C level less than 9%.

· Goal –75%ile (68.57%) of females 24-64 years of age who have received a PAP during the recording period

· Goal –75%ile (81.43%) of 2 year olds with appropriate immunizations

· Improved access

· Goal – Third next available appointment at 0-1 days for full time providers, 2-4 days for part time providers

· Goal – Future open capacity at or above 80% at all medical clinics

· Improved staff engagement as measured by quarterly surveys and turn-over rate trending
· Improved patient safety

· Goal – clinical summaries (patient plans) provided to patients for more than 50% of all office visits.
· Improved collaboration with other health care providers, including specialty practitioners, hospitalists, pharmacies, and both LMH and BDH services
1.6
Assumptions

CHP has approved staff time and limited increased staffing (additional MA support as requested through Expanded Medical Capacity grant) to support this effort through 2011.
1.7
Constraints

In order to apply using 2010 guidelines for NCQA application, it must be completed in 2011.
Section 2. 
Project Authority and Milestones

2.1
Funding Authority

The budget has yet to be developed. Funding for limited additional staffing has been requested as part of an expanded medical capacity grant request.
2.2
Project Oversight Authority

The following oversee the project:  the CHP Board of Directors, the CHP Chief Executive Officer, the CHP Steering Committee, and the CHP Project Manager. The CHP implementation team will update the CHP Project Manager on a weekly basis, at minimum. The CHP Project Manager will update the CHP Steering Committee and the CHP Chief Executive Officer on a biweekly basis, at minimum. The CHP Chief Executive Officer will update the Board of Directors on a monthly basis, at minimum.  
2.3
Major Project Milestones

The following items represent major project milestones/deliverables. 

	Milestone/Deliverable 
	Planned Completion Date

	Develop Charter, Timeline, and Identify Three Clinically Important Conditions
	

	Project Kickoff
	

	Initial Innovation pilot teams design timeline with project manager
	

	Innovation pilot teams design PDSAs
	

	Access and Empanelment Pilot Begins (CHP-Bozeman) (STDS 1, 2, 8)
	

	Patient Centered Pilot Begins (CHP-Livingston) (STDS 4, 8)
	

	Team Care Pilot Begins (CHP-Belgrade) (STDS 3, 6, 7, 8)
	

	Spread Pilot Begins (CHP-West Yellowstone)
	

	Spread Teams Share Best Practices and Implement at all Sites
	

	All Staff Summit showcases innovation site best practices
	

	Begin reporting
	

	NCQA Mock Application Submitted
	

	NCQA Application Submitted
	

	Steering committee and innovation team members share with other CHCs
	


Section 3. 
Project Organization

3.1 Project Structure

CHP Structure
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Board of Directors – The Board of Directors provides general direction for the project, including approval of the project budget. Issues may be escalated to the Board of Directors when decisions could significantly impact community partnerships, the services provided by CHP, or the project budget.

Chief Executive Officer – The Chief Executive Officer (CEO) serves as a liaison between the Steering Committee and the Board of Directors. The CEO updates the Board of Directors on the progress of the project, presents issues requiring Board of Director action, including budget requests. The CEO may choose to escalate issues to the Board of Directors. The CEO approves project staffing and adjusts workloads to allow team members the time to complete deliverables.
Steering Committee – (Project Coordinator, COO, Nurse Quality Coordinator, CFO, Resource Coordinator, Data Analyst, Clinic Manager, Medical Director, CEO, HR Manager, patient advisor #1, patient advisor #2)  The Steering Committee guides the planning, implementation and evaluation of the project. The Steering Committee:
· Establishes the scope of the project

· Processes included in project

· Goals for the project

· Timeframe for completion

· Staff requirements

· Provides input to the Project Manager on design and implementation issues
· Reviews the status of the project to ensure that project goals are being met

· Provides input on and assist with information dissemination to affected employees, patients, and community partners
· Provides guidance to Project Manager on risk management activities

· Approves changes to the project scope

Steering Committee meetings will be held throughout the duration of the project. 
Project Manager – The Project Manager assumes the responsibility for developing and managing the timeline of project progress and completion. The Project Manager converts the project scope, defined by the Steering Committee into a detailed work plan. The work plan includes important deliverables, deadlines for delivery, and parties responsible for the delivery. The Project Manager successfully manages and controls the work including:
· Identifies, tracks, manages, and resolves project issues
· Escalates issues to Steering Committee when necessary
· Proactively disseminates project information to all teams 

· Identifies, manages, and mitigates project risk 

· Ensures quality of deliverables and overall project 

· Proactively manages scope to ensure that only what was agreed to is delivered, unless changes are approved by the Steering Committee 

· Communicates project status and progress to the Steering Committee, project teams and CHP employees. 

· Manages the overall schedule to ensure work is assigned and completed on time and within budget 

Technical Advisory Team: (IT Manager, EMR Superuser, EPM Superuser, Data Analyst) The technical advisory team will assist project teams in developing data collection tools, reports and information flows. This team also assists with work station alterations and/or additions or changes in hardware or software needed to test a reengineered process. This team will also support the measurement process in regards to achieving NCQA recognition. This team will consult with project teams as needed and provide feedback and advice to the Project Manager and Steering Committee on a regular basis. 

Patient Advisory Panel:  The patient advisory panel will meet regularly and provide feedback to project teams on ideas and changes. The panel may be asked to help PDSA new systems or do clinic or workflow “walk-throughs.” The panel will consult with project teams as needed and provide feedback and advice to the Steering Committee on a regular basis.

Innovation Team 1: Access/Empanelment – CHP-Bozeman

(Team Leader: COO Team Members: Provider, RN, Nurse Quality Coordinator, EPM Superuser)
The Access/Empanelment Team will create a pilot site for practice innovation and improvement related to patient access to care and empanelment. This team will be guided by the following change concepts: Engaged Leadership, Empanelment, Continuous and Team-Based Healing Relationships, and Enhanced Access and will create measures in line with NCQA standards 1, 2, and 8. This team will develop PDSAs to test new policies, procedures, and work flows that improve patient-provider continuity and access to the care team and will design a spread strategy to assist other CHP sites in implementing new models of care. This team will provide feedback and advice to the Project Manager and Steering Committee on a regular basis. 
Innovation Team 2: Team Care Team – CHP-Belgrade

(Team Leader: Nurse Quality Coordinator Team Members: Provider, RN, MA, Behavioral Health, Front Desk)
The Team Care Team will create a pilot site for practice innovation and improvement related to team care. This team will be guided by the following change concepts: Engaged Leadership, Care Coordination and Organized, Evidence-Based Care will create measures in line with NCQA standards 3, 6, 7 and 8. This team will develop PDSAs to test new policies, procedures, and work flows that improve team continuity, planned care, and optimizing every team member’s role in patient care and will design a spread strategy to assist other CHP sites in implementing new models of care. This team will provide feedback and advice to the Project Manager and Steering Committee on a regular basis. 

Innovation Team 3: Patient-Centered Care Team – CHP-Livingston

(Team Leader: Resource Coordinator Team Members: Clinic Manager, Front Desk Coordinator, Provider, RN, LPN) 

The Patient-Centered Care Team will create a pilot site for practice innovation and improvement related to patient-centered care. This team will be guided by the following change concepts: Engaged Leadership, Patient-Centered Interactions, and QI Strategy, and will create measures in line with NCQA standards 4 and 8. This team will develop PDSAs to test new policies, procedures, and work flows that improve patient experience and patient empowerment related to self care and will design a spread strategy to assist other CHP sites in implementing new models of care. This team will provide feedback and advice to the Project Manager and Steering Committee on a regular basis. 

3.2
Roles and Responsibilities

	Person
	Role

	
	

	
	


3.3
Project Facilities and Resources

The following table lists the project's requirements for facilities and resources needed to support the project environment.

	Resource Requirement
	Responsibility

	
	

	
	


Section 4. 
Points of Contact

	Primary Contact
	Name/Title/Organization
	Phone
	Email

	
	
	
	

	Secondary Contact
	Name/Title/Organization
	Phone
	Email

	
	
	
	


Section 5.
Glossary

Clinically Important Condition – a chronic or recurring condition that a practice sees most frequently, such as otitis media, asthma, diabetes or congestive heart failure. The most frequently seen single-episode conditions may also be clinically important conditions such as colds or urinary tract infections.

Evidence-Based Guidelines – clinical practice guidelines that are known to be effective in improving health outcome. The effectiveness is determined by scientific evidence or, in the absence of scientific evidence, professional standards or, in the absence of professional standards, expert opinion.

EMR – Electronic Medical Records

EPM – Electronic Practice Management – includes scheduling and billing
NCQA – National Committee for Quality Assurance

PCHH – Patient-Centered Health Home

PCMH – Patient-Centered Medical Home
PDSA – Plan, Do, Study, Act model for rapid process redesign

PFCHH – Patient- and Family-Centered Health Home
Practice Guidelines – systematically developed descriptive tools or standardized specifications for care to assist practitioner and patient decisions about appropriate health care for specific clinical circumstances. Practice guidelines are typically developed through a formal process and are based on authoritative sources that include clinical literature and expert consensus. Practice guidelines may also be called PRACTICE PARAMETERS, TREATMENT PROTOCOLS or CLINICAL GUIDELINES.

Registry – a searchable list of patient data that the practice actively uses to assist in patient care.

Treatment Plan – a written action plan based on assessment data that identifies the individual or patient's clinical needs, the strategy for providing services to meet those needs, the treatment goals and objectives.

Section 6. 
Revision History
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Section 7.
Appendices

Include any relevant appendices.

(
. 

_1354529540.vsd
CHP Board of Directors


Patient Advisory Panel


CEO


Steering Committee


Project Manager


Access/Empanelment Innovation Team


Team Care Innovation Team


Patient-Centered Care Innovation Team


Spread Innovation Team


Technical Advisory Team



