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Appendix E

The Burke-Litwin Model of Organizational Performance and Change

The Burke-Litwin Model of Organizational Performance and Change. Reprinted from “A causal
model of organizational performance and change,” W. W. Burke & G. H. Litwin, 1992, Journal

of Management, 18(3), p. 523-545. Copyright 1992 by the Southern Management Association.
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Quality Improvement Meeting Budget for Implementation Period

Appendix F
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Position Hourly Wage Dedicated Time at Total Cost
Three QI Meetings

Registered Nurse x2 $28.00 3 hours $168.00

Nurse Practitioner x2 $51.36 3 hours $308.16

Office Manager x1 $22.29 3 hours $66.87

Front Office Coordinator x1 | $22.29 3 hours $66.87

Grand Total

$609.90
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Appendix G

Project Outline

Obtaining University Human Research Committee for IRB approval under the exempt status for quality improvement work on
December, 2, 2017.

Disseminating plan for proposed initiative to gain approval from key stakeholders to implement by December 12, 2017.

Collating and reviewing baseline performance data for HEDIS measures and incentivized reimbursements with staff by January 14,
2018.

Establishing meaning for the initiative by reviewing the landscape of payment reform and opportunity for incentivized
reimbursement with staff by January 14, 2018.

Engaging staff to identify quality measures of focus for supportive activities during implementation period by January 14, 2018.

Providing dedicated time for Ql activities by scheduling three QI meetings by January 14, 2018.

Engaging staff to collaboratively develop process improvements to support continuous QI work at first formal QI meeting by
January 14, 2018.

Driving change with data by developing and introducing a QI dashboard to the health center by January 14, 2018.

Implementing patient care technology efficiencies to support quality measure satisfaction and incentivized reimbursements by
January 14, 2018.

Defining and communicating staff roles and responsibilities to improve HEDIS measures and incentivized reimbursements by
January 14, 2018.

Collating and presenting updated HEDIS measures and incentivized reimbursements reports to staff at the second and third QI
meeting by March 14, 2018.

Evaluating staff perceptions of organizational Ql strategy with a pre- and post-implementation survey by March 14, 2018

Delivering a toolkit to support continuous Ql at the nurse-managed health center by March 14, 2018.
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Appendix H

Quality Improvement Dashboard

Quality Improvement Dashboard

Priority Health Bonus Paid (YTD) $3.411 $4,951 na

Priority Health Available Opportunity $27,197  $24,787 n'a

Meridian Health Bonus Paid (YTD) $10,375  $9,000  $9,000

Meridian Health Available Opportunity $11,785  $10270 $10275

HEDIS Measure (% Satisfied per Athena Report) Goal Dec 2017 Jan 2018 Feb 2018 Mar 2018
Breast Cancer Screening T0%  49% 50% 63% 67%
Cervical Cancer Screening 21-29 3% 23% 23% 68% 67%
Cervical Cancer Screening 30-64 3%  55% 34% T6% T8%

Tobacco Cessation 60%  37% 3% 43% 46%
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PCMH Readiness Assessment — QI Strategy

Appendix |
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ltems Level D Level C Level B Level A
5. Quality are not organized or ...are conducted on an are based on a proven are based on a proven improvement
improvement supported consistently. ad hoc basis in reaction to improvement strategy in strategy and used continuously in
activities specific problems. reaction to specific problems. | meeting organizational goals.
2 2 4 5 6 7 8 9 10 1 12
6. Performance ...are not available for the ...are available for the clinical | ...are comprehensive— ...are comprehensive—including
measures clinical site. site, but are limited in scope. | including clinical, operational, | clinical, operational, and patient
and patient experience experience measures—and fed back
measures—and available to individual providers.
for the practice, but not for
individual providers.
1 2 3 4 5 6 7 8 9 10 1 12
7 Quality ...a centralized committee ...topic specific ...all practice teams supported | ...practice teams supported by a
improvement or department. Ql committees. by a Ql infrastructure. QI infrastructure with meaningful

activities are
conducted by

o

. An Electronic
Health Record
that supports
Meaningful Use

2 3

...Is not present or is
being implemented.

4 4] 6

... isin place and is being
used to capture clinical data.

7 8 9

...is used routinely during
patient encounters to provide
clinical decision support and
to share data with patients.

7 8 ]

involvernent of patients and families.

10 n 12

... is also used routinely to support
population management and quality
improvement efforts.

PCMH Readiness Assessment Survey. Reprinted from The Patient-Centered Medical Home
Assessment Version 4.0 by Safety Net Medical Home Initiative, 2014, Retrieved from
http://www.safetynetmedicalhome.org/sites/default/filessPCMH-A.pdf. Copyright 2014 by The
MacColl Center for Health Care Innovation at Group Health Research Institute and Qualis

Health.
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Appendix J

Implemented Patient Care Technology Efficiencies

Quality Measure

Corresponding Patient Care Technology Improvement

Cervical Cancer

Screening

Cervical cancer order set prompting diagnosis and lab code for age
based screening protocol consistent with ACOG guidelines.
Updated gynecological history template to provide consistent field

for documenting cervical cancer screening history

Breast Cancer

Screening

Screening mammogram order set for commonly used imaging
facilities with verified fax numbers and an automatic alarm
prompting follow-up if no results are available after 4 weeks.
Updated gynecological history template to provide consistent field

for documenting breast cancer screening history

Tobacco Cessation

Counseling

Tobacco cessation counseling order sets based upon time spent
counseling that generates diagnosis code, printable patient
information handout, and corresponding billing code to facilitate
reimbursement. Includes a text macro (“.smoking”) that prompts a
documentation template to facilitate the counseling process and

satisfy billing requirements.
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Appendix K

Results from PCMH Assessment Survey

Quality Improvement Activities

[T}

[X]

o

«dre not organized or ~are conducted on an ad hoc -.2re based on a proven .are based on a proven
supported consistently (Level D) basls in reaction to spedific improvement strategy in improvement strategy and used
problems (Level ) reaction to specific problems continuously in meeting
{Lewvel B) organizational goals (Lewvel A)

Figure K1. Distribution of results from Patient Centered Medical Home assessment survey by
developmental category on quality improvement activities at baseline (January 2018) and current
(March 2018).
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Performance Measures

&
5
4
3
2
1
4]
.are not avallable for the dinical ...are available for the clinical ..are comprehensive- including .8re comprehensive- including
site {Level O] site, but limited in scope [Level C) clinical, operational and patient dlinical, operational, and patient
experience measures - and experience measuras- and fed
available for the practice, but not back ta individual providers
for individual providers [Level B) (Level A)

Figure K2. Distribution of results from Patient Centered Medical Home assessment survey on
performance measures at baseline (January 2018) and current (March 2018).
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Quality Improvement Activites are Conducted by

(8]

[ %)

[y

. centralized committee or wtopic specific Gl committees «all practice teams supported practice teams supported by
department (Level D] {Lewel C] by a Ql infrastructure (Level B) a Ol infrastructure with
meaningful involverment of
patients and families {Level A)

Figure K3. Distribution of results from Patient Centered Medical Home assessment survey on
who conducts quality improvement activities at baseline (January 2018) and current (March
2018).
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An Electronic Health Record That Supports Meaningful Use

7]

[y

..[5 not present or is being ..lsin place and is being used to «. Is used routinely during patient .5 also used routinely to

implemented {Lewel D) capture clinical data {Lewel C) encounters to provide clinical support population maangement
decision support and to share and quality improvement efforts
data with patients [Lewvel B) {Lewel A)

Figure K4. Distribution of results from Patient Centered Medical Home assessment survey on
electronic health record utilization to support quality improvement at baseline (January 2018)
and current (March 2018).
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Aggregate Results for PCMH Assessment Survey on Quality Improvement

Survey Item

Baseline Average Numerical
Response with Corresponding
Developmental Level

Current Average Numerical
Response with Corresponding
Developmental Level

Quality improvement
activities

Performance
measures

Quality improvement
activities are
conducted by

An electronic health
record that supports
Meaningful Use

3.5-Level C

... are conducted on an ad hoc
basis in reaction to specific
problems

6.2 - Level C
... are available for the clinical
site, but are limited in scope

3.3-Level D
... acentralized committee or
department

7.7 - Level B

... 1s used routinely during patient
encounters to provide clinical
decision support and to share data
with patients

0.0 - Level B

... are based on a proven
improvement strategy in reaction
to specific problems

0.2 - Level B

... are comprehensive, including
clinical, operational and patient
experience measures, and
available for the practice, but not
[for individual providers

6.5 - Level C

... topic specific QI committees

10.2 - Level A

... is also used routinely to
support population management
and quality improvement efforts

Note. Level D, Level C, Level B, Level A: in ascending order from least comprehensive, and
lowest degree of PCMH readiness, to most comprehensive, and highest degree of PCMH

readiness.
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Appendix M

Tobacco Cessation Counseling Order Set — Toolkit Guide

Select order set...

V2athenoNet  Calendar Patients Claims Financials Reports Quality Support Q mcontreras21  Log out
Today | 30 Minutes | Kim Fenbert, NP .

Epion TEST PATIENT
2yoF 10191985 #12391 @ o~¢ Review  HPI  ROS P AP Sign-off
Problems A ) Assessment & Plan (‘i) DIAGNOSES & ORDERS Next

[ smoking| J

e Patientrisk  S€Arch “smoking” and
Risk score 019° .
“*" select corresponding Order Sets 2 S
Smoking Cessation Counseling 3-10

postearim®counseling timeframe ™ il el
stopping smoking: care instructions
smoking cessation counseling, 3-10
Care Episodes & Track : e
are tpisoages rackin (+)
P 9 =/ ” m\ Smoking Cessation Counseling >10
Patient Goals () minutes (3)
idinibbekiobo smoking cessation counseling, >10
minutes
stopping smoking: care instructions

Diagnoses {31) ’

Patient Instruction

postpartum state

smoker

MalnOffice | [0 ] ¢ Jotsks | [0

o e

Today | 30 Minutes | Kim Fenbert, NP .

YsathenaMet  Calendsr  Patients Clalms  Financlsls  Reports Ouality  Support O3

Epion TEST PATIENT
32yo F 10-19-1985 #12391 ) Review HPI  ROS  PE  AJPv Sign-off
Prablems " @ Assessment & Plan (+) DIAGNOSES & ORDERS Next
Prsbiema :ffi.":rﬁ_':fw 3 tobacco user
This will generate the
; § stopping smaoking: care instructions
dlagnosls COde and smoking cessation counseling. 3-10 minutes i
counseling order Send 01-23-2018 [&] O sTAT
| e - T
. . send to In-House Test
Select “documentation SR
~ Diocy tati l
only” so a follow up order S Rt
is not created 2C results (3 ReCIPENT
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Use text macro in discussion note section...

Vrathenaklot Calendar  Patienti Clalmd  Flranckal

Epion TEST PATIENT
32yo F 10-19-1985 2391 @)

Problems A (+)

Patient risk
Risk score 0197 No score gag

postpartum depression

Prompt text macro by typing
.smoking in the discussion
note section. (must start wit

" H)

a .

Reports

®@E

Quality Suppert

Review HP ROS PE

A/Pv Sign-off

Patient Goals

A meontrerss2:

MNext
Patient Instructions
Discussion Notes
smoking e
Follow Up +) RETURN TO OFFICE
MainOMce | |0 | 0 Otasks

Lig out
Today | 30 Minutes | Kim Fenbert, NP .

(7]

V7 athenaNet

(o]

-

Calendar Patients Clalms  Financials

Epion TEST PATIENT
32yo F 10-19-1985 #2391 @

Problems

Moo Patient risk
l Risk score 0197  No score gap

Complete discussion note template
to satisfy documentation
requirements for counselin

Reports

Quality Support O

A/PY Sianof

Patient Instructions

Discussion Notes

The patient was counseled on smoking cessation for 3 - 10 minutes Current

tobacco use as noted in social history. Reviewed health risks related to tobacco use. Discussed

support and medication options. At this time the patient is ready to quit Patient

agrees to| | |and

beginning Chantix

beginning Welbutrin

contacting tobacco quit line

beginning nicotine replacement therapy
Follow U using discussed cessation strategies

discussing at follow up appointment

{=]
e|

—1 1239 B mcontreras2t

Today | 30 Minutes | Kim Fenbert, NP .

Log out

Next
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Review billing tab. ..

YsgthenaMot Calendsr Patiests Clalms  Finenclsli  Reports Qualty Support O ECEE ©  rcontrerm2t Logout
: Today | 30 Minutes | Kim Fenbert, NP
Epion TEST PATIENT . .
32y0F 10191985 #12391 @ Review HPI  ROS  PE A/ Sign-off~ | close -

» Biling e v

Services
Apply all IC0-10 codes to all services Print
Procedure Code Code Decription Madifiory Units 1CD-10 Codes Bt
Mon Fee-Afecting)
[
7120
| Missing Procedure Code

' Other Apgiy all KD-10 codes
SMOKING CESSATION COUNSELING, 3-10 MINUTES
99406 TORACCO USE CESSATION INTERMEDIATE 3-10 2720
MinNuTE

This order set will also generate the meenescusns 201818 - PREPROCEDURAL EXAMINATION
corresponding billable code based ‘" ™™
on time spent counseling (99406 vs

99407).

Main Office | [ 0 || 0 |owmsks | (7]
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Appendix N
Quality Improvement Roles and Responsibilities — Toolkit Guide

Office Manager/Patient Services Manager

On the 1% of each month:

e Obtain enrollment lists from Meridian and update Meridian Health enroliment spread
sheet on shared drive (Nursing-Data> FHC_OFFICE> Incentive Program> Meridian

e Obtain Incentivized reimbursement report from Meridian provider portal and update
Quality Improvement Dashboard on shared drive (Nursing-Data> FHC_DATA> Quality
Performance Reports)

On the 15" of each month:

e Obtain enrollment list from Priority Health — PIP 075, and update Priority health
enrollment spread sheet on the shared drive (Nursing-Data> FHC_Office> Incentive
Program> Meridian Health)

e Obtain incentivized reimbursement reports from Priority Health (PIP 015B) and update
Quality Improvement Dashboard on shared drive (Nursing-Data> FHC_DATA> Quality
Performance Reports).

e Update quality report folders on shared drive by downloading individual provider reports
and collective organizational reports from Athena Quality Management reporting.

o Individual provider reports should also be exported to Excel to create a list of
patients with unsatisfied measures (See Guide to Quality Reporting on the shared
drive).

e Updated Quality Improvement Dashboard with data from incentivized reimbursement

reports and Athena quality management report
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e Review incentive opportunity worksheets from Meridian and Priority (PIP 011A)
unsatisfied measures on the 15" of each month. Consider opportunities for care
transformation based upon performance scores.

Front Office Support Staff

As needed:

e Verify assigned PCP for all scheduled appointments. Update PCP with insurer if any
provider outside of the GVSU FHC using the PCP Change Form

e Utilize patient enrollment spreadsheets on shared drive to contact non-established
patients and newly assigned patients (Enrollment reports available the 1% of each month).

e Notify Priority Health by fax of patients that fail to respond to three separate outreach
attempts or already have a PCP with the Priority Health Patient Discharge Form on the
shared drive

e Notify Meridian account representative, Melissa Kuiper, by fax (313-202-0061) of
patients that indicate they are seeing another PCP.

e Contact patients on unsatisfied measures list compiled by clinical staff. Create a patient
case and alert note when contacting patients. Patients should be contacted at 1 week
intervals with the 3™ outreach being a mailed letter if we have been unable to reach the
patient.

o The case can be closed when the patient is scheduled for an appointment to
address QMs or if the outreach attempts are unsuccessful.
= Copy the subject of the QM case into the scheduled appointment note
o If the patient no-shows or cancels the QM appointment, the case should be

reopened for documentation of additional outreach attempts.
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e Monitor referral bin for mammogram orders not tied to results indicating the need for
follow-up (default alarm is 4 weeks after order is submitted). For each unsatisfied order,
contact the patient to coordinate scheduling of mammogram appointment. Outreach
efforts should include at least three contact attempts separated by 1 week.

Reaqistered Nurses

On the 15" of each month:
e Assist nurse practitioners in reviewing quality management reports.
e Assist nurse practitioners to update quality management data in Athena (e.g. GYN
history) based upon review of Athena quality management list
e Assist nurse practitioners to compile a list of patients with unsatisfied measures that need
to be contacted for an appointment or marked inactive within Athena. Provide this list to
the front desk.

Nurse Practitioners

As needed:
e Utilize tobacco cessation template within Athena
e Utilize cervical cancer screening order sets for Quest within Athena (e.g. Pap smear age
based screening protocol, Pap smear reflex HPV E6/E7)
e Utilize mammogram order sets
On the 15" of each month
¢ Review Athena quality management report, generated by front office, for unsatisfied
measures.
o Update unsatisfied measures if data exists in the chart (e.g. GYN history with last

mammogram and pap smear date),
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o Add alert notes for those with an upcoming apt (e.g. 1/27/18 QM: due for pap and
mammogram)

o Mark patients inactive as needed (e.g. patient with one-time participation physical

appointment)

e Compile a list of patients with unsatisfied measures that need to be contacted for an

appointment. Provide this list to the front desk.
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Appendix O

Impact of Tobacco Cessation Counseling Order Set

95

Process Improvement

CPT Code Usage Prior
to Implementation
(average utilization)
(associated monthly

CPT Code Usage
After Implementation
(average utilization)
(associated monthly

revenue) revenue)
. . 86 (2.7/month) 19 (9.5/month)
Tobacco Cessation Counseling Order Set ($21.82/month) ($77.14/month)

Note. The order set simplified compliance with documentation requirements for counseling and
automatically generated the corresponding billing code: 994962 or 99497°
4Smoking and tobacco use cessation counseling visit greater than three minutes, but not more

than 10 minutes. Reimbursement = $8.12 per billed service.
bSmoking and tobacco use cessation counseling visit greater than 10 minutes. Reimbursement =

$15.65 per billed service.
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Appendix P

Project Outcomes for Pilot Quality Measures

Pilot Measures (% Satisfied)

100%
90%
80%
70%
60%
50%
40%
30%
20%

10%

0%
Breast Cancer Screening Cervical Cancer Cervical Cancer Tobacco Cessation
Screening (age 21-29) Screening (age 30-64) Counseling

M Baseline Post Implementation
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Appendix Q

Statistical Analysis of Pilot Quality Outcome Measures

97

Patients 18 years of age and older who are
identified as current tobacco users and received
tobacco cessation counseling within the last 24
months.

: Pearson Chi-
Outcome Measure Bagel-lne Cu.rrt_ant Square
% Satisfied (n) | % Satisfied (n) o-value

Breast Cancer Screening 50% (101) 67% (78) .021*
Female patients 50-74 years of age during the
reporting period who had a mammogram to
screen for breast cancer within the past 24 months
Cervical Cancer Screening (21-29 years of age) 23% (602) 67% (206) <.001*
Female patients 21-29 years of age who have had
a cervical cancer screening within the last 3 years.
Cervical Cancer Screening (30-64 years of age) 54% (295) 78% (209) .009*
Female patients 30-64 years of age who have had
a cervical cancer screening within the last 3 years
or cervical cancer screening with concurrent HPV
testing within the last 5 years.
Tobacco Cessation Counseling 37% (225) 46% (213) 237

*Statistically significant at the p<.05 level.
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Appendix R

Projected Return on Investment
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Budget Item Income/Expense
Reimbursement for 40 new patient appointments scheduled from +$2416.80
new process improvements
Change in average monthly reimbursement from smoking +$110.64
cessation counseling for two-month implementation period
Staffing costs for dedicated QI meetings -$609.90
Return on investment during project period =$1917.54

Note. Relative new patient reimbursement calculated using CPT code 992032

99203: Office or other outpatient visit for the evaluation and management of a new patient,
which requires these three components: A detailed history; A detailed examination; Medical
decision making of low complexity. This CPT code is reimbursed at $60.42 by the primary payer

for this practice.
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Appendix S

Alignment of Quality Improvement Initiative with PCMH Criteria

Team Based Care and Practice Organization (TC)

« TC-6: Has regular patient care team meetings or a structured
communication process focused on individual patient care.

» TC-7: Involves care team staff in the practice’s performance
evaluation and quality improvement activities.

Performance Measurement and Quality Improvement (QI)

* QI-1: Monitors at least five clinical quality measures across the four
categories: Immunization measures, other preventive care measures,
chronic or acute care clinical measures, behavioral health measures

* QI-12: Achieves improved performance on at least two measures

 QI-15: Reports practice-level or individual clinician performance
results within the practice for measures reported by the practice.

Patient Centered Access and Continuity (AC)

« AC-14: Reviews and reconciles panel based on health plan or other
outside patient assignments

Newly Satisfied PCMH Criteria. Adapted from “Introduction to PCMH 2017,” by National
Committee for Quality Assurance, 2017, Retrieved from
https://www.ncqga.org/Portals/0/Programs/Recognition/Intro_to PCMH_2017.pdf?ver=2017-11-
01-220650-193



