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ABSTRACT

Health care micro-systems are small, organized groups of clinicians and staff working
together with a shared clinical purpose to provide care for a defined set of patients. The
size of individual micro-systems vary — a micro-system must be large enough to
accomplish its clinical purpose, but small enough to allow knowledge of the individual
parts and the interrelationships between the parts. Use of information is key to the micro-
system’s ability to function; information technology facilitates collecting, assessing, and
sharing information. Micro-systems may be part of a larger organization and are
embedded in a legal, financial, social, and regulatory environment.

This research used qualitative methods to explore, describe, and characterize the
micro-systems that coexist to form our current health care delivery system. Telephone
interviews were conducted with representatives from 43 micro-systems. The interview
was designed to determine each micro-system’s level of performance, patient experience,
use of information and information technology, investment in improvement, and
leadership and management. A cross-case analysis of these micro-systems revealed eight
factors for thinking about characteristics of health care micro-systems — integration of
information, measurement, interdependence of the care team, supportiveness of the larger
system, constancy of purpose, connection to community, investment in improvement, and
alignment of role and training. These eight factors became a framework that can be used
for evaluating health care micro-systems.

Five micro-systems were asked an additional set of questions to determine the
process and outcomes of care provided to patients with diabetes. Two approaches were
used to analyze the data. First a micro-system analysis linked the micro-system model to

the process and outcomes of care in the five diabetes sites. This analysis did not reveal a
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“best” strategy for providing diabetes care. However it was clear that not all the patients
were receiving the recommended care and the micro-systems were not consistently
measuring the care that was provided. The second approach used to analyze the data
applied the eight factors of the micro-system framework to the five diabetes sites. This
provided additional insight into identifying areas that individual micro-systems could

improve to eliminate some of the barriers to providing effective diabetes care.
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PREFACE

The aim of this research is to understand and to gain insight into how to form,
operate, and improve micro-systems of care. The results from this work are relevant to
providers, administrators, health professions faculty, and policy makers. Providers and
administrators — those involved in organizing and providing health care at the frontlines
and in enabling the delivery of health care by the front offices — are looking for ways to
improve the current process and outcomes of care and take work and costs out of the
system. Health professions faculty continue to look for ways to prepare new graduates for
the reality they will be facing as future providers and leaders in health care. Policy
makers and those involved in planning delivery of care at a system level can use the
results in the design and redesign of delivery systems.

This work draws upon my experiences as a graduate student at the Center for
Evaluative Clinical Sciences (CECS) and as a Research Associate in the Health Care
Improvement Leadership Development section of CECS. This work has required
expanding my skills in qualitative research and analysis. Additionally, it has been
necessary to learn about type 2 diabetes and approaches to providing care for diabetic
patients. This was accomplished by enrolling in a four-week class (16 hours) designed for
the elderly (>65) patient with type 2 diabetes. This class provided an opportunity to learn
about diabetes from the patient’s perspective. Volunteering at a diabetes care center over
a period of two months allowed me to learn about diabetes from the clinician’s
perspective while helping them identify and map the process of care for patients with

type 2 diabetes
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. INTRODUCTION

To understand the concept of health care micro-systems, it helps to start with an
understanding of systems. A system, according to Deming is ““a network of
interdependent components that work together to try to accomplish the aim of the
system” (Deming 1993). Deming explains that every system must have an aim — the
components of the system may not be clearly defined or documented, but without an aim
there is no system. The boundaries of a system can be drawn at many different levels —
a country, a geographic region, an integrated delivery system, a hospital, a department
within a hospital, etc. The more inclusive the boundaries of the system, the more
difficult it will be to manage, because management of a system requires “knowledge of
the interrelationships between all the components within the system and of the people
that work in it” (Deming 1993). Finally, Deming suggests that every system must be
managed and the key to management is cooperation between the components toward the
aim of the system.

This basic understanding of a system, coupled with the theory of a smallest replicable
unit (Quinn 1992) is at the heart of the concept of health care micro-systems. Quinn
suggests the essential elements in a smallest replicable unit are: (1) the key players, (2)
core activities, (3) micro-measures that help manage the core activities, and (4)
combinations of activities and measures to meet individual needs.

From our understanding of a system and a smallest replicable unit, one can start to
define the concept of a health care micro-system. The key players are a few clinicians
and support staff, individual patients and a population of patients the micro-system
serves. The core activities are processes the micro-system has for caring for their

patients. The micro-measures, through the help of information and information
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technology, enable the micro-system to monitor the outcomes of the care provided and
plan care for the population they serve. The micro-system has an aim, e.g., to offer
primary care, to provide cardiothoracic surgical care, to provide home health services, to
provide care for patients with diabetes, etc. It is the shared aim, what Deming might refer
to as the “constancy of purpose” {Deming 1986), that defines the essential elements of
each micro-system.

An example of a micro-system organized to deliver diabetes care is illustrated in
Figure 1. Although this is a simplified illustration of the work involved in providing
diabetes care, it is helpful to see how the elements of the micro-system come together.
The Diabetes Care Center’s aim is to provide education, care, and outreach services for
all patients with diabetes in an effort to minimize complications associated with diabetes.
The Diabetes Care Center cares for the population served by the larger organization,
which in this example is an academic medical center. Within that population are people
living with diabetes who become patients of the Diabetes Care Center. Physicians, nurse
educators, nutritionists, and other staff work together to develop a plan for each patient
for ongoing treatment and evaluation. The Diabetes Care Center measures the results of
that care in four major categories (clinical outcormnes, functional outcomes, patient
satisfaction, and financial/operation outcomes). Finally, feedback of the results into the

care plan is used to improve the care that is provided.
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Figure 1 Example of a Micro-system Organized to Deliver Diabetes Care

The Diabetes Care Center

Aim: To provide comprehensive diabeles care . . .

MDs Nutritionists

\ '/,,——- Nurse Educators

Staff

Population Develop plan for
served by ongoing treatment l.-
and evaluation

the medical center

N

The following operational definition of micro-systems is drawn from my
understanding of systems thinking, Brian Quinn’s theory of the smallest replicable unit,
the research and work directed by Batalden and Nelson at Dartmouth, and my interviews

with 43 micro-systems across the country:

Micro-systems are small, organized groups of clinicians and staff working
together with a shared clinical purpose to provide care for a defined set of
patients. The clinical purpose defines the essential parts of the micro-system. A
micro-system must be large enough to accomplish its clinical purpose, but small
enough to allow knowledge of the individual parts and the interrelationships
between the parts. Use of information is key to the micro-system’s ability to
Sfunction; information technology facilitates collecting, assessing, and sharing
information. Micro-systems may be part of a larger organization and are
embedded in a legal, financial, social, and regulatory environment.

Once the concept of health care micro-systems is understood, it is possible to see
them everywhere — primary care clinics, NICUs, renal dialysis units, diabetes care
clinics, etc. Furthermore, the key components of a micro-system are not new. Patients,

populations, providers, activities, and information technology exist in every health care
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setting, but current methods for organizing and delivering health care, as well as for
developing health professionals and conducting health care delivery research, have made
it difficult to recognize the interdependence and function of the micro-system and its
components.

Current U.S. models of heaith care delivery — primarily organized in response to fee-
for-unit-of-service payment mechanisms — are designed to care for individual patients in
individual episodes of care. As mainstream financing mechanisms have transitioned from
fee-for-unit-of-service to fixed payment for clusters of services and provider
organizations have turned to more global budgeting methods, it has been necessary for
delivery systems to treat patients as individuals and simultaneously as members of a
defined population. Furthermore, there is a financial imperative to reduce the costs
associated with providing this care. This is typicaily accomplished by some combination
of decreasing staff, decreasing referral expenses, decreasing hospital length of stay, and
increasing the volumes of patients seen by each provider. Missing from that approach is
attention to the design of the core business of health care — providing care.

In addition to the organization and delivery of health care, research has focused at the
organizational or individual provider level while research at the level of the micro-system
within the organization has received limited attention. Social policy, as well, has focused
at the organizational level and individual provider level, thus missing the powerful
contribution of the micro-system. It is important to focus attention on the micro-system
because it is possible that the structures and strategies of the micro-system contributes to
differences in patient outcomes as well as differences in the performance of the micro-
system. Furthermore, the functionality of the micro-system enables or limits what the

individual provider and what the organization can do.
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Many organizations have made strides in organizing care for defined populations.
Some (organizations as well as individual providers and groups of providers) have
thought very carefully about providing care for specific populations and have designed
formal approaches for doing this. Others are working more from intuition — it makes
sense to think about care this way, but they have not learned out how to move from
intuition about population needs and improvement opportunities to specific strategies for
successfully managing patient care. There are many approaches for doing this, and no
two facilities are identical with respect to their configuration, mix of staff, and their
ability to address issues they are facing in trying to provide care in today’s environment.
But all organizations share a need — regardless of their configuration, mix of staff, and
level of sophistication — for a way to respond to the increasing pressures to provide
better care at greater value for individuals and defined populations.

Is it possible to address the needs of individual patients, the population, and issues of
providing care in today’s environment, without losing focus on providing care? My
interest in designing this research was to learn how to form, operate, and improve micro-
systems of care and to provide insight to those seeking to understand and improve their
work as they adapt these approaches in other settings. Three research questions have
guided this work:

1. How do micro-systems vary on factors related to more effective performance?

2. What are the strategies within high-performing micro-systems for maintaining

and improving the quality of care for patients and populations with type 2
diabetes?

3. What are the perceived barriers and facilitators to providing effective care for

patients with type 2 diabetes?
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To meet my learning objectives and to address these research questions, qualitative
methods were used to explore, describe, and characterize health care micro-systems. The
micro-systems’ care for patients with a chronic condition, specifically type 2 diabetes
illustrates the micro-system concept. Cross-case methods were used to examine
characteristics of micro-systems that contribute to more effective care for patients with
type 2 diabetes. Table 1 summarizes the research methods. Section III, Methods, provides

a detailed description of the methods used in this study.

Page 6



Table 1

Aim:
systems.

Summary of Research Methods

To understand and to gain insight into how to form, operate, and improve health care micro-

Operational Definition of a health care micro-system: Micro-systems are small, organized groups of
clinictans and staff working together with a shared clinical purpose to provide care for a defined set of
patients. The clinical purpose defines the essential parts of the micro-system. A micro-system must be large
enough to accomplish its clinical purpose, but small enough to allow knowledge of the individual parts and
the interrelationships between the parts. Use of information is key to the micro-system’s ability to function;
information technology facilitates collecting, assessing, and sharing information. Micro-systems may be
part of a larger organization and are embedded in a legal, financial, and regulatory environment.

Research Questions
How do micro-systems What are the strategies What are the perceived
vary on factors related to within high-performing barriers and facilitators to
more effective micro-systems for providing effective care for
performance? maintaining and patients with type 2
improving the quality of diabetes?
care for patients and
populations with type 2
diabetes?
Sample Sites identified from IOM Subset of sites from larger Subset of sites from larger
Selection Committee, IHI sample that focus on diabetes sample that focus on diabetes
Breakthrough Series, RWJ care care.
Chronic Disease Study, and
CECS micro-system course,
Data In-depth open ended Additional interview Additional interview
Identification  interviews. questions asked about questions asked about
diabetes care and outcomes.  diabetes care and outcomes.
Data Interviews conducted over Phone interviews plus Phone interviews plus
Gathering the telephone. document review. document review.
Analysis [dentify common set of Identify strategies that are Identify common barriers

themes, provide case level
exampies of each theme.

related to improved
outcomes for diabetes
indicators. Provide case
level examples.

and facilitators in providing
diabetes care. Provide case
level examples. Explore
impact of larger system on
micro-system.
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iIl. BACKGROUND AND SIGNIFICANCE

MEDLINE and HEALTHPLAN databases were searched to find articles related to
firms research, care provided by firms, and care for small populations. Searching the
reference sections of the articles found through MEDLINE and HEALTHPLAN retrieved
additional articles. For the purposes of this discussion, a small, population can be defined
as the population of active patients, plus the practice community (the members of the
household to which the active patients belong), plus the larger population whose health
needs can be addressed (for example, members of a heaith plan, a geographic community,
or a unique subset of the community such as veterans). This small population has also
been referred to as a ““denominator population” (Nutting 1987).

Delivery systems that are organized to manage care for a small population of patients
receive much attention — both positive and negative. However, it appears that they result
in improved outcomes for the patient (Waggoner, Frengley et al. 1979; Wasson, Sauvigne
et al. 1984; Cebul 1991; Neubhauser 1991; Neuhauser 1992; Landefeld and Aucott 1995).
Specifically, improved access to care and continuity of care, improved patient and staff
satisfaction, lower readmission rates, and lower health care utilization have been
demonstrated.

There are a number of precedents to providing care to defined populations of patients.
Over two decades ago, MetroHealth Medical Center in Cleveland, Ohio, began an
important innovation for teaching medical students and residents in internal medicine.
The model used at MetroHealth was patterned after the British medical center “firm”
systemn, where longitudinal relationships of small groups of professors, students, and
patients were created and maintained throughout the course of the trainee’s affiliation

with the hospital (Cebul 1991). The firm system was recognized as a valuable approach
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to patient care and training as well as a vehicle for research (Waggoner, Frengley et al.
1979) by evaluating different innovations in patient care and organizational design.
According to Neubhauser (Neuhauser 1991), the concepts underlying firms research are:

(1) parallel providers of care

(2) ongoing random assignment of patients to these parallel providers

(3) continuous efficient evaluation and improvement.

Many academic settings have worked to adopt some of the concepts embodied in the
firm system. For example, the Veteran’s Health Administration has supported the idea as
a means of organizing primary care services. Although each VA Medical Center differs
in regards to staffing and who is eligible for services, researchers continue to evaluate the
organizational determinants of the “firm” system and its impact on quality of care.

2.1. The micro-system concept

The micro-system model is based on what James Brian Quinn refers to as the
“smallest replicable unit” (Quinn 1992). The theory behind the smailest replicable unit
suggests that to be repeatable a unit must include these essential elements:

* key players,

® core activities,

" micro-measures that manage the core activities, and

* combinations of activities and measures to meet individual customer’s {(or

patient’s) needs.

Many micro-systems co-éxist to make up what is otherwise know today as a “health
system” or “organized provider.” Quinn found that most of the highly successful service
delivery systems became successful by starting to analyze their processes for producing

and delivering a given service into the smallest measurable details, then “through careful
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work design and iterative leamning processes, they both re-engineered their processes to
use this knowledge and developed the databases and feedback systems to capture and
update needed information at the micro levels desired.” Information technology was used
to link components of the work. The utility of the available information improved as
information technology was integrated with the work and the gaps that existed between
the front office and the front lines began to close as management created a focus that
corresponded with the real work (Quinn 1992).

As suggested by Batalden et. al (Batalden, Mohr et al. 1997) translating this language
to health care, an individual patient encounter can be thought of as a “smailest replicable
unit”. The components consist of the patient and provider interaction; the core set of
activities in assessing, diagnosing and treating the patient; and the support systems and
the measures needed to monitor the care that has been provided. One can expand upon
this “smallest replicable unit” for an individual patient’s encounter to understand the
“smallest replicable unit™ for managing the general medical care of a defined
population—the natural unit of work. The focus of my research was at this level of
analysis of the natural unit of work, or the micro-system.

The important elements of a micro-systern often include:

Key players —

* a small population of patients

* a few physicians

* a few non-physician practitioners

= some clinical support people

* some administrative support people
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Core activities —
= enrollment and membership in 2 medical care system (such as a prepaid heaith
plan)
= aprocess and system for delivering medical care and for changing and improving
that care
Micro-measures —
* monitoring the health of the population of patients the plan is accountable for
= assessment of customer satisfaction
= costs of providing care
Information technology —
* linking the components of the work
* producing usable information
Figure 2, taken from Batalden et. al (Batalden, Mohr et al. 1997) and subsequent

model revisions, illustrates a micro-system model for primary care.

Figure2 A Micro-system Model for Primary Care
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The process starts and ends with a defined group of people who have measurable and
definable states of health (Batalden, Nelson et al. 1994; Nelson, Batalden et al. 1996;
Nelson, Mohr et al. 1996). At the beginning, the health assessment includes measurement
of biological and functional well-being. For an individual, this assessment allows the
providers and the micro-system to target the individual’s needs. At the population level,
the same model and aggregated measurement permits design and redesign of processes of
care. After care, measurement of the same domains permits assessment of the results and
impact of the care. Primary care patients today usually enter a small part of a much
larger care system, or a micro-system. A primary care micro-system is generally
composed of a series of interrelated processes that include enrollment and assignment (or
in a fee-for-service environment, entry to practice and selection of physician);
orientation; initial work-up and plan for care; acute, chronic, and preventive health care
management, and disenroliment or exiting. These steps can be thought of as the “core
process” of this type of micro-system.

Two additional processes are graphically depicted as occurring throughout the care
process ~— measurement and monitoring of satisfaction against need, process
performance and results; and beneficiary-customer knowledge building, including
knowledge of the customer’s life while not in direct contact with the health care system.
These can be thought of as key supporting processes that inform the core process at
several points of intersection.

The micro-system concept builds on and moves beyond the idea of teams or firms.
Micro-systems offer (1) both greater standardization of common activities and

customization of care to individual patients, (2) greater use and analysis of information to
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support daily work, (3) consistent, measured improvement in performance, (4) extensive
cooperation and teamwork within the micro-system, (5) and for the larger organization
the micro-system exists within, it emphasizes the spread of best practices across micro-
systems (Nelson, Batalden et al. 1998).

2.2. Chronic disease and the micro-system

Any effort to maintain and improve the quality of care for a population must consider
the impact chronic disease has on the health care system. For example, a study at Group
Health Cooperative of Puget Sound (Fishman, Von Korff et al. 1997) showed that 38
percent of their enrolled members had one or more chronic conditions, which accounted
for 71 percent of the total costs for enrollees. Furthermore, their study showed that
patients with chronic conditions had average costs twice as high compared to those with
no chronic conditions. Patients with two or more chronic conditions had costs three times
as high compared to those with no chronic conditions.

As providers continue to look for opportunities to improve the organization and
delivery of health care, chronic care is a logical place to focus. Improving care for
chronic illnesses has great potential for improving the health outcomes for a large portion
of the population and for reducing the costs of providing care.

This research concentrated on one specific chronic illness, diabetes mellitus. The
prevalence and incidence of diabetes, combined with outcomes associated with
appropriate care, make diabetes an excellent, specific example for addressing a micro-
system’s strategies for maintaining and improving the quality of care for patients and
populations. It is estimated that 15.7 million people — 5.9% of the United States
population — have diabetes. Approximately 798,000 new cases are diagnosed each year.

Even though diabetes is believed to be underreported on death certificates, both as a
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condition and as a cause of death, diabetes is the seventh leading cause of death.
Complications related to diabetes can include heart disease, stroke, hypertension,
blindness, kidney disease, nervous system disease, and lower-extremity amputations.
With appropriate treatment, people with diabetes can reduce the likelihood of
complications and premature death. Type 2 diabetes, the focus of this research, is one of
four types of diabetes, but it accounts for 90 — 95% of all diagnosed cases.

The United Kingdom Prospective Diabetes Study (UKPDS) (UKPDS 1998), which is
the largest and longest study of patients with type 2 diabetes, found that improved blood
glucose control reduces the risk of developing retinopathy and nephropathy and possibly
reduces neuropathy. Furthermore they found that for every percentage point decrease in
hemoglobin A, (e.g., a reduction from 9% to 8%) there was a 35% reduction in micro-
vascular complications.

Based on that evidence, the Diabetes Quality Improvement Project (DQIP)

recommends annual hemoglobin A testing for all diabetics. While this seems like a

straightforward guideline for diabetes care, The 1999 Dartmouth Atlas of Healthcare
(Wennberg 1999) shows that compliance with this guideline for Medicare enrollees
ranged from less than 10% to about 70%, with a mean of 35.6%. The Atlas also shows
that compliance with recommended annual eye exams ranged from about 25% to 66%,
with a mean of 45.3%. Compliance with monitoring LDL blood lipids ranged from about
7% to 69%, with a mean of 33.1%. While The 1999 Dartmouth Atlas of Healthcare
findings focus on care for Medicare enrollees, these findings are significant for research
on micro-systems caring for diabetic patients because Medicare is the largest purchaser

of diabetes care in the United States.
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Treatment of diabetes is aimed at lowering blood glucose to near normal levels. This

requires comprehensive education in self-management and, for most individuals,

intensive treatment. Standards of care from the American Diabetes Association (ADA

2000) recommend:

Self-monitoring of blood glucose

Medical nutrition therapy

Regular exercise

Insulin regimen and/or oral glucose lowering agents

Instruction in prevention and treatment of hypoglycemia and other acute and
chronic complications

Continuing education

Periodic assessment of treatment goals

Furthermore, the ADA specifies that care plans for managing diabetes should be

formulated in collaboration with the patient. The plan should emphasize involvement of

the patient in problem solving as much as possible.

The Diabetes Quality Improvement Project (DQIP 1998) was an initiative involving 4

organizations — Health Care Financing Administration (HCFA), the American Diabetes

Association (ADA), National Committee on Quality Assurance (NCQA), and the

Foundation for Accountability. Their task was to recommend a set of diabetes-specific

performance and outcome measures. They recommended 2 outcome measures and 5

process measures:

Hemoglobin A testing (process)

Poor hemogiobin A control (outcome)
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o Lipid profile (process)

e Lipid control (outcome)

o Retinal exams (process)

e Monitoring for nephropathy (process)

e Foot exams (process)

The coalition came together for the first time in 1997 and in 2000 the set of measures

will be required for commercial and Medicare managed care plans.

2.3. Use of Qualitative Methods

“Qualitative inquiry cultivates the most useful of all human

capacities — the capacity to learn from others.” — (Patton 1994)

The aim of this research on health care micro-systems indicates a need to study
micro-systems in the context in which they exist, so that meaningful inferences can be
made about the micro-systems, the key elements, and the interdependencies among the
key elements. Choosing a method, or a strategy for guiding the work, is an important step
that deserves careful consideration, because it is the research strategy that determines the
final form of the research. While qualitative and quantitative methods differ, qualitative
and quantitative researchers are quite similar regarding a goal for the research to result in
solid theory. How they go about getting there is the difference.

Quantitative methods test theory, with an emphasis on hypothesis testing and
verification. Data from a quantitative study is in the form of numbers and it is evaluated
objectively, using descriptive and inferential statistics. A quantitative approach to a study
on health care micro-systems might involve a variable oriented analysis by computing the

correlation between a variable and a selected outcome. Another option would be a
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regression analysis, done by entering all the variables and assessing relative weight.
However, these approaches require some clarity about the important variables going in to
the study, and since this is an exploratory look at micro-systems as a unit of analysis, the
important variables are not clear at the beginning but will emerge as the study progresses.
Qualitative methods develop theory by emphasizing rich description and discovery.
Data is in the form of words and is evaluated subjectively by systematically reducing data
to themes and categories. The fundamental assumptions underlying qualitative methods
further supported my belief that a qualitative strategy wouid be appropriate for this
research. Qualitative methods build on the theme of naturalistic inquiry, which is defined
as “‘a discovery-oriented approach that minimizes investigator manipulation of the study
setting and places no prior constraints on what the outcomes of the research will be”
(Guba 1978). In addition it is inductive to the extent that the research design allows
important themes to emerge from patterns found in the data. A holistic perspective
considers the phenomenon under study to be part of a system, not conducive to being
reduced to a few variables with a clear cause and effect relationship. As the researcher,
personal insights are part of the relevant data understanding the complexities of the
micro-system and the organizations they are working within, the relevant processes, the
interrelationships, and the impact on patient care outcomes. As the researcher it is
important to approach the phenomenon under study, which in this research is the micro-
system, with what Patton calls “empathic neutrality” (Patton 1994). That means that it
will be necessary to approach the micro-system with a desire to understand it and leamm
about it by exploring the complexities of the interrelationships as they emerge. To be
neutral to the findings means not approaching the phenomenon with a set of preconceived

ideas to confirm.
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In qualitative research, it is important to separate the description of the data from the
interpretation of the data. Geertz (Geertz 1973) and Denzin (Denzin 1989) discuss “thick
description” which depends on presenting descriptive data so that readers can make their
own interpretations. “Thin description”, on the other hand, is a simple stating of the facts
without including any of the context. Thick description sets up analysis and makes
possible interpretation (Patton 1994).

For this research, each micro-system studied is presented in sufficient detail so that
the micro-system, or “case”, can be understood in its local context. This has been the
role of research for the traditional ethnographer in studying individual families, tribes,
organizations, etc. A legitimate criticism of qualitative methods has been the focus on
individual cases, which limits external validity of the research. In response to the lack-
of-external-validity criticism, qualitative researchers have argued that generalizability is
not a goal of qualitative research and to consider this to be a limitation of qualitative
research is inappropriate (Guba and Lincoln 1981; Denzin 1989). However, this
researcher thinks that external validity is an important concern, and generalizability is a
goal of this research, because to understand micro-systems and the implication of the
micro-system concept in health care, it is necessary to go beyond understanding each
micro-system in its own setting. Cross-case analysis (Miles and Huberman 1994), which
is the specific method used for my research on health care micro-systems, offers a way to
reconcile the need to have “thick description™ of uniquely individual cases while
understanding the themes and pattems that hold across multi-cases. External validity, or
the generalizability of the findings is assured if the emerging theory is applicable to
micro-systems in general, not just the micro-systems in included in the study (Morse and

Field 1995).
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There are two basic approaches to cross-case analysis, case-oriented analysis and
variable-oriented analysis (Ragin 1987) A case-oriented approach to cross-case analysis
starts by considering each case as its own entity. Only after understanding the
relationships, configurations, associations, etc. within the case does the researcher extend
to a comparative analysis of multiple cases. The goal is to discover the underlying
themes, similarities, and associations that hold across cases. Theories start to emerge
from the analysis.

A variable-oriented approach to cross-case analysis starts with the framework of
several variables or themes that cut across cases. For example, variables that may be
relevant to a study of health care micro-systems may be use of information, role of
information technology, coordination of patient care. Although the study starts with key
variables in mind, the variables may evolve and be clarified as the study progresses and
cases are included in the analysis. The variable-oriented approach is more conceptual
and theory-centered from the start and less emphasis is placed on the specific details of
any particular case.

Neither approach to cross-case analysis — case-oriented or variable-oriented — is
necessarily better (Ragin 1987). As Huberman and Miles (1994) point out, the issue is
one of alternating and/or combining/integrating methods as a study continues. They
suggest a mixed strategy that combines the two approaches and uses a “stacking”
technique. The researcher writes up a series of cases using a more or less standard set of
variables. Matrices are used to display the data for each case. Without losing any of the
individual case-level data, cases are then “stacked” in a “meta-matrix”. Analysis
continues by systematically comparing the stacked cases and condensing the meta-

matnx.
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ll. METHODS

The aim of this research has been to leam how to form, operate, and improve a micro-
system of health care. Three questions have guided this research:

1. How do micro-systems vary on factors related to more effective performance?

2. What are the strategies within high-performing micro-systems for maintaining
and improving the quality of care for patients and populations with type 2
diabetes?

3. What are the perceived barriers and facilitators to providing effective care for
patients with type 2 diabetes?

Defining the characteristics of health care micro-systems has been an important first
step in exploring the micro-system concept. The Institute of Medicine (IOM) received
funding from Robert Wood Johnson Foundation in May 1999 to specify a standard
nomenclature of micro-systems and to analyze characteristics of specific micro-systems.
The IOM asked me to participate in this research by assisting in developing the interview
protocol, establishing the frame and criteria for determining which delivery systems and
ipdividuals were included in the interview, developing the project workplan, and
conducting telephone interviews.

The raw data was made available for my doctoral research, which was separate from
the analysis that was conducted within the IOM project. The IOM research and my
doctoral research were contiguous through the completion of the interviews. My research
diverged from the IOM research at the point of coding and analyzing data. From the IOM
perspective, the study of micro-systems was used to provide case level examples of their
suggested Aims and Rules for a new health system (IOM forthcoming). The IOM

Subcommittee on Building the 21* Century Health Care System (part of the Committee
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on Quality of Healthcare in America) developed the Aims and Rules, then looked to the
data from the micro-system interviews to find illustrative examples of the Aims and
Rules in practice. My research, in contrast, did not start with a set of preconceived
constructs, such as the IOM Aims and Rules, but started with me examining the
interviews and letting the concepts emerge. As the analysis continued, it became apparent
to me that some of the concepts were more important or appeared more frequently, across
multiple micro-systems. As discussed in the previous section on use of qualitative
methods, the approach used for my research builds on naturalistic inquiry by being
discovery oriented. As a researcher this provided on opportunity for me to experience
the difference between research that is exploratory and research that is confirming a set
of preconceived ideas.

A concern with this research was how my research would be differentiated from the
[OM research. The concern is valid, but the difference became clear as the analysis
evolved. In my analysis of the data, generalizable constructs were sought to define or
shape the micro-system. The example provided in Table 2 shows three verbatim
comments from three different micro-system interviews. In coding each interview it was
necessary to take the list of [OM Aims and Rules and look for illustrative manifestations
of the Aim or Rule within the micro-system interview. For some of the Aims and Rules,
it was difficult to find examples. This could be expected, because the Aims and Rules
were not developed to characterize the current health care system, but they were designed
to guide a new health system for the 21 century. The Aims and Rules were essentially a
fiiter for examining the interviews. When looking at the interviews without the IOM
filter, frequently recurring themes that would give identity to the micro-system start can

be identified. These themes, such as the ones shown in Table 2 — investment in
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improvement, community connection, and organizational support — appeared repeatedly

throughout multiple interviews. (The themes that emerged from the interviews are

discussed in detail in Section 3.3., Cross-Case Analysis of Health Care Micro-systems.)

Themes that continued to appear repeatedly indicated to me that the theme may be an

important characterization of health care micro-systems.

Table2  Exampie of Coding Process for IOM Research vs. JJM Research
Verbatim comments from Generalizable Construct
micro-system interview TOM Aims or Rules about the Micro-system

“We had to do a lot of training for the
MDs about open access. We looked at
each MDs backlog and gave them options
for how to work it down. For the staff
training it was this is how you schedule for
open access, this is how to present
available appts to the patient.”

Rule: Information is key to
the human relationship

Investment in improvement

“Patients are well received. They are not
hassled about lack of insurance or
payment. Itis our policy to give
preferences for hiring to residents of the
neighborhoods we serve. Sometimes that
is a problem because patients are afraid
that someone from the community might
know about their health. We provide
transportation, help solve childcare
problems.”

Rule: Anticipate needs

Community connection

“We did the project on dyspnea because
many families reported this as a
bothersome symptom during the last 3
days of life. We are now treating dyspnea
as a 5th vital sign and flow chart it.
Reports have gone from 50% to 0%
reporting dyspnea lasting more than 8
hours. We could do this because the
haspital CEQ bought into it, the Patient
Care Coordinators believed it, the nursing
staff believed it was important”

Rule: Base decisionmaking
on systematically acquired
knowledge

Organizational Support

3.1. Selection of Research Sites

Theoretical sampling was used to select the research sttes; that is, sites were selected

based on ability to best inform the research (Patton 1994). Identifying appropriate sites

was a process. First, members of the Quality of Health Care in America (QHCA)
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Committee of the IOM were asked to identify high-performing micro-systems to
participate in the survey. Additional participants were identified from the Institute for
Healthcare Improvement’s Breakthrough Series and from the micro-systems that
participated in a graduate course (ECS 124) at Dartmouth in improving the health and
value of health care for a population of patients. Finally, five people — Eugene C.
Nelson, D.S¢., M.P.H.; Paul B. Batalden, M.D.; Donald M Berwick, M.D., M.P.P.;
Thomas Nolan, Ph.D.; and Stephen M. Shortell, Ph.D. — were asked to participate on a
steering committee to help identify what they considered to be the best examples of
health care micro-systems and to help develop the interview questions (described in
Section 3.2. Data Collection). This is a “snowball sampling strategy” (Patton 1994)
because micro-systemns were identified from people who know which sites are rich in
information or they know other people who know which sites are rich in information.
Seventy-seven (77) micro-systems were identified through this process. A matrix was
created to show how the sample was shaping up based on geographic setting, population
served, clinical target, and the practice setting. Those categories could be thought of as
the initial criteria for selection, but the initial criteria were not specific enough to select
the sample. So at that point it was necessary to become more specific about the criteria.
Sites were chosen based on their reputation for innovative model of delivery, innovative
use of technology, level of performance, and readiness to improve. Finally
“recommendation by two steering committee members” was added to the selection
criteria. This process resulted in selecting 45 sites to participate in the “characteristics”
study. Two (2) sites later declined to participate in the study, so 43 sites were included in

the study.
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Overall, the outcomes of the snowball sampling were similar to what others have
experienced using this strategy (Patton 1994). Initially, many possibie sources were
recomnmended. As the process continued a few key names, or in case of this research
several key micro-systems, were mentioned repeatedly. A classic example of snowball
sampling is Rosabeth Moss Kanter’s study of innovation published in The Change
Masters (Kanter 1983). For that research, Kanter began her search by asking experts in
human resources to identify the most innovative companies. At first the list of innovative
companies snowballed, but then converged into a small number of companies that had
been suggested by numerous experts.

After identifying the sites that were included in the micro-system study, a subset of
micro-systems (n = 5) were identified to address my second and third research questions
about the strategies for maintaining and improving the quality of care for patients and
populations with type 2 diabetes. It was necessary to use a subset of sites from the
characteristics study because that sample was not limited to sites that provide diabetes
care. More than 5 of the micro-system sites inciuded in the study provided care to
patients with diabetes, but only S sites characterized themselves as diabetes micro-
systems, in that their aim was to provide care for patients with diabetes.

Table 3 summarizes the range of research sites included in this study.
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Table 3 Range of Micro-systems Studied

Geopraphic Setting
z =
] w2
= | € =S -
Z| = ¢ z|=2z| Eig
- = = - = 3 = B
=l1g|¢|F|2|L| 23
£ (2|5 288 |@ a
i5s | 8 4 s 9 2 43
N % of Total
- Primary Care 15 6 2 0 1 5 I 35%
g3
£ E Specialty Care 19 4 7 2 2 4 0 44%
o
Hospital Unit 9 5 0 2 1 0 1 21%
100%
Pediatric 19 7 2 1 3 4 2 44%
T Adolescent 27 10 2 3 5 2 63%
£ | Adult 38 13 3 4 8 2 88%
Tg’ Geriatric 39 14 4 3 | o] 2 91%
]
§. Rural 14 8 2 2 0 0 2 33%
* I Urban 27 4 |6 | 3 4 | 8| 2 63%
Suburban 15 4 3 2 2 2 2 35%

For distribution of population served, percents do not add up to [00% because sites may
serve more than one type of population

As shown in Table 3, the micro-systems included in the study are diverse —
geographically, clinically, and in terms of the population served. What the table does not
show is that the sites also have a reputation for innovative model of delivery, innovative
use of technology, level of performance, and readiness to improve.

There are always limitations to sampling strategies. A strength of this study is that the
sample selection depended on input from a pool of recognized experts in the

organization, delivery, and improvement of health care. However, even with a pool of
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recognized experts, it is reasonable to expect that some high performing micro-systems
were overlooked and some less than high performing micro-systems were included. In
fact, a concern was how to ensure that the micro-systems included in the study were high
performing or successful micro-systems. Although the intent was to study high
performing micro-systems, “negative cases” — those micro-systems possibly defined as
not high performing or unsuccessful — were actually an important addition to a study
attemnpting to understand and characterize health care micro-systems. Examining
similarities and differences across multiple cases — successful as well as unsuccessful —
strengthened the analysis by clarifying what contributes to a successful micro-system.
3.2. Data Collection

Key contacts within each micro-systems were identified and were sent an
introductory packet of information, which included a letter asking them to participate, a
pre-interview survey, an IOM brochure, and a roster of the [IOM Subcommittee members.
The letter was on [OM letterhead and was from Donaid M. Berwick, M.D, M.P.P,, the
chair of the Subcommittee. The letter explained that participation included completing a
pre-interview survey and a 90-minute telephone interview. The introductory letter and
pre-interview survey, are provided in Appendix A.

A follow-up phone call from an IOM staff member was made several days after the
introductory packet had been sent to ensure that the letter had been received and to
schedule a time for the interview. Participants were reminded to complete and return the
pre-interview survey prior to the telephone interview.

The purpose of the pre-interview survey was to gather some basic information about
the micro-system. This proved to be an effective method for learning, before the

interview, what the micro-system does, the composition of the providers and staff, and
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the demographics of the population served. Participants were asked to fax the survey to
the IOM before the scheduled day of the interview. This allowed the person conducting
the interview to review basic descriptive information about the site before the interview
and to ask for any clarification of pre-interview responses during the interview. Also,
based on the pre-interview responses, the interview format could be adjusted to delete
questions that were not relevant to the site. For example, the interview contained a
section on information technology, but some sites indicated that computer based clinical
information was not relevant for their site. During the interview, the response would be
confirmed, then questions were skipped that related to computer based clinical
information. Deleting questions that were not applicable before hand helped make the
most efficient use of time during the interview. Also, starting an interview by discussing
what the interviewer knew about the micro-system site helped to quickly establish a
rapport between interviewer and interviewee.

Table 4 summarizes responses to the pre-interview survey and, in general, describes
who belongs to the micro-system, how it is organized, and what the micro-system does
for three general types of micro-systems, primary care, specialty care, and hospital units.
The five diabetes sites are included with the specialty care sites and are indicated in bold

print.
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Table 4 Micro-system Descriptions

Who belongs to your micro-system, how is it organized, and what does it do?

[ Primary care Micro-systems (n=15)

“We are a primary care practice with 5 physicians. Each MD makes 3 or 4 home visits each day.”

“We are a multi-physician family practice office with 3 full-time and 4 part-time physicians plus 1 PA. We
have 4 office staff to answer phones and make appointments, a ‘fringe’ nurse to handle emergencies, nurses
and MAs to get patients to rooms, give injections, and draw blood. A medical secretary and several file
clerks and an office manager. We also have a billing person and 2 managed care coordinators.”

“We are an outpatient primary care satellite of a larger multi-specialty system. There are 3 smaller
subgroups that are increasingly independent with the help of an area manager.”

**We provide comprehensive primary health care to 28,000 patients anntzally through 5 neighborhood
centers and an extensive Community Health Program. We employ a large number of our neighbors and
patients as staff, 80% of our patients have household incomes below the Federal Poverty Level.”

“We have 270,000 patients and 110 FTEs. We divided the geographic area into |5 teams with 7 different
sites. Each team has 8-9 FTEs (doctors and nurses). Patients are divided equitably among the sites.”

“We provide comprehensive primary care and hospital care to a small, rural town of about 15,000. We are a
private practice with 5 GIM docs, 3 NPs, 1 PA, 6 RNs, 2 receptionists and 3 billing people.”

“A community based practice with 4 MDs, 2NPs, [PA, 3 MAs, 5 receptionists, and 1 office manager. We
care for 6,500 patients.”

*“We are the largest family practice in the area. We have 25 physicians and 9 nurses (RNs, LPNs, and
MAs). We are divided into 3 teams.”

“We deliver primary care through a team of 4 physicians, 2 LPNs, a RN, 2a MA. We deliver care to about
6,000 people. We operate within a clinic of about 20 physicians™2

10.

*“10 Family Practitioners and 4 associate providers are divided into 3 teams with 2 RNs and 2 MAs per team.
The teams share a phone center and a receptionist.”

11.

“We integrate acute and long-term care for frail elders into a singie system.”

12.

“We have 7.5 FTE physicians and 26 FTE staff taking care of 14,000 patients. 75% of cur patients are in
managed care programs.”

13.

“We are a community health center with 2 primary care medical clinics, 2 school-based teen health centers,
and 4 dental clinics. We have 8 FPs, 1 PA, 5 NPs, 3 CNMs. Teams include a provider, nurse, medical
assistant, social worker, nutritionist, and outreach worker.”

14.

“We provide health care to indigent pecple. We have a large enhanced prenatal program. 11 board certified
family practice physicians, 2 part-time pediatricians § mid-level practitioners, 3 PA’s, 2 LCSW, S NP's, |
RD), 3 RN’s, 4 Prenatal casemanagers, 2 LPN’s, 2 Referral casemanagers, | medical assistant, front office,
and administrative support

I5.

“We focus on providing family medicine services. We are | FTE physician, 2 FTEs NP/PA providers, .5
FTE RNs.
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Table 4 Micra-system Descriptions (continued)

and what does it do?

“We are an ob/gyn private practice with 5 MDs, 2 PAs, 2 NPs, | office manager and 25 employees. We
have an in-house Iab and attached outpatient surgical center.”

“We are a hospice composed of 3 outpatient (home-based) teams (corresponding to 3 geographic areas of
the state) and a 10-bed inpatient unit. Each team has a patient care coordinator and medical director assigned
toir”

“We provide team-based, function-focused behavioral health care for adults with severe mental illness. 3
psychiatrists, 2 vocational specialists, 4 therapists, 8 nurses, 6 clinical case managers.”

“The Diahetes Care Team consists of the patient, their primary care practitioner, a “Primary Care
Coaordinator” (RN), and a “Diabetes Self-Care Specialist” (LPN)”

“This is an outpatient endoscopy unit with 5 part-time physicians, 3 fellows, [ NP, 6-8 RNs, 3 technicians,
and clerical staff. We primarily care for adult patients.”

“A Spine Center with 18 MD»’s from 15 disciplines (all depts are represented from primary care to
neurosurgery); muitidisciplinary care for multidirnensional problem - one stop shopping; diagnosis & care
for patients with various spine maladies, acute, chronic, operative, non-operative.”

“We are a joint effort of two health systems. We assist and encourage adults to do advanced care planning
and then make sure written plans are available and followed. This involves 500 MDs. in the community and
many RNs, PAs, and social workers.”

“Breast Cancer Screening Program. When women come to our micro-system, it is a screening center that
also has a radiology center, as well as all the necessary elements for coordination of care and follow-up of
care.”

“We provide diabetes management with Certified Diabetes Educators (Nurses) and endocrinology
support”

10.

“Breast Care/Screening in a breast center. Radiologists and support staff and general surgeons are
integrated and comprise the system with some integration with the health systemn at large — primary care
oncology, radiation therapy and pathology™

1.

“3 person congestive heart failure case management team which treats the patient as a whoie. There are
currently 150 active patients. 450 have been served by our program since it started on Jan. 1, 19935.
Recently, in our clinic, [ have been seeing 12-13 patients a day either in person or on the phone.”

12.

“Diabetes services are provided throughout the muilti-hospital integrated beaith care delivery system
with medical support for this continuum of care provided in partnership with primary care and
speciaity physicians practicing in many locations. 1 clinical psychologist, 1 PA, 6-10 RD, CDEs, 2200
primary care and speciaity care physicians”

13.

“We work with cardiac services on improving clinical and financial outcomes, decreasing morbidity and
mortality.”

14.

“We're a specialty clinic providing women’s and newbom care.”

15.

Our medical group is responsible for a population of 240,000. There are 7000 patients with diabetes.
The care team is the pcp, the dizbetes resource nurse, the LPN, the endocrinologist, and the
nutritionist. Diabetes care is integrated into primary care.

16.

“We’re providing dizbetes care at a county health department. We are working as part of a grant for
the state.”

17.

“We’re working on improving pain management, throughout the our hospital.”

18.

“An ophthalmic consultation center specializing in the management/treatment of complex eye disease and
surgery. The primary customer for care are patients and their referring eye doctors (mostly optometrists).”

19.

“We are a mental health department in a large multispecialty clinic — hospital system. The department
provides medical, counseling and psychological testing services to all age ranges. We have 5 psychiatrists (4
adult, I child/adolescent), 2 psychologists, 6 registered nurses, 16 therapists, and 3 chemical dependency
counselors.”

Page 29



Table 4 Micro-system Descriptions (continued)

Who belongs to your micro-system, how is it orgs ed, and what does it do?

. Hospital Uit Micro-systems (n=9)

. “We are a geriatric unit in a large medical center.”

2. *We are a Level III [ntensive Care Nursery caring for intermnediate and critically ill newborns. It is staffed
by a multidisciplinary team of neonatalogists, residents, NNPs, nurses, respiratory therapists, and others.

3. _“We are an Emergency Department with 10 docs, a slew of nurses, and other people.”

4. “We are a cardiothoracic surgical unit.”

5. “The Critical Care micro-system consists of 36 beds divided into the 12 bed Shock-Trauma-Respiratory
ICU, the 16 bed Medical-Surgical iCU, and the 8 bed Respiratory Special Care Unit. All are open ICUs,
The hospital is a academic referral center for a 400 mile radius and a Level | Trauma Center. The system
integrates the activities of five full time hospital employed academic critical care medicine (CCM)
physicians along with 6 private practice pulmonary/CCM physician with about 90 private staff physicians
who admit and care for this population including the actuve Level | trauma and the neurosurgical services.”

6. “Critical Care Services: MICU (10 beds), SICU (14 beds), CCU (10 beds (total=34 beds), NICU, EC, and

Critical Care Transport teams. 225 MDs, all speciaities and subspecialties™

“We do only {1 or 2 surgical procedures]. We have 11 surgeons, § assistants. The entire staff is about 75.”

8. *“We are 5 surgeons doing cardiothoracic surgery. Private practice. 3 partners, 2 associates. We work at the
hospital with 12 mid-level PAs and NPs who were hired by the hospital. We have 4 secretarial office staff”

9. “We are a MICU and SICU. We have an open ICU - any physician with admitting privileges can admit to
the ICU.”

~

Telephone interviews were conducted during a three-month timeframe, June 29, 1999
— September 3, 1999. Interviews were conducted with the person identified as the key
contact for the micro-system. This was usually a physician, although several nurses were
interviewed, as well as several administrative leaders. Three interviews included more
than one interviewee on the call. A limit to this study is that the research was designed to
include one person at each site. A more comprehensive look at micro-systems would
interview at least one person from each of the key roles within the micro-system. Given
the constraints of the study — time, financial support, and the desire to interview a broad
range of sites — a tradeoff was made between the breadth and depth of the study. This is
always an issue with qualitative studies. With the same amount of resources it would
have been possible to study more micro-systems, which would have increased the breadth
of the study, or it would have been possible to study fewer micro-systems but interviewed

more people within each micro-system, which would have increased the depth of the
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study. Patton (Patton 1994) points out that these are not choices between good and bad,
but choices among altematives, all of which have merits.

Appendix B contains the interview questions. The members of the steering committee
who helped with selecting the sites also participated in designing the interview questions.
The interview was designed to address five areas of the micro-system: (1) level of
performance, (2) patient experience, (3) use of information and information technology,
(4) investment in improvement, and (5) leadership and management. The interview
questions were pilot tested with one micro-system site, revised, then pilot tested with a
different site. The pilot tests were conducted with four people on the phone — the
interviewer, the interviewee, and two listeners/note takers. After concluding the
interview, the four people stayed on the phone to discuss the flow of questions, which
questions should be revised, and the interviewer’s ability to pick up on cues from the
interviewee that additional information was there and should be probed. After two pilot
tests and subsequent revisions, the interview format and questions were finalized.

The five sites that had a focus on diabetes care were asked an additional set of
questions. These questions (included in Appendix C) were asked to identify specific
strategies for maintaining and improving the quality of care for patients and populations
with type 2 diabetes. Since the diabetes questions related specifically to my research,
those questions were developed based on my review of the literature, guidelines from the
American Diabetes Association, and input from people who provide diabetes care. The
diabetes questions were pilot tested with several members of a diabetes care team and
revised based on the feedback from the team.

A limit to this study was that the interviews were not tape-recorded. The IOM

required that interviews not be tape recorded, so each interview transcript was based on
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hand written notes taken during the interview. To assure the quality of note taking, the
first several interviews were conducted as conference calls, with the interviewer, the
person being interviewed, and two note takers. Immediately following the interview, the
interviewer and note takers would transcribe their notes and share the documents for
comparison. When assured that the interviewer could conduct an interview and
simultaneously take good notes, the interview process was simplified to just include the
interviewer and the person being interviewed. To facilitate interviewing and note taking,
the interview was formatted with space for note taking after each question. This helped
keep track of the context of the answers because the answers were kept with the
questions, instead of having separate pages of notes. Transcripts were written up
immediately following the interview, and most importantly, before conducting another
interview. Three people conducted the interviews. Of the 43 micro-system interviews, I
conducted 25, the Project Director from the [OM conducted 8, and a medical student
working as a summer intern at the IOM conducted 10.

Not every interviewee Wwas asked every question. For example, as discussed
previously, the interview contained a section on information technology, but some sites
indicated on the pre-interview survey that computer based clinical information was not
relevant for their site. Therefore, during the interview, those questions were omitted. In
addition, in responding to the open ended questions, an interviewee would often
forrnulate a response that would essentially answer a question before the interviewer had
an opportunity to ask the question. A decision was made early in the data collection
process to transcribe the interview as it occurred and not attempt to break apart the
transcript to put answers to questions that were not actually asked. Responses which

answered the questions, but which arose in the interview around a different question were
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frequent and are not reflected in this table. Table 5 summarizes the interview completion
rate. For each question, the table shows the number of sites asked the question and the
completion rate, which is calculated by dividing the number of sites asked by 43 (the

number of micro-systems included in the study).

Table 5§ Interview Completion Rate

% Completion
Interview Question Sites asked Sites asked / 43
Level of performance 43 100%
Success 42 98%
Measures 28 65%
Patient 37 86%
Clinician 28 65%
Culture 23 53%
Professional 10 23%
How long 22 51%
Patient experience 41 95%
New Patient 28 65%
Scheduling 5 35%
Risk assessment 17 40%
Pt information 23 53%
Unusual problems 24 36%
Waits and delays 25 58%
Incentives 9 2%
Community 16 37%
Information and IT 34 T9%
Improvement 40 93%
Specific projects 28 65%
Evidence of success 4 9%
Barriers 26 60%
Awareness of resulls 2 5%
Funded projecis 5 12%
Leadership training 1] 14%
Expert systems 25 58%
Clinical evidence 12 28%
Best practices 15 35%
Information sharing [ 14%
Error and patient safety 21 49%
What happens 27 49%
Culture 3 7%
Procedures 3 7%
Sources of error 6 14%
Leadership 42 98%
Macro-system helps 19 44%
Macro-system is toxic 17 40%
Ideal financial structures 15 35%
Replication 30 70%
Barriers - 23 33%
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A contact summary sheet (included in Appendix D) was used to summarize each
interview (Miles and Huberman 1994). The contact summary sheet required that the
interviewer think about the main issues or themes that emerged during the interview by
identifying verbatim comments and then considering the general theme that the verbatim
comment illustrated. This seems like such a minor addition to the transcription process,
but completing a contact summary sheet was helpful in the transition from conducting
interviews to coding data because it engaged thinking about the analysis throughout the
interview process, instead of waiting until the completion of the interviews to begin
analysis. The contact summary sheet also became a tool for communicating preliminary
results of the study. Because the contact summary sheet captured the main issues that
emerged from the interview, it was easy to quickly pull together the contact summary

sheets to get a sense of the main issues emerging from the study overall.

3.3. _Cross-Case Analysis of Heaith Care Micro-systems
After reviewing several qualitative software packages, Q.S.R. NUD*IST was selected

to use in managing and organizing the data. Q.S.R. NUD*IST® 4.0 (Non numerical
Unstructured Data [ndexing Searching and Theorizing) is a multi-functional software
system for the development, support and management of qualitative data analysis
projects. In selecting a quaiitative software package, it was necessary to choose software
that was best suited to the research strategy. Data are multiple cases, but a single source
from each case. It was important to be able to be able to revise the transcripts easily,
within the analysis software. Since this research is exploratory, it was important to be
able to code easily and make coding revisions. Also, it was necessary to be able to assign

multiple codes to the same segment of text. No software takes away the work of
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qualitative research, coding data, sorting and refining categories, and developing theories
— but software can facilitate these tasks by helping organize the database, create logs of
the changes that are made, and allow searching and retrieval.

Prior to conducting the interviews, data display matrices were created to display the
case-level data. Figure 3 shows an empty data matrix for the first category of questions,
micro-system level of performance. The headings of the columns are one or two word
phrases that represent the interview questions. Micro-systems are listed along the left side
of the matrix, identified as a code (MSO1 — MS43) to represent the 43 micro-systems

included in the study. There is a matrix for each of the five categories of questions.

Figure 3 Case Level Display: Defining Characteristics for Health Care Micro-Systems

A Level of Performance: What does your micro-system do very well? How is it different
from others that treat similar patients?

Success = What is your micro-system successful at doing: How do you define success?

Measures = How do you know you are successful; What data are you collecting?

Patient = [f I were a patient, how would I experience care at your micro-system differently?

Clinician = IfI were a clinician, how would I experience it differently from another micro-system that treats
similar patients?

Culture = How would you describe the day to day work environment? What does it feel to work at . . ?

Professional = What has your micro-system kas done to support professional ethics, encourage peer feedback
or skill development?

How long = How long has the micro-system been working this way? How is it different now from an earlier

time?
SHCCESS measures patient clinician culture rofessional | how lon,

MSO1

MS02

MS03

MS43

As each interview was completed, the interviewer transcribed the notes. Everything
was shared electronically, so that a complete set of interviews would be located in my
NC office and a complete set of interviews would be located in the [OM’s Washington,

DC office. Transcribed interviews were entered as the data in the data display matrices.
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The completed matrices are included in Appendix E. These can be thought of as meta-
matrices, or master charts used to assemble multiple cases in a standard format (Miles
and Huberman 1994). The basic idea is to include all the case-level data in one large
matrix prior to summarizing, refining, and further reducing the data. The matrices in
Appendix E are considered to be “partially ordered” because very little order is imposed
on the display of the data. The completed meta-matrices are the first look at the cross-
case data. The data included in Appendix E has had all identifying information removed.
The creation of the matrices required identifying variables that were thought to be
relevant to the study. To avoid imposing a rigid framework on the data early in the
analysis, initially the interview questions were used as the relevant variables. It makes
sense to initially group the responses with the corresponding interview question. For
example, because each interview is coded to interview question, it is possible to find all
the micro-system responses to Question [.6. “IfIwereat _ how would I experience
the care differently?” Although the questions from the interview served as the initial
relevant variables, additional variables emerged as the study progressed. Table 6 shows

the responses to this question for three micro-systems.
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Table 6 Sample Responses and Coding

If I were a patient at how would I Generalizable Construct
. exgen'ence the care diﬂerentiy? JOM Aims or Rules about the Microsystem
“We have 7:00 am rounds and 4:00 pm Aim: Anticipate needs Improvemnent Exampie

rounds. Most hospitals just have moming
rounds, We added the afternoon rounds. It
doesn’'t cost us a dime. We did it because
our goal is to send people home on day 4.
Well sometimes on the morning of day 4
the patient is not ready. They would have
to wait until the next day — but with the
afternoon rounds we have another chance
to look at them again late in the afternoon.
Sometimes we can send them home. You
can still be customer friendly and
accomplish your goals.

“We talk to the patients about psych/social | Aim: Patient centered Alignment of role and
support. We carry many patients to end of training

life care. We are with them until hospice Rule: Provide care based on

care and sometimes even beyond hospice. | a healing relationship Multidisciplinary Team

We tell them about durable power of
attorney, medications, shopping, eating
less saturated fat, increasing activity, the
importance of family, independence, etc.
We do all of this during the first visit. We
also always put things in writing or print it
out for them. We highlight key words and
phrases, like what an ACE inhibitor is
supposed to do. We don’t use very
technical terms, but we explain what is
happening to them and what the
medications will do in “laymen’s” terms. If
a patient has ESRD, we try to prevent them
from going on dialysis by working with the
doctors. All the doctors know me and 1
know all of them, so I’'m never out of the

loop.”
“It would be experienced as different in a Rule: Patient is source of Mutltidisciplinary Team
couple of ways. You would get more control

information about the services coming in
so that you can make more active choices.
You would meet the whole team, instead
of one person. You would have a say in
how the service is put together.”

Looking at the data by interview question is useful, but the data is much richer than
just providing examples of how patients might experience care differently. So, the work
in coding was to assign descriptive codes to each phrase, sentence, or groups of words
that represent common concepts. This is known as “first level coding” (Miles and
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Huberman 1994). This process began during interviews and was documented on the
contact summary sheet (Appendix D) as “the main issues or themes that struck me during
the interview”. Table 7 contains a list of variables that emerged from the transcripts and

that were used for the first level coding of the interview data.
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Table 7

Micro-system Variables

Variable

Working definition

Investment in Improvement

An effort ensuring improvement is part of the work of the micro-
Systenm.

!\J

Alignment of Role and Training

The match between the health professionals” educational training,
certification, etc. and their work.

3. Constancy of Purpose Integration of the aim throughout the micro-system.

4. Values A set of beliefs that guide the work of the micro-system

5. Organizational Support Ways the macro-system facilitates the work of the micro-system.

6. Multidisciplinary Team The existence and recognition of the team approach to care.

7. Community Connection Micro-system is a resource to the community / community is a
resource to the micro-system.

8. Micro-system Measures Variables high-performing micro-systems are monitoring (or think
are important to monitor).

9. Use of Information and Information is key, technology can be very helpful.

Information Technology

10. Barriers Challenges and constraints on the work of the micro-system.

11. Resources for Replication Necessary elements to design a similar micro-system.

12. Evidence of the Micro-System | An indication the site is a micro-system.

13, improvement Example Examples of improvement projects made within the micro-systems

14. Leadership Importance of leadership on the work of the micro-system

Cross-case analysis of these variables involved searching each interview for

examples. This was an iterative process since the variables emerged and evolved

throughout the coding. As the analysis continued, the factors listed in Table 7 were

refined — some were grouped into categories, some were dropped because they did not

rise to the status of a category that could characterize the micro-system. For example,

“barriers” was a common theme found throughout the interviews, but barriers are not a
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characteristic of micro-systems. How the micro-systems deal with barriers, perhaps
through an investment in improvement or use of information and information technology
did appear to be characteristic of the micro-systems interviewed.

Eight categories emerged and those categories became a framework for thinking
about characteristics of high performing micro-systems. The framework is shown in
Figure 4. Since the framework emerged throughout the analysis, once this framework
was developed, it was necessary to return to the data and search each interview again to

ensure that each interview was correctly coded.
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Figure 4

Micro-system Framework

Constancy of purpose
Low High
Lack of a clear, consistent aim Integration of the aim
throughout the micro-system
Interdependence of care team
Low High
Providers and staff Care provided by a
function as individuals multidisciplinary team
No clear way of sharing Information is key to the relationship
information or communicating
Alignment of role and training
Low High
Health professionals not expected 10 Health professionals expected to work
work within the limits of their education, certification at the upper limits of education, training
{overqualified)
Measurement
Low High
Absence of a set of useful measures Micro-system routinely
measures processes and outcomes,
feeds data back to providers,
makes changes based on data
Integration of information
Low 1
[nformation free environment Information is key,
technology may be very helpful
Investment in improvement
Low High
Training, resources not available Resources made available
for improvement (training, $3, time)
Connection to community
Low High
No clear connection to community Micro-system is a
beyond current patient population resource to the community,
COMmmuGity is a resource
to the micro-system
Supportiveness of the larger system
Low
Larger organization's actions Micro-system views larger
perceived as “toxic” to the micro-system organization as heipful
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3.4. Reliability and Validity

In qualitative research, reliability depends on the rigor of the techniques for gathering
and analyzing data and the credibility of the researcher. Careful documentation of the
data collection methods and the process of analysis permits others to judge the reliability
of the research.

External validity, or the generalizability of the findings, are assured if the emerging
theory is applicable to micro-systems in general, not just the micro-systems included in
the study (Morse and Field 1995). The diversity of the micro-systems participating in the
interviews — diversity in clinical focus and population served — encourages
generalizability of the findings to other settings (Miles and Huberman 1994).
Furthermore, as is discussed in the results section, the findings are general in that they are

applicable to other settings.
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IV. RESULTS

This section begins with a summary of the responses to the micro-system interviews
and then presents the results of the analysis as related to my research questions —
factors related to more effective micro-system performance, strategies for providing care
to patients with type 2 diabetes, and the barriers and facilitators to providing effective
care to diabetic patients.
4.1. Summary of responses to the micro-system interviews

Representatives from forty-three micro-systems were asked a variety of questions.
Interview questions were organized into these categories: level of performance, patient
experience, information and information technology, improvement, and leadership. The
interview is included in Appendix B and the transcripts from the interviews are included
in Appendix E. The following paragraphs summarize the responses.

4.1.1. Level of performance

To determine the level of performance of the micro-system, interviewees were asked
what their micro-system does very well and how do they know, that is, what data is being
collected so that one would know the micro-system is doing well. The majority of micro-
systems {70%) identified taking care of specific types of patients (e.g., the frail elderly)
or providing a specific type of care (e.g., women’s reproductive care or diabetes care) as
what they do especially well. Other areas that were identified are working as a team
(14%), using information technology (12%), conducting research (7%), educating and
training providers and staff (5%), improving access to care (5%), and communicating
(1%).

The connection between what the micro-system does very well and how we know

was not so clear. Forty-nine percent of the micro-systems interviewed mentioned
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measuring their success by looking at clinical outcomes or some defined set of measures
that includes clinical, functional, and financial indicators. Seven percent of the micro-
systems specifically identified measuring micro-system care against guidelines or
protocols. For example, one micro-system measures which protocols are being used, by
how many physicians, and what percent of time. Forty-four percent of the micro-systems
mentioned measuring patient satisfaction and 7% of the micro-systems identified
provider satisfaction as an important indicator.

Nine percent of the micro-systems identified benchmarking as a specific method for
comparing their outcomes to others. However, one micro-system interviewee identified

benchmarking as potentially problematic:

“We measure success against ourselves. We try very hard not to measure against
benchmarks. We do 1400 hearts a year. We should be the benchmark. Success to
us is any incremental thing that makes us better than yesterday. ... It is a mistake
to benchmark pieces of your process against multiple other pieces of process. ...
Just keep working on little projects to improve what you are doing. Benchmarks
can limit you. Sometimes the benchmarking in and of itself becomes the goal.”

Finally, ninc percent of the micro-systems interviewed acknowledged that measuring
and collecting data is difficult work. Two of these micro-systems responded to the
measurement question in a way that indicated that they are not high performing micro-

systems, i.e., “negative” cases.

“Other people use surveys and other ways to benchmark. We just do it seat-of-
the-pants. We figure that we will get feedback. We don’t use any modern
techniques to measure anything. It’s very expensive. We don 't have extra capital
to invest in recreational data collection to prove how we are doing to someone
else when we know how we are doing.”

“Qur success is based on how we are looked at by the MCOs. Every physician
says they practice excellent medicine, but you have to look at some other
parameters. We look at HEDIS and NCOA measures. It's hard to look at other
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outcomes — no one knows how to do that. We look at the data and say ‘What can
we do to make this better?’ But there is so much pressure to reduce the time we
see with patients and see more patients every day.”

When thinking about the micro-system concept, a common question is “How do we
know that a micro-system is different? Is it just another word for a team?” In
consideration of these questions interviewees were asked to describe how a patient would
experience care differently in their micro-system. Similarly, interviewees were asked
how a clinician would experience the micro-system differently from another micro-
system that treats similar patients.

Interviewees reported most frequently that patients would perceive care differently
because of the level of information that the micro-system gives to the patient.
Interviewees mentioned making welcome calls to new enrollees, sending information
about the services provided, and making sure the patient has a copy of the physician’s
note when leaving the appointment. Ore interviewee discussed how there are “no barriers
to information.” “Data on the measures we are monitoring are displayed on a wall —
patients can see what the micro-system is working on.” The level of information may
include an increased use of information technology — some micro-systems are
communicating with patients via e-mail and referring patients to web sites for patient
education. Other differences that the patient would experience would be the team
approach to care and the focus on building the relationship with the patient and family.

When asked how clinicians would experience the micro-system differently, one
interviewee said, “the clinical part is not that different — it’s the technology and the

teams.” Other micro-system interviewees also indicated that technology does have an
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increasingly significant role. However, one interviewee articulated the importance of not

confusing information with information technology:

“Frankly, all this stuff about information systems have been what is holding us
back. That's all crap. Everyone is just waiting around for some kind of cure all
information technology system, instead of figuring out how to track things
themselves.”

Other differences that were mentioned were standardized care, cross-training of staff,
and infusion of improvement into daily work.

To understand the culture of the micro-system, interviewees were asked to describe
the day to day work environment of their micro-system. Most comments discussed the

impact of a team approach to care.

“There has been a radical change since we introduced teams. You can see it even
where they hang out. Before the docs were tagether, the nurses together, etc. But
now the team hangs out with the team. At the morning meetings, you may see the
medical assistants providing the leadership. The medical director calls it the ‘fast

break’ — three people on the floor and anybody can finish the play.”

Other aspects of the culture of high performing micro-systems that were mentioned
are the freedom to make decisions regarding own work, increased level of
communication, and a commitment to improve.

Interviewees were asked to discuss what their micro-system has done to support
professional ethics, encourage peer feedback and develop skills. Answers range from
micro-systems that admitted that “we haven’t done much” to one micro-system that has a
full-time person whe is responsible for organizing and leading sessions on the issues
involved in working in teams. Other sites acknowledged the importance of this type of
training, but lacked a systematic way of doing it. “We try to do this through the course of

our activities. But we don’t do it conscientiously. It’s kind of on the job training.”
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The final question in the “level of performance” section asked how long the micro-
system has been working this way. Answers ranged from one year to “since 1945”. Of
the interviewees who were asked this question (n = 22) three sites reported their micro-
system as working this way for more than ten years (16 years, 22 years, and 55 years).
All the others reported less than ten years.

4.1.2. Patient experience

Interviewees were asked to talk about the patient’s experience in the micro-system.
Specific questions were asked about a new patieat’s experience, scheduling, risk
assessment, referral, waits and delays, and patient education. These questions were
designed to determine innovations in delivery of care.

Six of the sites have moved to an open access model, where patients are seen the day

they call.

“We assure that a patient can be seen that day if they can be seen by 3, other wise
the next day. That is not a big problem because phone calls to be seen that day
drop way off in the afternoon. There is some variation in how many patients will
be seen in a given day — could be 25, 28, 32 or 20. The primary focus has to be:
We are here for you."

Others continue to carve out slots for same day appointments for urgent visits, which
does not appear to eliminate barriers to access and, as the following comment suggests,

may not be the best solution for providers, patients, or the health care system in general.

“We have quick access, but not open access. We take care of anyone who just
walks in, but we don’t advertise that. We try to triage based on urgency. Next
available appointment slots may be a month out. The extenders have more open
slots. The older, established MDs have a longer wait time for next available
appointment. We maintain 10% open slots for same day appointments. Once a
week or so a patient will triage themselves to an urgent care center or to an ER.
We don 't know how to stop this. I found out this week that a woman [ delivered a
few weeks ago went to the ER with pain. The ER MD called me 6 hours later —
they had done all these tests and had found nothing wrong, of course. She could
have just showed up here.”
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Another comment from a micro-system with open access shows that they feel they

have found the solution.

“In the old system, variation in quality was caused when patients went elsewhere
to be seen, e.g., an urgent care center, or gave up trying to be seen. Now the
variation in quality is based on the doctors. In the first generation of open access
people carve out slots based on predicted urgent care demand. But you need to
move beyond this and dispel the myth of "needs vs. wants where wants are seen as
unjustified demands. This is the height of arrogance and b-s. In health care, what
we sell is a relationship. But what we then do is put up a barrier in the form of
‘we think you 'll get better if you just wait’. If they come in for what we think is an
‘inappropriate’ appointment, so what? First, they'll find a way to get in anyway.
Second, it destroys the relationship. Third, it is an opportunity to do other things
— preventive care, to explain how they might handle the problem themselves the
next time, and an invitation to them to call me. Incidentally, the notion of
‘demand management’ by forcing people to call a stranger is completely
misguided. The way to manage demand is over time, not with a call to a nurse.
You explain to the patient what to do next time.

Other innovations in organizing and delivering care include building time into the
daily work for teams to communicate, present cases, and learn from each other. Building

in mechanisms for communication seems to be key to managing referrals too.

Information technology can facilitate this communication.

“We started as a multi-specialty group. Now, if I pick up a phone I can connect

directly to a specialist. This makes the transfer of care smooth. The Epic system

generates referrals for non-urgent referrals. My notes go with the referral. It's

the same method for getting information back to me. We are also connected via e-

mail — we do a fair amount of communicating this way.

Many micro-system have specifically addressed improving waits and delays.
Improvements include standard stocking of rooms, pulling up information about the
patient visit prior to the visits, and adding a patient flow facilitator to the team.

In the micro-systems interviewed, how do patients get information about their health

condition? Predominately, patient education is conveyed during one-on-one interaction
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with providers, via printed materials, videos, and classes. There appears to be an
increasing level of comfort with technology and the integration of technology into patient
education. Everett Rogers framework for studying the adoption of innovation can be
applied to this phenomenon (Rogers 1995). Rogers’ findings from decades of research in
the diffusion of innovation demonstrate that the rate of adoption over time follows an S-
shaped curve. During the early stages of an innovation, such as use of computer
technology in providing patient education, there are refatively few adopters. Rogers’
refers to these as innovators. Early adopters are the next group to adopt an innovation,
followed by the late adopters in the final stages.

Figure 5 shows Rogers’ model for diffusion of innovation and includes three
examples from the micro-system interviews regarding the use of e-mail for patient

education.
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Figure 5 The Diffusion of Innovation and the Use of E-Maii for Patient Education
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[nterviewees were asked about the incentives that reward management and staff for
meeting and exceeding patient expectations. The responses fall into three categories, (1)

no incentives, (2) incentives, and (3) misaligned incentives.

“The only reward is the knowledge that you are providing good personal care for
each patient.”

One micro-system talked about an Independent Development Plan (IDP) that

recognizes successful efforts to improve with a raise.

“We just started this year and next year it will be mandatory to meet your IDP to
get a raise. For example, one group wanted to improve patient satisfaction in
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their team. One team wanted to decrease supply costs — they cut supply costs by

28%."

Two interviewees mentioned incentives that appear to be misaligned, that is the
incentives do not promote the functioning of the micro-system because either the
incentive is not connected to the work of the micro-system or the incentive is not given to

all the people working in the micro-system.

“There are only incentives for high-level administrators to meet HEDIS
measures. Nothing filters down.”

“If at the end of a quarter, there are savings from the unit, the money is split one
third to the facility, one third to the health plan, and one third to the physicians.”

The final question in the patient experience section asked interviewees about things
the micro-system is doing to seek input from the community and to keep the community
aware of what the micro-system is doing. The micro-systems interviewed show that they
interact with the community at two levels — acting as a resource for the patient
population and acting as a resource for other clinicians and health care providers through
providing education and setting the standard of care in the community.

4.1.3. Information and information technology

Micro-system interviewees were asked about use of information and information
technology. Forty-nine percent of the sites included in this study indicated that patient
records are paper based, 39% indicated that patient records and financial systems are
computer based but separate, and 12% indicated that patient records and financial

systems are to some extent or entirely integrated.
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The majority (58%) of the sites interviewed is either linked or has access to data
sources outside the micro-system, such as laboratories, pharmacies, or the emergency
department. Of those micro-systems using a computer-based information system, they
use them to generate reports about the practice (n=15), to support real time patient care
{n=12), and to support clinical decisions (n=6). Only one micro-system indicated that the

clinical information system includes direct data input by patients.

“You would be given a touchpad computer when you come in for your visit for
Sfilling out all the intake information. Your picture would be taken digitally. All
this would happen, and the doctor would see it, before you see the doctor. The
doctor would explain your responses — e.g., what the SF 36 score means."

4.1.4. Improvement

The micro-systems included in this study provide rich examples of improvement
projects. Interviewees were asked to comment on the types of things that the micro-
system has done to redesign services and to improve the quality of care and how they
know that these efforts were successful. Projects range from improving clinical care, e.g.,
improving diabetes or asthma care, to improving the more administrative parts of care,
such as scheduling or waits and delays.

Interviewees were asked to talk about the barriers to making change and how they
have overcome them (or are trying to overcome them). Time, financial resources, and
lack of organizational support for improvement are barriers that were frequently

mentioned.

“The amount of change in staff is huge. Staff changes are as frequent as every
month. Second, building our team and dealing with the administration that deals
with 20 physicians has also been tough. For example, our regular staff meeting is
attended by our receptionist. The administration board doesn’t want our
receptionist attending the meetings. They say that other receptionists for the other
docs then complain that they have to cover another person’s work. So, on one
hand, they say ‘work as a team,’ and on the other hand, they don’t let the team
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meet or work together. The other barrier is inertia. People don’t want to change.
They don't want to do things differently until disaster comes through the door.
Nurses also say that we have ‘done it this way all the time.’ It's hard to make
change happen. The last barrier is still having a paper based medical record.
This is the primary source of information. There is definitely a lag time before all
the information is there.””

One site addressed a potential barrier with using improvement teams — uniess the
micro-system is the improvement team, the team may have difficulty changing the micro-

system.

“We did something wrong the first time. We created an ad hoc team to lower
infection rates. They brought the change back to the unit. The unit didn’t want to
make the changes. The team was ‘off-line’. ... Our goal is to make a unit that
creates improvements. "

Interviewees were asked if the micro-system uses any guidelines, protocols, or expert
systems to help clinicians get up-to-date information. Most micro-systems have
guidelines and protocols in place. However, most of these micro-systems also reported
difficulty in integrating the guidelines and protocols into the daily work of the micro-

system.

“There are a lot of guidelines in most institutions, but the way they are

implemented destroys their usefulness. For example, the diabetes guidelines are

40 pages. As a physician, I look at them and decide on the 2-3 most important

things that should be done and woark on getting those done consistently. Work on

the others later. Even this is very hard to implement consistently.”

A few of the interviewees mentioned formal benchmarking arrangements with other
organizations. Overall, among the sites interviewed, there appears to be a lack of a formal
mechanism for learning about best practices and for sharing new information.

With the recent publication of the Institute of Medicine’s report, To Err is Human,

(Kohn, Corrigan et al. 1999) national attention has been focused on medical errors and
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patient safety. As part of the micro-systems interview, participants were asked to talk
about what happens when someone in the micro-system makes an error, the extent to
which there is a blame free culture, procedures that have been implemented to improve
patient safety, and what they believe to be the major sources of error or harm.

Several interviewees talked about formal mechanisms that are in place within their
micro-system for addressing errors. For those without a formal mechanism in place,

talking about errors appeared to be more difficult.

“It's hard to talk about ‘error’ because it is culturally not acceptable for fear of
litigation. But we try.”

Several interviewees recognize the importance of a systems approach to reducing

€rTors.

“If something bad happens it seems to me that the system has set the person up
Jfor failure. When you gather the data it almost never is what it seems to be. We
had a patient who wasn 't doing well. The physician ordered lidocaine. The nurse
gave the patient a whole amp of epinephrine. We all thought ‘how stupid.’ But
when we started looking at the medications they were beside each other in almost
identical boxes. Still she shouldn't have made the mistake but you could see how it
could happen the way we had things set up.”

“The system can be an advocate. It can be a reminder that a mammogram needs
to be done, that there is a system in place to make sure it happens, that things go
well. A system can empower the medical assistant to insist that a patient be seen,
even if it means clashing with a provider.”

Medication errors and follow-up of abnormal lab results were the most frequently
mentioned sources of error.

4.1.5. Leadership

It is important to explore the organizational context of the micro-system. Most micro-
systems function within a larger system, or “macro-system”, therefore, it is conceivable
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that successful micro-systems would only be successful given a certain organizational
environment. Or on the other hand, a micro-system could fail because of the
organizational environment it exists within.

Focus at the micro-system level has implications for the macro-organization — this is
not a2 minor detail. The Health Care Advisory Board reported that a common ingredient
in successful organizations is a “tight, loose, tight” deployment strategy” (HCAB 1997).
If you think about what that might mean in to health care micro-systems it means that the
macro-organization would mandate that each micro-system align its mission, vision, and
strategies with the organization’s mission, vision, and strategies. That would be “tight”
management. Then the macro-organization would back away to let each micro-system
determine on its own how to get there. That would be “loose’” management. Then the
next “tight” rnanagement would refer to the macro-organization’s accountability-based
management system to achieve results (Caldwell 1998).

Micro-system interviewees were asked to provide examples about the helpful and
toxic ways the macro-system affects the care provided by the micro-system. Overall, the
interviewees provided examples of supportive macro-systems — supportive in providing
resources, supportive in creating the environment or cuiture for the micro-system to work
within. However, the tension between the micro-system and macro-system and between

tight and loose management was evident in some of the responses:

“They have been very supportive in terms of wanting to do cutting edge work. The
priority for the system is patient care. They identified areas where CQOI teams
were needed. That is where the Breast Care team came up. They supported us
financially too. They have paid close attention to the results. They have identified
breast care as an area where they want a center of excellence. It is a priority of
the system."”
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“The administration is a barrier. Sometimes [ wish that they would just open the
door and get out of the way. "

Interviewees were asked to comment on what they would consider to be an ideal
financial structure for improving the quality of care. This question was added early on
during the interview process because so many interviewees were commenting that the
financial structures were a major barrier to the work of the micro-system. Among the
interviewees asked this question, a common response was to have some sort of capitated

system, as suggested in the following comment.

“To encourage improvement, you need a structure that makes you responsible for
a defined population — some sort of capitated system. In a couple of sections
here, the payment scheme is fee-for-service — this makes people less involved in
the team. The incentive is to maximize own profits. This hurts improvement
efforts.”

As the micro-system is explored as an important model for the organization and
delivery of care, a logical next question will be “how do we replicate a micro-system?”
The answer will come from those working in the most effective micro-systems.

Interviewees were clear about the resources needed for replicating successful models.

“If you can have those three things in place before you start—the right team, the
senior leader support, and the financial issues resolved—you can replicate what
we have done. What we are doing is not undoable in other places. In many cases
it’s just common sense."”

“It is helpful to have a clear sense of goals, a philosophy of the service. Line
everything else up with that. Funding must be aligned somehow to make the
model possible. It is helpful to have some leaders who are in the micro-system all
the time working on the administrative and organizational support of the model of
care. We get visitors a lot. It helps them see where it is happening. They are
interested in how everyone involved understands the goal of care, the high level
of communication. Productivity expectations, but paid on salaries, are helpful for
improvement. Plus recognition for those working on improvements. There isn’t a
hierarchy of how much opinions are valued. Everyone’s opinions are valued. The
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meetings and care plans are done for a thought out reason. It isn't by accident
that this is how we got here. It would help to have supervision from someone who
has done the model. Our model has been replicated. Mentoring has helped. There
needs to be a connection over time. Someone to talk to about difficulties and
barriers as they occur. Talk it through with someone who has been there. It’s
hard to set up a model just by reading about it.”

4.2. Factors related to more effective micro-system performance

Micro-systems vary on several factors. As previouly shown in Figure 4, these factors
can be thought of on a scale of “low™ to *high”. Although these factors are based on the
common themes and patterns that occurred repeatedly across multiple micro-systems,
each factor was not present in each of the micro-systems included in the study. Table 8
lists each factor and the percentage of micro-systems that provided an example that
indicated the presence of the factor. The factors are arranged from the highest to the

lowest percentage.

Table 8 Percentage of Micro-system Sites Coded with Each Factor

Factor % of micro-systems
1. Integration of information 100% (43)
2. Measurement 95% (41)
3. Interdependence of the care team 88% (38)
4. Supportiveness of the larger system 86% (37)
5. Constancy of purpose 70% (30)
6. Connection to the community 67% (29)
7. Investment in improvernent 53% (23)
8. Alignment of role and training 40% (17)

The sites included in the study provided rich examples of each of the factors for high
performing micro-systems as well as for low performing, or less effective micro-systems.

The following paragraphs, arranged according to the percentages shown in Table 8,
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discuss each factor and provide several examples to represent the high and low end of the
scale for each.

4.2.1. Integration of Information

Universal among high performing micro-systems is integration of information.
Micro-systems vary on how well information is integrated into the daily work of the
micro-system and the role that technology plays in facilitating the integration.

Deming taught that knowledge is built on theory, not information (Deming 1993).
According to Deming, information is static, whereas knowledge has temporal spread —
put simply, with knowledge a theory can be developed that explains what happened in
the past and predicts what will happen in the future. Expanding on this thought, in the
micro-system analysis it became clear that in many of the sites, data is abundant, but data
is not information. It is the integration of the information that creates knowledge among
the high performing micro-systems. Furthermore, technology can be a useful way to help

facilitate the integration of information within the micro-system.

“If you were a patient you would experience care differently here compared to
the care you might receive elsewhere. You would be given a touchpad computer
when you come in for your visit for filling out all the intake information. Your
picture would be taken digitally. All this would happen, and I would see it, before
you see me. I would explain what your responses mean."”

Other sites indicated that technology is not essential to integration of information.

“Most of the information is there, you have to find a way to harness it. Really all
that is needed is a simple system to get back information quickly. Computers,
lines, high tech come to mind but it doesn 't have to be that way. Talking is a way
to communicate too. Information technology doesn’t have to be an elaborate
system."”’

“We reorganized into teams 2 years ago. An MD, RN, and Medical Assistant form
a team. We have 6 or 7 teams, each team sees a panel of 1200 patients. Each
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team sees patients for a 4 1/2 hour block of time per day. The morning starts with
a 30 minute meeting to review appointments that are scheduled for the day. Then
the compressed clinic day. Then time for charting each afternoon. We have
practice management time that is scheduled every week. Patients are not
scheduled for that time. That time is for reviewing data, collecting data It’s funny
but you can see almost the same number of patients during a compressed clinical
day as during a full day. We try to see 4 patients per hour. The teams are
staggered throughout the day so that we can be open from 8 a.m. to 8 p.m. The
number of teams is scheduled to match times when patient demand is the greatest.
We have 3 exam rooms and have eliminated time in the waiting room. It's called
express check-in. We verify insurance and demographic information the day
before the appointment.”

Table 9 provides several verbatim responses from the interviews that illustrate low

and high levels of integration of information.
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Table 9

Micro-system Examples of integration of Information

Low

Integration of information

Informaticn free eavironment

High
Imformation is key,
Techuology may be helpful

“We don’t have control over the inforrnation that
we need. We need to be able to define who our
panels are — we can’t do that ourselves. Control
of information is a barrier. It is hard to get the
information we need. Change will be more r2pid
in the teams as we have more control over the
information.”

*“I can show diabetics a graph of their HgA 1-C and
comment on how it has dropped along with their
weight which is graphed on the same screen, I can
also refer them to web sites, for example, if they
are interested in alternative care, acupuncture,
asthma management. One thing ! have been
concerned about is how to communicate using the
computer without losing contact [when you put
information into the computer]. By having the
medical assistant enter the information, I can
invite them to tell the whole story, and I can listen,
so it actually increases communication.”

“If you aren’t going to have the same nurse
working with the patient then you have to have
better communication, Patients get the best care
when you have health care workers who
communicate very well and collaborate very well.
One of the biggest problems I see is physicians not
talking to each other. Also, so many nurses work
part-time, varying shifts. We struggle with getting
them to communicate. It’s hard to get them to put
equal emphasis on communicating, documenting,
teaching and the physical tasks that need to be
done before the end of the shift. You don’t get the
same negative feedback from your coworkers if
you aren’t teaching the patient as you do if you
leave some of the physical tasks undone at the end
of the shift. A nurse will prioritize and get every
thing done before the end of the shift, but they
don’t look at the patient’s care plan and do the
teaching that needs to be done before discharge.”

“The team that takes care of patients is a working
group that meets daily for 45-60 minutes. We
discuss the status of all the patients and we
brainstorm treatments as well as discharge
planning there. All patients are listed on this
blackboard that is used to organize information on
the care process for each of the patients.”

‘At 7pm one evening a person was giving care to a
patient in a hospital who was receiving cancer
treatment. The patient wanted an advance directive
— if my heart stops, [ don’t want CPR. The
person told the nurse at the unit desk about this
request and asked that the nurse please tell the
MD. The MD never heard this. At 6 am the next
moming, the patient had a cardiac arrest and a
code was called. 20 minutes into a code the
request was seen in the patient’s record that the
patient didn’t want this to happen. We saw that
there was not a clear responsibility to report the
request to the nurse, to report to the MD. The
physician always decides whether an order will be
written or whether to go talk to the patient before
writing the order. The system worked a lot of the
time, but it wasn't consistent.”

“Sharing information with patients is the biggest
safeguard (against medical error). The electronic
medical record (EMR) does drug-drug interaction
alerts. When the patient leaves the office, he/she
gets a printout of their medication list. Once ina
while a patient will call later and say, ‘I was
looking over the list, and I am not taking x
anymote, but Dr. So and Sohasput me on y.” It
takes all of us. Another safeguard is that the
system we use forces me to consider all the
possibilities. For example, if a patient comes in
with headaches and vomiting, it has a structured
sequence that makes you consider the causes,
including cerebral hemorrhage.”
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4.2.2. Measurement

Effective micro-systems measure what they do and they recognize that the larger
system measures are not always helpful at the micro-system level. Part of the work of the
micro-system becomes developing a set of measures that are appropriate for the goals of
the micro-system. Furthermore, the analysis revealed that all micro-systems, even the less
effective ones, are measuring outcomes, but those with low measurement are lacking
measures that would be useful in the daily work of the micro-system. As one interviewee
said, “At the local level I don’t get the measures that I need and the measures at the
regional level aren’t at the level I need.” It may be that this recognition is important in
developing a high performing micro-system.

Table 10 provides examples of low and high levels of measurement in the micro-

system interviews.
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Table 10 Micro-system Examples of Measurement
Measurement
Low High
Absence of a set of useful measures Micro-system routinely

measares processes and outcomes,

feeds data back to providers, makes changes based on data

“I think we are deficient in measuring. We are
measuring the more global outcomes.”

“We have developed a radar screen that has 8
simultaneous processes continuously monitored.
Each process is depicted in 15 minutes cut of data
for the last 4 hours. We know where in the process
not only the patient is, but where the system is.
Each process measured is summarized on the
screen by graphs. All we have to do to obtain data
is touch the screen. When we obtain three
consecutive 15 minute intervals going in the
wrong way, we realize that something needs to be
done.”

“When it comes to collecting raw data, we have
found it to be difficult. We have data on
demographics, and iength of stay, however we
don’t have data on ocutcomes of care. This will
come soon in the future.”

“We use a value compass. We can query a
database at any time for individual patients, but
also for all patients we serve. We are also hooked
up to 26 other centers. We can look at data by the
point of service or longitudinally. We measure
functional statys, health status, work measures,
treatment, who you have seen (type of provider),
age, sex, height, weight, SF36, satisfaction,
clinical comorbidities, smoking, cost of lost work
over time.”

“Qther people use surveys and other ways to
benchmark. We just do it seat-of-the-pants. We
figure that we will get feedback. We don’t use any
modem techniques to measure anything. It’s very
expensive. We don’t have extra capital to invest
in recreational data collection to prove how we are
doing 10 someone else when we know how we are
doing.”

“We track our endpoints extensively and have
been able to do 3-yr follow-up of 75-85% of
patients. We have an annual banquet in January
and invite all former patients to come. 8§0% of
those whose surgery was in the last 2 years come
to this banquet. We book a large hotel, and they
are our guests. It is social but also an opportunity
to do a follow-up check. We have 15 docters
doing exams. 700-800 people generally come.
There is a lot of camaraderie among patients.”

“Every physician says they practice excellent
medicine, but you have to look at some other
parameters. We look at HEDIS and NCQA. [t's
hard to look at other outcomes - no ones knows
how to do that.”

“The development of an instrument panel of
measures has been very important, then feeding
this back to the staff has really stimulated our
thinking.”

“There was 2 problem with how to track it [data
about meeting open access goals). There were
problems because the physicians weren’t getting
feedback on time about how they were doing
working down the backlog and meeting open
access goals. Then the MDs wouldn't get the
incentive because they hadn’t met the goals.”

“We can track process length through our real time
‘flight simulator’ system. By touching the screen,
we instantly know such things as arrival to bed,
bed to nurse, arrival to doctor aggregated cycle
times.”

Page 62




4.2.3. Interdependence of Care Team

As discussed previously, one element of a micro-system is the key players — the
providers and staff who work together on a daily basis. Table 11 provides examples of
interdependence of the care team. The interdependence of the care team varies across
micro-systems. In sites with a high degree of interdependence, the existence and
recognition of importance of the team approach to care was evident in the interviews.
Furthermore, it was clear that information was key to micro-system’s ability to function

interdependently.

Table 11 Micro-system Examples of Interdependence of Care Team

Interdependence of care team

Low
Providers and stafl Care provided by s
function as individuals multidisciplinary team
No clear way of sharing information or communicating Information is key to the relationship
“Often physicians have difficulty working with “We developed multidisciplinary rounds —
non-physician providers, giving them the control. everyone involved in caring for the patient. The
Some physicians don’t do well sharing major value is baving everyone communicate
responsibility for patient care like this.” directly with one another. Each person knows
they may be asked about the patients and has to
be prepared.”
“It’s always hard when we get new clinicians. “It is impossible for one individual to take care of
They aren’t used to working with para- an elderly person. Older and frail people have
professionals in the community. We try to many health needs that can only be metby a

illustrate what works. MDs focus on what they group of dedicated individuals.™
do in the exam room but that's not enough.”
“Finally, not all doctors like the interdisciplinary “There are just the three of us. We work very
philosophy. They like to do whatever they want” well together. M. is in charge of the office, I am
in charge of the patients, and Dr. D. is the
physician champion. He holds the key to
resources and new patients.”

“We created a phone center to handie problems “We believe strongly that in team care, staff
with phone access. We have 6 people answering satisfaction is very important. Everyone is not
phones. I saw it as decentralization and didn’t equal, but everyone is important and has a

like that idea for the micro-system concept. My different responsibility. I try to make sure that
phone nurse knows my patients — she knows the clinicians know that working here requires a
when a patient really needs 20 minutes instead of | balance of getting to do what you want to do and
10. This has been borne out with the phone of doing things as part of a team.”

center and it is still hard to get through [on the

phone].”
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4.2.4. Supportiveness of the Larger System

Supportiveness of the larger system actually overlaps with many of the other factors.
In high performing micro-systems, the aim, or the constancy of purpose, is consistent
with the aim of the larger system. The larger system often demonstrates that
improvement is a priority by making the necessary resources available for the micro-
system. Even though there is overlap with some of the other factors, it is important to
recognize the importance of the larger system on the success of the micro-system. As an
interviewee at a geriatric unit reported when asked about how the larger system has
supported the efforts of the micro-system, “The administration has continued to support
the geriatric unit by providing both staffing and general resources. Getting a ‘yes’ for a
request from the administration depends on how they feel about you and department. On
the converse, rarely do units exist in a vacuum. So, where there is a larger structure,
there are always potential negatives.” Table 12 provides examples of supportiveness of

the larger system from the micro-system interviews.
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Table 12 Micro-system Examples of Supportiveness of the Larger System
Supportiveness of the larger system
Low ~High
Larger organization’s actions Micro-system views larger
perceived as “toxic” 1o the micro-system organizstion as heipful

“I think that there is a barrier at the institutional
level. For example, the institution has launched a
Clinical Consistency Program. Basically, they
want every place in their system to practice the
same way. However, this hurts us because we
have found ways to do things efficiently here, and
if we have to practice like the rest of the system,
we feel that we’ll be practicing ‘mediocre’ care.
Thus, there is a philosophical barrier.”

“They have been very supportive in terms of
wanting to do cutting edge work. The priority for
the system is patient care. They identified areas
where CQI teams were needed. That is where the
Breast Care team came up. They supported us
financially too. They have paid close attention to
the results. They have identified breast care as an
area where they want a center of excellence. It is
a priority of the system.”

*At the system level the priorities for the system
are not the same as the priorities for me in
primary care.”

“We had the commitment from top administrators
— the Presidents from 4 systems set up the task
force. The task force was to talk about ways to
collaborate to improve healthcare. We setas a
goal that at least 50% of adults in our community
would have an advance care plan before a crisis.
And that the program we implemented to do this
would be accepted by the community. The
endorsement from the administrators made the
task force much easier. [n other communities,
that support may not be there. I could go to
medical records and say this is what I need —
and I need to report back to the 4 presidents. I
met very little resistance. My organization in
particular put a lot of importance in this and
asked me to put a lot of time in it. [ wasn’t just
asked to work it in to my other responsibilities.”

“The corporate policy for open access was a
barrier and facilitator at the same time. The way
corporate defined open access wasn’t really open
access and they set incentives based on their
definition. Some people had different views about
what open access was. For us, it was ‘doing
today’s work today.” For corporate, it was ‘if
your schedule is open 75% a week out you will

get a bonus’.

“We can make changes quickly and are free to
make investments and commit resources to
change. We recently created a management
services division here. We help other clinics and
care sites to do marketing, quality improvement
in patient flow, etc.. This is our entrepreneurial
spirit. The larger organization provided us with
some resources to allow us to do this.”

*“It is a mixed message. The organization talks
about team care but then subverts their vision —
they put in a centralized phone system with a
nurse in charge of scheduling appointments.
Well she has no way of knowing whether Doctor
X and Y are on the same team. [fa patient of Dr.
X cannat go to Dr. X because he is on vacation,
the nurse may send the patient to Dr. Z though
Dr. Y is on Dr. X’s tearn. So instead of the
patient going to Dr. Y, they go to Dr. Z.”

“The hospital system has shown great effort in
helping us out with patient restraint protocols.
Restraint management has been an area where
they have excelled and this has made the ER a
safe place to work. They are also helping us out
in quality end-of-life issues and how culwral
differences of people necessitate individualized

”»

care.
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4.2.5. Constancy of Purpose

An important factor to high performing micro-systems is constancy of purpose, or an
aim that guides the work of the micro-system. As Table 13 suggests, where constancy of
purpose is high, the aim is apparent to the micro-system, but it is also communicated
across the boundaries of the micro-system. In contrast, lack of a clear consistent aim may
be destructive to the micro-system and, ultimately, to patient care.

One interviewee talked about participating in benchmarking with other neonatal
intensive care units. The difference between a low and high level of constancy of purpose

is illustrated in this comment;

“The thing that distinguished those places that are achieving excellence is the
organizational culture. Our culture was ‘of course babies get infections, they are
not well to begin with’. But those other sites saw an infection as a failure, not
entitlement. All the way to the bedside the unit knew that infection was a failure.
The philosophy has to permeate the organization.”
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Table 13 Micro-system Examples of Constancy of Purpose

Constancy of purpose
Low High
Lack of a clear, consistent aim Integration of the aim
throughout the micro-system

“There is some divergence in the practice. The
original aim was that we would practice the best
medicine we could, understanding that we
couldn’t be as financially successful. Now some
of the physicians are compromising for the
financial aspects. They are spending less time
with patients, care is not as complete.”

“What we do well is communicate the importance
of diabetes care — up, to the senior leaders of the
organization; across to other providers’ and out,
to the community. We are advocates for our own
work. Whenever I walk into a room, people think
diabetes.”

“At the department level there are barriers. We
try to make changes across departments because
in the community we don’t want to treat patients
differently because of the departnent they go to
for care (peds v. IM v. FP). The barrier is to get
agreement for everyone to make the change after
one group pilots it. Every group doesn’t need to
pilot it before making the change.”

“Qur principle is that all of today’s work is done
today.”

“I feel strongly that if we could have more time
with patients for coaching, behavioral changes,
and attitude changes we could improve diabetes
care. Nobody wants to do anything if it isn’t
reimbursed. Wherever the $ goes that is where
the service goes. Now there isn’t adequate time
or resources for teaching patients in any setting.
Patients are so sick now when they are in the
hospital, they are often too sick for any teaching.
So we end up teaching the family members. God
help the person who doesn’t have a family
member at home to help them.”

“The focus of this micro-system is improving
advance care planning through systems of
healthcare. This is a joint effort of 2 healthcare
systems. They assist and encourage adults to do
advance care planning and them make sure
written plans are available and followed. These 2
healthcare systems are competitors — competing
for the same patients."”

“There are various ways that health care workers
let patients know that we are busy — don’'t tell us
that you are having a problem because we don’t
have time to deal with that. For a lot of nurses
the reason for being 2 nurse was to relieve pain
and suffering. But then we send the message that
we don't have time to help you.”

“A lot of our work is around controlling chronic
illness, addressing the co-mordities, maintaining
quality of life. We want the patient to maintain
community residence for as long as possible.
This is an HMO —- we are the payor — if the
patient goes to a nursing home we pay for that
care and monitor the care. It makes sense for us,
financially and philosophically, to maintain the
community residence as long as possible. The
best thing we can do is keep them out of the
nursing home.”

4.2.6. Connection to Community

High performing micro-systems define the boundaries of caring for a population of
patients. They are connected to the community in a way that allows the micro-system to

serve as a resource for the community. An unanticipated finding was that for several of
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the sites included in this study, the micro-systems have also discovered that the

community is a resource for the micro-system as well. Connection to community (as

described in the examples in Table 14) represents a symbiotic relationship between the

micro-system and the community that extends well beyond the clinical care of a defined

set of patients.

Tabie 14 Micro-system Examples of Connection to Community

Low

Coanection to community

No clear coanection to community
beyond current patient populstion

Hizh

Micro-system is a

resgurce (0 the community,

community is 8 resource to the micro-syvtem

“Patient surveys are done periodically (so far we
have only done 2). We have one page exit
interviews. We haven’t changed a lot based on
these surveys.”

“There has been a strong consumer movement
recently on creating peer support centers. These
are not run by our group but by consumers. We
refer people to them and then we participate by
providing some of the educational seminars. I
invite the peer support groups in that are in the
community to educate the residents. It really is
an eye-opener for the residents. I think that as
physicians a lot of us don’t have any idea what it
is like to live with a mental illness. And none of
the education teaches that. The peer support
centers let people with the illness teach the
residents about it.”

“The only way we get information about the
community is from the managed care
organization.”

“The neonatology group has a commitment of
being a resource to the region. We have a
commitment to the health of a population. This is
crucial to our success. As a resource, we provide
education and review the quality of care for the
whole region.”

“The community used to look at us as leaders.
But the hospital was taken over by a large system.
So we aren’t community leaders anymore. We
need the healthcare dollars to come to the
community and then we decide how to take care
of the community. The trustees of the hospital
have no idea about healthcare or affecting
change.”

“40% of our patients are self-pay. We use a
sliding fee schedule. Our minimum fee is usually
$8. Sometimes the patient asks us to waive this.
In January, Social Services started asking them to
use ‘time dollars’ — that’s part of our MORE
(member organized resource exchange) time
dollar exchange. What are you willing to do for
your neighbors? Some people don’t have any
ideas, so we show them a list of things people do
— reading to children, etc. If they agree to pay
their bill that way, someone will get in touch with
them to follow-up. This has reaily been a shift in
thinking — staff as well as patients. It's easier
for the staff person to just waive the $8 fee.”
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4.2.7. Investment in Improvement

High performing micro-systems make improvement a priority by making an

investment in improvement. Examples of this dimension are shown in Table 15. This

investment comes in the form of resources, such as time, money, and training, but it also

an investment in creating the philosophy of the micro-system. For example, an

interviewee from a high performing neonatal intensive care unit said, “We charged the

entire operating structure of the unit with improvement.”

Table 15 Micro-system Examples of investment in Improvement

Low

Investment in improvement

High

Training, resources not available

Resources made available
for improvement (treining, $§. time) |

“One change was to get people to carry
medication cards in their wallets. We talked
about it for [0 minutes or so and decided to do it.
But it didn’t work. We don’t know how to
implement it. We don’t know how to flowchart.
We don’t know how to improve the system. We
have closets full of good ideas but don’t know
how to implerment them.”

“We have a manager for staff development. She
works on skill building and coaches the teams in
how we get along. It’s important to assign the
role of staff development to someone.”

“Our micro-system is a prisoner of our macro-
system. If it isn’t important for the macro-
system, we have no incentive to do it and
improvement hasn’t been a priority.”

“We put together a guidance team and the idea
was that this tearn would tell us what to work on.
But I saw most of the good ideas coming from the
front lines. The front line needed to be
empowered to make the changes. So, now the
guidance team will become the quality council. It
will have membership from each of the three
teams. Changes that teams want to work on will
be presented to the Quality Council — ‘this is
what we want to do, we want to use this method.’
The Council's goal will be to provide guidance
and facilitation. ‘Yes, that project meets our
overall goals, what resources do you need?’”

“We look at the data and say, ‘what can we do to
make this better . . .” but there is so much
pressure to reduce the time we see with patients
and see more patients every day. Now there is
pressure from the organization to see patients at
10 minute intervals. They are going to start to tie
incentives to that. Each physician will have to
decide how to deal with that - more money, less
hours, etc.”

“Remember that even when it seems you have
accomplished something, new people come who
were not party to the original plans. Before you
know it, you've fallen back. We used to think
that people would learn the systems by osmosis.
Now, they have a formal induction system to
explain and show people how the systems should
work.”
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Table 15 Micro-system Examples of Investment in Improvement (continued)

Low

Investment in improvement

_High

Training, resources not availabic

Resources made available
for improvemseyt (training, $5, time)

“We started looking at the data because we had a
high rate of wound infection after CABG. We
brought together all the different people and
looked at all the different issues over 2 years. We
found that there is a strong correlation between
diabetes and infection, which the national data
shows too. We decided that we should work on
managing blood sugars before, during, and after
surgery. As it turns out, there are so many
primary care providers referring patients — we
couldn’t agree on a way to work on blood sugars
before surgery and they didn’t want to invest the
resources that would be necessary to do this. We
couldn’t get any primary care providers to work
with us on this because working on improvement
impacts their productivity, which impacts how
much they are paid. Even though it was clear
what needed to be done, they chose the easier
way and started working on just the peri-
operative phase. Two years later we found that
the staff wouldn't make the changes because they
wouldn’t buy into what we wanted to do. And the
leaders had forgotten why they ever bought into it
to begin with. As it turned out, some of the
physicians were offended because we came to
them with these changes and they weren’t
involved with planning the changes. But they had
forgotten that when we started all this they didn’t
want to be involved because they didn’t have the
time to do it. [ am sick and tired of hearing that
people are too busy to work on this. When [ was
younger and less experienced I believed it, but I
don’t won't to hear that anymore.™

“In a given week we are spending about 100
person-hours on teams. People are being paid to
spend their time doing this, not just during their
lunch hour. Someone said, *You have to assume
you’ll be around here 5 years from now. Do you
want to be doing things the same way?' Most of
us don’t. This requires a new attitude that results
in understanding that industries must invest in
change in these micro-systems. You have to
tolerate pulling people off-line to work. Thisisa
radically new way of thinking in medicine which
traditionally views any sort of meeting as a waste
of time. Traditionally, the view is that the only
useful time is spent seeing patients. I think that
unless you spend time considering how to deliver
care better, much of that time seeing patients is
wasted.”

4.2.8. Alignment of Role and Training

Within the muitidisciplinary team, several sites mentioned an alignment of role and

training. That is, there was a deliberate effort to match the team member’s education,

training, and licensure with their role. While several sites indicated that this leads to

increased staff satisfaction and lower turnover, some are uncomfortable working in what

they consider to be an “expanded™ role. As one interviewee articulated, “Casualties move

on to other parts of the hospital.”
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There is only one example of low alignment of role and training in Table 16. Micro-
systems without a high level of alignment of role and training (60% of the micro-systems
included in the study) did not provide examples that indicate that this is an area they have
addressed. However, the importance of aligning role and training and the potential
contribution that this can make to the overall functioning of the micro-system is

emphasized in the responses included in Table 16.
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Table 16 Micro-system Examples of Alignment of Role and Training

Alignment of role and training

Low

Health professionals not expected to
work within the limits of their education, certification

(overqualified)

Bigh
Health professionals expected
to work at the limits of education, training

“The system wants me to simply be a ‘broker.’
They want me to just do my CHF part and then
make referrals. [ want to be more involved in the
care process.”

“The receptionist talks them through the systems
of the office. They are trained to follow through
specific areas of care such as screening,
childhood immunization, and antenatal care, so
they have one person to contact. They have
become expert in their areas.”

“We emphasize training medical assistants to a
much higher level than most expect, use 2 NPs
extensively. MAs trained in using technology,
standardized triage functions, training patients in
self-management. As a group they stay with the
practice for long periods. We are trying to ‘push
the envelope’ and rely less on credentialing and
more on continually developing new skills.”

“The system can be an advocate. It can be a
reminder that a mammogram needs to be done,
that there is a system in place to make sure it
happens, that things go well. A system can
empower the medical assistant to insist that a
patient be seen, even if it means clashing with a
provider.”

“If the Respiratory Therapist notes an abnormal
lab value, she is comfortable not just taking a
blood sample and reporting it, but managing it.
The technicians are caregivers. Expectations have
changed. The ones that stay are good a adjusting
therapy to within physiological parameters are
cross trained so that they can take on nursing
tasks, starting [Vs when needed. When fully
trained and confident they may tell an admitting
doc that a patient is not ready to have a ventilator
tube removed.”

Page 72




4.3. Strategies for providing care to patients with type 2 diabetes

Five sites in the micro-systems study were asked to participate in an additional
interview that focused on diabetes care. The sites ranged from a program at a county

health department that provides care to 485 patients with

How many diabetic patients

are in your practice? . . . . .

. ags e diabetes to a large multi-hospital integrated delivery system
¢ 4500

. 3338 - 7000 that provides care to approximately 25,000 patients with

s 25000

diabetes. The composition of the micro-system looks quite
different in response to the volume of patients — the diabetes program with 485 patients
cares for patients with one registered nurse and part time (.5) clerical support. They
interact with the patient’s primary care provider. The large integrated delivery system
canng for 25,000 diabetics has 35 clinical diabetes educators {clinical psychologists,
dieticians, or RNs), physician assistants, financial counselors, and a system program
manager working with primary care and specialty physicians throughout the delivery
system in many locations.

The following sections discuss two approaches used to explore strategies in providing
care for patients with type 2 diabetes. Section 4.2.1. presents a “micro-system analysis”
to assess the process and outcomes of diabetes care at each of the five sites included in
this portion of the study. Section 4.2.2. applies the eight dimensions of the micro-system
framework that emerged from the comprehensive interview to the five diabetes sites.

4.3.1. Micro-system analysis of diabetes care

To understand the process and outcomes of care in the diabetes micro-systems
included in this study, the micro-system model illustrated in Figure 2 was revised to more
accurately reflect the process of care for patients with diabetes. Figure 6 shows a high

level process of care for a diabetes patients.
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Figure6 Diabetes Process of Care
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diabetes diabetes
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" - not in direct contact with health care systam =

Next the data from each of the interviews was linked to the micro-system model
shown in Figure 6. Tables 17 — 21 display the results. At the top of each table, the micro-
system is identified by its relevant code (MS08, MS11I, MS16, MS21, and MS40) and a
brief summary of the micro-system. The supporting process (satisfaction of need,
monitoring, assessment of outputs) is shown next. Below that, the care process is shown
with the steps in the process across the top of the matrix and the data from the micro-
system in each column. The final column contains the outcomes data. The supporting
process (patient knowledge, including knowledge of the patient’s life while not in direct

contact with the health system) is shown at the bottom of the table.
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Table 17

Micro-system Analysis for MS08

MS 08 — We provide care for 7000 patients. Our team includes the primary care provider, a diabetes resource nurse (LPN}, a nutritionist, and an endocrinologist.

<

Satisfaction of need, monitoring, assessment of outputs

.’

“Paticnts arc asked to rate overall satisfaction with care st clinic, everall quality of care and service, Whether they would recommend clinic to friends or family, availability of medical advice or
information by phone, Ease of seeing the doctor of your choice, Thoroughness of examinations. Explanations of medical procedures and tests, Amount of time the doctor spends with you, How well
your doctor answers your questions and how well they help you understand dinbetes.”

Patients with Patient enters Assess diabetes Provide patient education Develop plan for ongoing Oulcomes of ca
diabetes dinbetes micro-system during Inttial visit about diabetes treatment and evaluation re

"We use the information No data “We have flow sheets around | ““'We use a wallel card that “Patients are included in HbA,, Testing
system to determine diabetes care for each patient | goes to the patient witha developing care plans at 2 Inprior 12 months = 90%
which patients arc at risk. At record, We are using ICS1 letter from their primary care | levels — at the medical group
the system level we have the guidelines for decision provider. There isa level, the steering group Glycemic Controt
opporwnity to combine our suppor. For self- newsletier that goes out 2 includes patients. Atthe care | HbA ) <?% = ?
clinical and administrative management we look at times n year — this ycar onc level it is a conversation HbA | <8 0% = 68.4%
dalabases. We use the whether paticnts know what of the issues focused on between the provider and HbA | 8.0-99% = 244%
information system 10 they need to know about diabetes, For self- patient and family. We have HbA| >10% = 7.2%
genetate tisk lists and stratify diabetes, Assessing a management we planned visits — diabetes
risk, We asked it to give us patient's readiness 1o change | developed a wallet care, we patients are scheduled fora Lipid Screening
everybody with a diagnosis of is a new idea — putting the standardized the diabetes certain hall day. {tchangesit | Inprior 12 months= 52.8%
diabetes and to give us patient in the drivers scal, We | education program, and we from a random event in a
everybody with a prescription aim efforts a1 molivating used our magazine to publish | chaotic day to a planned visit. | Lipid Mansgement
for an onl glucose agent, them based on their an article on diabetes, We Everyone is geared and LDL < 100 mg/dL = ?
Then we tested this way knowledge, We haven™t aren'l using a sage on the aligned for cating for patients | LDL 100 - 129 mdidL= 7
against a manual chart review completely made the leapof | stage anymore in our diabetes | with diabetes during those LDL > 130 mg/dL = ?
and found that it was a very putting them in the drivers education. Weury to help the | planned visits, We have LDL<130mg/dl.= 51.8%
good, accurate way (o seat. 99.9% of the patients are | patient understand what the group visits, We set ep
generate a risk list, This list involved in sclf-care.” best practice is for diabetes stations they go to — feet, Retingl, Reanl
is sent 10 the MD quarterly. 1t care.” ctc. Then a group sessionon | and Foot screening
helps the care team identify a certain lopic and support cyc cxam
patients who arc at greatest groups, We have group in prior 12 months = ?

clinics, When paticnts come
in for any type of care we

Albuminvcreatinine ratio

want to make surc that we in prior 12 months = ?
take care of their diabetes too.
Fool exam
in prior 12 months = 7
Patieot knowledge, including knowledge of the patient's life while
<+ not in direct contact with health care system >

“The Center has a lifestyle change line to support patients — paticnts can phone in and talk with someone.™ Setting treatment goals with the patient can be difficult — you have to figure out what
mukes scnse for the patient. The medical goals aren't necessarily the patient's first goal. 1f making cookies with a grandchild is their goal, we have to figure out a way for that to happen,”
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Table 18

Micro-system Analysis for MS11

MS11 — We have 25,000 putients enrolled in the program. We work in partnership with primary care and specialty physicians practicing in many locations. | clinical psychologist, 1 PA, 6-10 RD,
CDEs, work 1ogether to support 2200 primary carc and specinlty care physicians

<+

Satisfaction of need, monitoring, assessment of outputs

-~

“QOur system allows us (o track who didn't come back for a follow-up each quarter. Then we use non-clinical people to make the calls, This would be impossible withoul computerized medical
records, You can't drop out of the progmm without talking to us and letting us know why. This really is an important part of chronic care. We measure overall satisfaction of the program,
usefulness of the information leamed, written materials, instructor knowledge, instructor presentation skills, regisiration process, meeting space, and whether expectations were met.”

Patients with Patient enters Assess diabetes Provide patient education Develop plan for ongoing Outcomes of care

diabetes diabetes micro-system during initial visit about diabetes treatment and evaluation

"“We don't have a way lo *You would be referred by “During the visit there would | *“We may put them into a “We give feedback to the HbA,, Testing
identify patients who have your physician. Who docs be an electronic medical group class or provide one on | physician. Then we foliow- In prior 12 months = ?
diabetes or who are high risk. | what at what time is very assessment that would get an | onceducation, We assess up.” Glycemie Control
Paticnts are refermed 0 us. fluid. There is some overlap. | in-depth picture of your what pieces are missing and HbA <7% = ?
There are 350,000 - 500,000 | We consider ourselves, diabetes and lifestyle. We then figure out the best way HbA, <8.0% = ?
people in the system — we together, the consultant fo the | would input lab data, do a to get them.” HbA, 8.0-99%= ?
have 25,000 patients earolled | patient’s physician, complete foot exam, take HbA, >10% = 7
in the program, | know that Depending on the priority, we | blood pressure and 2% decrease in HbA,

we don’t have all of the
diabetics, but we don’t have a

can gel someone in within a
week — for example

assess your knowledge base
of diabetes, You can't

Ranges from 6.8% - 8,3%,
down from 7.7% - 11%

way 10 identify them." gestational diabetes. For assume they know much Lipld Screening
most newly diagnosed about diabetes — no matter In prior 12 months = 7
patients, it's within 2 weeks, how long they have had the Lipid Management
It really depends on the discase. It is amazing the LDL < 100 mg/dL = ?
priority that the MD gives the | number of adults with type 1 LDL 100 ~ 130 md/dL= 7
referral. Immediate diabetes who still have n LDL > 130 mg/dL = ?
intervention is what it takes to | child's understanding of Retina), Renal
prevent hospitalization.” diabetes. We assess whether and Foot screening
they are still in denial — if ¢yc exam
50, we might make a refermal in prior 12 months = T
to the psychologist. Reatly, it Albumin/creatinine ratio
all depends on what the in prior 12 months = ?
patient needs,.” Foot exam
in priot 12 months = ?
<« Patient knowledge, Including knowledge of the patient’s life while

not in direct contact with heslih eare sysiem
*There is an ethnic barrier, A large Hispanic population in our arca. Our relationship with Hispanics is not strong enough. We provide every service in Spanish as well as English, Latino males are
the most difficult for us. The ADA has a specific initiative to address this but they don’t have a solution yet."
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Table 19

Micro-system Analysis for MS16

MS16 —- 6000-7000 diabetic patients in the health ptan. CDEs work with PCP and endocrinologist

< Satisfaction of need, monitoring, assessment of outputs -~
*“The patient satisfaction survcys we've dene for our diabetic patients always look good.”
Patients with Patlent enters Assess disbetes Provide patient educatlon Develop plan for engeing Outcomes of ca
diabetes disbetes micro-system during initial visit about diabetes treatment and evaluation mes re
“We don't have a way 10 “All patients are referred “Patients are usually scen “We use a wallet sized card “There are some things we HbA,, Testing
identify who in our from their PCP after being first in a class format then that has some information tell them that they can expect, | Inprior I2monhs =  89.9%
population served has diagnosed with diabetes, For | they are seen individually by | pre-primed on it, but it also such as you will be back in
diabetes. That needs tobe newly diagnosed patients, 1 CDE, The philosophy is has space on it to provide every 6 months, but the focus | Glycemic Control
done, probably as a global they are referred to the that the patient is the key individualized information for | is on self-management.” HbA | <=T%= 30.2%
screening. 1t would be too progratn — the appointment person — CDE assesses the patient.” HbA,, >7% and <=8% = 20.5%
expensive lo just look for is based on urgency.” where they are, what they HbA,, >8% = 49.3%
diabetes.” need 1o leomn.” HbA, >10% = ?
Lipid Screening
In prior 12 months = ?
Lipid Management
LDL< 100 mg/dl.=  25.2%

LDL 100 - 130 md/dl= 35.3%
LDL> 130mg/idL =  39.5%

Retinal, Rensl
and Fool screening
eye exam
in prior 12 months =
42% commercial,
50% Medicarc

Albumin/creatinine miio

inprior IZmonths = 61.8%
Foot exam
in prior 12 months = 64%
Patient knowledge, including knowledge of the patient’s life while
<+ not in direct contsct with health care system >
No data
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Table 20

Micro-system Analysis for MS21

MS821 — There are 485 patients in the program. OFf the 485 patients, 85% have improved blood sugar levels. There is me (the RN) and a .5 clerical assistunt. We interact with the MD.

<4+

Satisfaction of need, monitoring, assessment of outputs

—»

“We aren't doing anything to collect paticnt satisfaction data. 1 asked patients to write about their changes and the process. There was an article i the local paper, 'Paticnts are their own specialists'
- it said that what our progrmm is cspecially good at is helping patients take care of themselves, ™

Patients with Patient enters Assess diabetes Provide patient education Develop plan for ongoing Ont {
diabetes diabetes micro-sysiem during initink visit about diabetes treatment and evaluation nicomes of cave
No data “Patients are referred from “Patients are treated with “We knew that there was a People leamn by experience — | HbA,, Testing
their PCP or seli-refer, dignity. We've changed the gap between what the paticnt | the more ways they In prior 12 months = ?
Initially, there were physician barriers, They didn’t know what | mindset — we've made them was told and what the patient | experience something the
this program was all about. It's a good thing paticnis could realize that they are in charge, | did. We wanted to address better they will leam and Glycemic Control
sell-refer, because that is how the MDs leamed about it.” Traditionally, a patient would | this with an empowerment retain it. Each patient is HbA | <% = ?
come in, the MD would say model of teaching. We given a diary. [ tell them, HbA, <8.0% = ?
you need to lose 50 pounds and have a blood sugar level of 110, The patient leaves, feels at havedeveloped a teaching ‘Don't worry about anything. HbA,. B.0-99% = ?
fault,and a wall goes up. Now 1 tell people that no one can ever feol you about your diabetes model — it's an explanation Just write down meals and HbA, >10% = ?
again. Each patient is interviewed — history, psychological profile — using one tool. Instead of | of diabetes, encrgy, and blood sugars, At the next
wraditional education, we ask a lot of questions, *What are you doing? What are you willing to carbohydrates — that is visit we will look atit.* Average HbA,, = 9.49%
do? We have also found that diabetics often think they are to blame for having diabetes” consistently understandable Pretty soon they are drawing
for a wide range of patients. 1 | lines between what they are Lipid Screening
teach a course. There are materials in the waiting room. Knowledge passes between people and you leam by doing, After you get | eating ':"d their blood In prior 12 months = ?
the patient to a certain level, you watch them leam by doing. The nurse cducator needs to have an upside-down, inside-out Sugars.
knowlcdge of diabetes. 1'm sure that { don't know cverything about diabetes — you know, the technical, university level stuff, Lipld Management
But | can teach patients what they need to know in a way that they can understand and relate to, LDL < 100 mg/dl. = ?
LDL 100- 130 mdidL= 7
LDL > 130 mg/dL = ?
Retinal, Rennl
and Foot screening
cyc cxam
in prior 12 months = ?
Albumin/creatinine ratio
in prior 12 months = ?
Foot cxam
in prior 12 months = ?

<

“I work with a wide range of patients -— most are in lower paying jobs, 40% are uninsured, We provide monitors and strips to indigent paticnis. They only seek care when there i an emergency.

Patient knowledge, including knowledge of the patient’s life while

not in direct contact with health care system

It"s hard 1o draw them into prevention, A lot of cur patients are just surviving,”

Page 78

-




Table 21

Micro-system Analysis for MS40

MS40 — We care for 801 - 1200 patients per team of 1 RN and | LPN. There are 6.9 FTEs and 4500 patients Jisted in the registry. The team is the patient, primary care practitioncr, a RN “primary
care coordinator, a LPN “diabetes scll-care specialist™, That's the core team. The extended team includes endocrinology, nutrition, clerical/administrative suppon, pediatry, and opthalmology.

<

Satisfaction of need, monitoring, assessment of outputs >
“Paticats look a1 the amount of time spent with a clinician and if their questions are answered. We do a patient satisfaction survey by phone 2-3 weeks after visits. The diabetes care tcam scores
higher in patient satisfaction than the primary care providers.”
Patients with Patient enters Assess dinbetes Provide patient education Develop plan for ongoing Ovtcomes of care
diabetes diabetes micro-system during initial visit about diabetes treatment and evaluntion
No data “They can be referred directly [ “The RN or LPN assesses the | “We have classes. We have "We were very deliberate HbA,, Testing
to us by PCP. New patients demographics, what they do, | traincd the staff to teach when | about the LPN title “diabetes  { In prior 12 months =  B0.1%
are diagnosed, the MD asks risk factors, suppon available, { the patient is there for self-care specialist™. We tell
us for a consult, and we walk | medication, lifestyle, and monitoring. We have found patients, “We arc here to help | Glycemic Control
the patient down to our office. | barmiers to making changes. that one-size does not fitall, you with your diabeles.” We | HbA; <7% = ?
We also send letiers to We do a leaming needs Patients attend 3 2-hour wrote the protocols that the HbA <R0% = 48.0%
patients with diabetes asking | assessment. Order lab work- | sessions on living well with patient has a choice, within HbA  BO-99%= 326%
them to come in.” up, then plan for follow-up. diabetes. Lay volunteers certain parameters, For HbA, >10% = 19.4%
The first visit is usually 45 teach a living well with a example, before initiating a
minutces 10 an hour long.” chronic condition class.” new drug for lipids we will Lipid Screening
ask, “'Do you want to try In prior 12 months = 67.5%
some behavioral changes or should we stant the medication?” Of course we have certain parameters in the protocols and if the
behavioral changes aren't working or aren't enough we will start the medication, Preventive screening visits are done yearly — Lipid Management
assess vital signs, behavior, willingness to make changes. Paticnts are very involved. We ask, *Are you interested in working on LDL< 100 mg/dL= 32.2%

lifestyle changes?' They rate their intcrest on a scale of T - 10, Less than 7 is low motivation, We recommend sclting 3 goals and
working on small changes. We help them set a timeframe — *'We will need to reevaluate this at this peint in time.” We use a
‘brief negotiation’ format. Sometimes we may nced 10 help the patient scale down their goals if they are overly ambitious. We tell
them, *We have an expectation that you will be in at cast yearly, but we are available for you all the time." ™

LDL 1060 - 130 md/dL= 35.3%

LDL > 130 mg/dL = 32.6%
Retinal, Renal

and Foot screening

eye exam

in prior 12 months =  71.0%

Albumin/creatinine ratio

inprior 12 months = 54.4%
Foot exam
in prior 12 months = 40.7%
Patient knowledge, inctuding knowledge of the patient's life while
<+ not in direct contact with health care system >

“We have a resource list for cvery service arca (weight watchers, YMCAs, etc.), we have support groups,
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The micro-system analysis of each of the five diabetes micro-systems is a high level
look at the care they provide, but it is a helpful way to start to identify potential areas to
focus improvement. For example, this way of looking at the data reveals that these micro-
systems couid do more work to identify who in their population has diabetes. Only one
site (MS08 shown in Table 17) indicated that they systematically identify patients who
are at greatest risk. None of the sites discussed how they identify the undiagnosed
diabetics in their population. It is estimated that approximately 5.4 million adults in the
United States have type 2 diabetes (NIH 1995). Because type 2 diabetes is often
asymptomatic, people with diabetes can remain undiagnosed for many years. The
literature shows that the greater the number of risk factors present in an individual, the
greater the chance of that individual developing or having diabetes. The major risk
factors include family history of the disease, obesity, belonging to certain racial/ethnicity
groups, age greater than 45 years old, lack of physical activity, history of hypertension or
dyslipidemia, and history of gestational diabetes. Conversely, the chance of finding
diabetes in an individual without a risk factor is low. This suggests that random screening
for diabetes would not be appropriate. However, it would be appropriate to assess the risk
factors of the population the micro-system setves and then screen the individuals who are
at high risk. The American Diabetes Association recommends using verbal or written
questionnaires as part of community screening programs (ADA 2000), (Herman, Smith et
al. 1995).

The results from the micro-system analysis suggest that the best strategy for
providing diabetes care is not clear. The outcomes of care are a resuit of the process of
care (Batalden, Nelson et al. 1994), (Nelson, Mohr et al. 1996), (Nelson, Batalden et al.

1996). The data from the five diabetes micro-systems included in this study indicate that
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the outcomes of care for patients with diabetes are unacceptable. This makes it difficult
to point to one process or strategy and assert that it is superior to the others. Furthermore,
the outcomes data suggests that it is not clear that all five sites included in the diabetes
portion of the study are measuring the recommended set of process and outcome
measures. Also, and more importantly, from the data reported from these micro-systems,

it is clear that all diabetic patients did not receive the recommended services.

Hemoglobin A reflects mean glycemia over the
Recommended maasures for
) . patients with type 2 diabetes
previous two to three months. Measurement twice >
Process measures
R . ¢ Hemaglabin A, screening
yearly is recommended to determine whether the o Lipid screening
. Retif_!af exam
patient has stayed with the target range. Normal P Poritoring for nephropathy
Hemoglobin A | is less than 6% and the goal is less . mA" control

than 7% (ADA 2000). Only three sites reported percentage of patients with a
Hemoglobin A . measurement in the prior twelve months — their results ranged from
80% to 90%.

Lipids are important to measure because of the increased risk of cardiac disease in
diabetic patients. The most common cause of death in diabetic patients is cardiovascular
disease. LDL <100 is considered low risk, LDL >=130 is considered high risk, and LDL
100 — 129 is considered borderiine. Patients with diabetes should be tested annually for
lipid disorders (ADA 2000). Within the five diabetes micro-systems interviewed, only
two sites reported the percentage of patients with a lipid profile in the prior twelve
months. These results ranged from 53% to 68%.

Diabetic retinopathy poses a serious threat to vision. The prevalence of retinopathy is
strongly related to the duration of diabetes. After 20 years of diabetes greater than 60% of

patients with type 2 diabetes have some degree of retinopathy. One of the main
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motivations for screening for diabetic retinopathy is the established efficacy of laser
photocoagulation surgery in preventing visual loss (Aiello, Gardner et al. 1998).
Furthermore since diabetic patients with vision-threatening diseases may be
asymptomatic, ongoing evaluation for retinopathy is a valuable and required strategy and
is recommended yearly (ADA 2000). Only one site was able to report retinal exams —
71% of their diabetic patients received a retinal exam in the previous 12 months.

Microalbuminuria is the earliest stage of diabetic nephropathy, or kidney disease.
Patients with microalbuminuria will likely progress to clinical albuminuria. Once clinical
albuminuria occurs, the risk for End Stage Renal Disease is significant. Monitoring is
recommended yearly and is done by testing albumin-to-creatinine ratio from urine
samples (ADA 2000). Two sites reported percentage of patients with an albumin-to-
creatinine test in the prior twelve months — their results were 54.4% and 61.8%

Foot ulcers and amputations are a major cause of morbidity, disability, and costs for
people with diabetes. The early recognition and management of risk factors for ulcers and
amputations can prevent or delay the onset of these adverse outcomes. Patients with
diabetes should receive a thorough foot examination at least once a year to identify high-
risk foot conditions (ADA 2000). Within the diabetes micro-systems interviewed, two
sites reported the percentage of patients with a foot exam in the prior twelve months. In
their micro-systems, 40.7% and 64% received foot exams.

These results are alarming. If these are the outcomes of care among the micro-
systems included in this study — micro-systems that were included in the sample because
they are considered to be high performing micro-systems — what are the outcomes for
the low-performing micro-systems? What are the recommendations to micro-systems

seeking to improve the care that they provide?
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Further examination of the process of diabetes care will be an imnportant part of the
micro-system’s ability to improve and to achieve optimal outcomes for their patients with
diabetes. “Knowledge of the process, like outcomes measurement, can be a vital step on
the path toward improvement. However, knowiedge of individual processes within a
system of interconnected processes may not provide clear understanding of how the
system’s operation affects key outcomes™ (Batalden, Nelson et al. 1994). Translating that
insight to this research, another important part of the micro-system’s ability to improve
will be to understand the operation of the micro-system. The next section addresses this
by applying the eight dimensions of the micro-system framework to the diabetes sites.

4.3.2. Micro-system framework applied to diabetes care

Section 4.1. presented a framework for thinking about factors related to more
effective micro-system performance. This framework can be applied to the five diabetes
sites to explore the functioning of those care-giving micro-systems. The following
paragraphs discuss how the diabetes micro-system vary across the eight dimensions of
the micro-system framework.
4.3.2.1. Integration of Information

As the analysis of the diabetes micro-system interviews progressed, it became clear
that the category “integration of information™ has three dimensions: (1) integration of
information with patients, (2) integration of information with providers and staff, and (3)
integration of information with technology.

As suggested by Quinn (Quinn, Baruch et al. 1997) information technology is one of
the areas where true economies of scale apply. The data from the micro-systems
interviews support Quinn’s assertion — the micro-systems with larger commitment of

financial resources had the highest level of integration of information with technology.
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However, the data also suggest that information technology is only one dimension of the
integration of information factor. Integration with information technology, integration of
information with patients, and integration of information with providers and staff are the
three dimensions that appear to form the integration with information factor. As shown in
Figure 7, the relationship between the integration of information with patients, providers

and staff, and technology can be represented on three axes.

Figure 7 Relationship of the 3 Dimensions of integration of information

6 = High Pts 7 = High Pts
Low PS High PS
High T High T
5 = High Pts 8 = High Pts
Low PS High PS
LowT Low T
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/
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oo High T | High T
83 08 i
,‘ed\ ~ /
1=LowPts 4 = Low Pis
Low PS / High PS
LowT Low T
Low integration with Providers and Staff (PS) High

By thinking about integration of information this way, it is possible for a micro-

system to be in any of the quadrants. One could expect that the most effective micro-
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systems would be in either quadrant 7 (high integration of information with providers and
staff, high integration of information with patients, and high integration of information
with technology) or 8 (high integration of information with providers and staff, high
integration of information with patients, and low integration of information with
technology). Conversely, high integration of information with technology would only
meet limited success in a micro-system with low integration of information with patients
and low integration of information with providers and staff (quadrant 2).

Table 22 summarizes the integration of information across the five diabetes micro-

systems.

Table 22 Integration of Information Across the Diabotes Micro-systems

Integration of Information

MSO08 | with patients: High

“We use a wallet card that goes to the patient with a letter from their primary care provider.
There is a newsletter that goes out 2 times a year - this year one of the issues focused on
diabetes. We have group clinics.”

with technology: Medjum to High

“We use the information system to determine which patients are at risk. We have flow
sheets zround diabetes care for each patient record.”

“QOur patient records vary from site to site - one site is totatly paperiess. For diabetes all
the resource nurses are using a standard tool. These are manual — next year it will be
computerized”

“Information is available on our website. We have the capability of sharing information
with the patients now but we don’t want to do that yet because that would be going around
the care team. They [the care team] aren’t ready for that yet. It’s all part of building
mutual support.”

“We use the information system to generate risk lists and stratify risk.”

with providers and staff: High

“We focus on giving feedback to the care team on patient outcomes - e.g., lipids and
HbAlc”

“The risk list is sent to the MD quarterly. It helps the care team identify patients who are
at greatest risk.”
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Table 22 Integration of iInformation Across the Diabetes Micro-systems (continued)

MS11 | with technology: High

“During the visit there would be an electronic medical assessment that would get an in-
depth picture of your diabetes and lifestyle. We would input lab data, do a complete foot
exam, take blood pressure and assess your knowledge base of diabetes.”

“Our system allows us to track who didn't come back for a follow-up each quarter. This
would be impossible without computerized medical records. You can't drop out of the
program without talking to us and letting us know why. This really is an important part of
chronic care. We are using a clinical algorithm that is computer based.”

with providers and staff: High

“We define success at how we are doing by communicating data back to the providers. We
can show them that by using our services they are getting better outcomes for their diabetic
patients. We measure HbA I¢, blood pressure, cholesterol levels, protein in urine, quality
of life, and customer service indicators.”

“We give feedback to the physician. Then we follow-up.”

with patients: High

“We may put them into a group class or provide them with one on one education. We
assess what pieces are missing and then figure out the best way to get them.”

“We communicate the field of diabetes research to our providers and the community.”
“Whenever there are retreats or medical meetings we show up to talk about diabetes. We
have community programs — 2000 people will show up. We push to be in front of people.
Diabetes is always on the table. We make educational tapes that are sent to the MDs. We
have newsletters.”

MS16 | with patients: High
“We use a wallet sized card that has some information pre-printed on it, but it also has
space on it to provide individualized information for the patient.”

with providers and staff: Low to Medium
“We try to present the data in a way so that the physician doesn’t think that the data is
going to be used against them.”

with technology: Medium to High

“We don’t have a fully fledged electronic medical record. Every exam room has a
terrninal. We have a diabetes screen that can be pulled up as an interface on top of
individual databases. The guidelines are available on screen too.”

“We try to make information available electronically.”
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Tabie 22 Integration of Information Across the Diabetes Micro-systems (continued)

MS21 | with technology: Low

with providers and staff: High

“I"ve developed a checkiist for the administrative assistant to use when creating letters to
the MD. We send letters when they enroll and as follow-up. It reports results and
problems, interventions. This is the type of information that needs to flow back and forth
between the MD and RN. As long as I tell the MD what is happening with the patient, the
MD still feels in control.”

with patients: High

“I teach a course. There are materials in the waiting room. Knowledge passes between
people and you leam by doing. After you get the patient to a certain level, you watch them
learn by doing. The nurse educator needs to have an upside-down, inside-out knowledge
of diabetes. I'm sure that I don’t know everything about diabetes — you know, the
technical, university level stuff. But I can teach patients what they need to know in a way
that they can understand and relate t0.”

“People learn by experience - the more ways they experience something the better they
will learn and retain it. Each patient is given a diary. [ tell them, ‘Don’t worry about
anything. Just write down meals and blood sugars. At the next visit we will look at it
Pretty soon they are drawing lines between what they are eating and their blood sugars.”
“Most of the chart is charting that the patient has done.”

MS40 | with patients:

“We have classes, we have a resource list for every service area (weight watchers,
YMCAs, etc ), we have support groups. We have trained the staff to teach when the
patient is there for monitoring. We have found that one-size does not fit all.”

“We also send letters to patients with diabetes asking them to come in.”

with providers and staff: High

“New patients are diagnosed, the MD asks us for a consuit, and we walk the patient down
to our office. The RN or LPN assesses the demographics, what they do, risk factors,
support available, medication, lifestyle, and barriers to making changes. We do a leaming
needs assessment. Order lab work-up, then plan for follow-up. If they are not newly
diagnosed they can be referred directly to us by PCP."”

with technology: Medium to High

“We have a diabetes registry that includes pharmacy, hospital, claims, and lab data.”
“Qur other design features were primary care based use of diabetes case managers,
behavioral aspects, ongoing staff training, and comprehensive information technology
{that’s the one we’ve never managed to get)™

The comments included in Table 23 indicate that integration of information appears
to be one area where the diabetes micro-system are doing well.

4.3.2.2. Measurement

As discussed earlier, a set of standard measures have been recommended for diabetes

care (ADA 2000) including:
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e Hemoglobin A testing (process)
¢ Poor hemoglobin A . control (outcome)

e Lipid profile (process)

e Lipid control (outcome)

e Retinal exams (process)

* Monitoring for nephropathy (outcome)

+ Foot exams (process)

Furthermore, beginning in the year 2000 these measures are required for commercial
and Medicare managed care plans. But it is clear that measurement among the diabetes
micro-systems, as shown in Tables 16 — 20, is lacking. None of the five diabetes micro-
systems were able to report outcomes for all of the recommended measures. Furthermore,
measurement was not consistently reported across micro-systems, which makes it
difficult to compare outcomes. For example, some of the micro-systems reported
glycemic control as percentage of patients with HbA . < 8%, HbA, . 8% - 9.9%, and
HbA . > 10% while some of the micro-systems reported average HbA . for their entire
diabetic population.

The level of effort required to obtain information about outcomes also indicated to me
that measurement is an area that requires further attention in each of the micro-systems.
Interviewees were not able to report specific outcome measures, other than global
statements, such as, “85% of our patients have improved blood glucose levels.” One of
the micro-systems referred me to a published article that reported their work improving
diabetes care. Another micro-system sent me an abstract from a conference presentation.

Finding outcomes from the other three micro-systems required detective work —

Page 88



searching for web sites, making calls, finding people who might have access to the
outcomes data for the site.

A recent edition of The Quality Letter for Healthcare Leaders focused on managing
diabetes care (Larose 2000). Larry Staker, a physician at Intermountain Health Care was
quoted as saying, “If you find a practice, clinician or organization that is not measuring
specifically relative to improvement in diabetes, they’re not likely to be making changes.
But if they do measure and monitor, the change almost happens automatically.” A
potential problem with the requirements for measurement put forth by the Diabetes
Quality Improvement Project is that monitoring will occur at the national level and not at
the micro-system level. Monitoring at the national level will ensure consistent sets of
indicators are measured and it will provide an opportunity to identify best practices.
However, if improvement of diabetes care is a goal of consistent measurement, then the
micro-system — the place where the patients are receiving care —must monitor the
measures too. Micro-systems are measuring and monitoring when they are able to report,
or at least have access to, the outcomes data of the care they provide.
4.3.2.3. Interdependence of care team

In the diabetes micro-systems included in this study, care is provided by
interdisciplinary teams. The examples provided below indicate that each of the five sites

have a high level of interdependence of the care team.

"The care team is the pcp, the diabetes resource nurse, the LPN, the
endocrinologist, and the nutritionist. Diabetes care is integrated into primary
care.”

“If you had had standard diabetes care somewhere else, you would be amazed
because now you would have a team of people helping manage your diabetes.
You would have people following up with you. You would have better outcomes.”
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“Specialists can not do this on a one-to-one basis. We use certified diabetes
educators (CDEs} as the intermediary. They are located in the PCP offices. It is
a team approach to diabetes care.

“I've developed a checklist for the administrative assistant to use when creating
letters to the MD. We send letters when they enroll and as follow-up. It reports
results and problems, interventions. This is the type of information that needs to
Sflow back and forth between the MD and RN. As long as [ tell the MD what is
happening with the patient, the MD still feels in control.”

“We did focus groups of clinicians and educators. We came up with the key
design features. Number I was a team approach. We need to support the
primary care provider. We use the team. Some people talk about ‘carve out’ we
talk about ‘carve in’. It is one stop shopping. As many aspects as possible are
there for the PCP. The team is the patient, primary care provider, RN, clinical
diabetes educator, and LPN. ™

4.3.2.4. Supportiveness of the larger system

The supportiveness of the larger system is crucial to the success of micro-system

working to improve diabetes care. Edward Wagner, MD, the Director of the McColl

Institute for Healthcare Innovation at Group Health Cooperative of Puget Sound,

suggests that if you want to improve care for chronic conditions, it is important to think

about the mission and leadership of the organization. “If the organization doesn’t give

emphasis to diabetes and diabetes improvement, it’s almost impossible to do” (Larose

2000).

Two of the diabetes micro-systems appear to have a high level of supportiveness of

the larger system.

“In 1994 the system commissioned the design team. We had 1/2-day meetings
every 2 weeks. We had lavish amounts of time. This was a major investment. We
had a facilitator, a management engineer, 4 MDs, a diabetes educator, and
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someone from behavioral medicine. Then there was the ongoing sponsoring of
the team."”

“Motivated, caring leadership is critical. Internally you have to keep the team
cohesive; externally you have to give the team space. Must get the system

interested in what you are doing. Must have a champion. ['m sure there are lots

of good things going on here that I've never heard about because they haven'’t

done enough to get the system interested. "

Although, the larger organization appears to be supportive, two of the micro-systems

indicated that this is an area that requires constant attention to maintain the supportive

relationship.

“At various times they have pushed back and said that really what we were doing
were just individual quality improvement projects. This has been a bump along
the road. We prevailed in saying that this is system-wide disease management,
not just individual quality improvement projects.”

“At the top there have been a lot of changes. Hi turnover for CEO, CFO, COO.
This is a real challenge for us. We have to prove ourselves again and again.

One micro-system did not provide any examples that indicated either a high or low
level supportiveness of the larger system.

4.3.2.5. Constancy of purpose

The diabetes micro-systems included in this study provide rich examples of constancy
of purpose. The importance of diabetes care has been carefully integrated throughout the

micro-system.

“We need to have agreement among whoever is involved that these are our
common goals, processes, roles. We need a shared vision - we will need to
change the system to get there; and we need integrated, interactive changes at all

levels.”
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“Population medicine is what we do well. Our notion from the beginning was to
redesign care for diabetes. ”

Furthermore, the importance of diabetes care is a clear, consistent message that goes
bevond the boundaries of the micro-system into the larger organization and the

community.

“We are working as part of a grant from the University. Our goals are to: 1.
Improve diabetes care for County residents. 2. Use an empowerment model of
teaching”

“What we do well is communicate the importance of diabetes — up, to the senior
leaders of the organization; across, to other providers’ and out, to the
community. We communicate the field of diabetes research to our providers and
the community. We participate in clinical research projects. We really challenge
our physicians and the greater community to provide better diabetes care. We
are advocates for our own work.”

“You must get the system interested in what you are doing. I'm sure there are
lots of good things going on here that I've never heard about because they
haven 't done enough to get the system interested. You have to bring it to the
Jorefront. Whenever I walk into a room, people think diabetes.

4.3.2.6. Connection to community

While the interviewees did indicate some level of connection to the community, this
appears to be an area that micro-systems could address. People with diabetes have many
needs that extend beyond the boundaries of the care provided within the micro-system.

Four sites provided examples of their micro-system’s connection to community.

“We have a resource list for every service area (weight watchers, YMCAs, etc.),
we have support groups.”
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“I work with a wide range of patients - most are in lower paying jobs, 40% are
uninsured. We provide monitors and strips to indigent patients. They only seek

care when there is an emergency.”
“The Center has a lifestyle change line to support patients. "

“Whenever there are retreats or medical meetings we show up to talk about
diabetes. We have community programs — 2000 people will show up. We push

to be in front of people.”

4.3.2.7. Investment in improvement

It was not clear from the interviews that the diabetes micro-systems have a high level
of investment in improvement. Three sites had no examples that indicated an investment

in improvement. Two sites indicated an investment in improvement.

“There was an initial 3 week training — team development, brief negotiation, and
moltivational interviewing.”

“For the 3rd starting point [collaborative care — redesigning 2 sites for team
care, population management, and COIj we are using a modified RFP approach.
Sites have to respond to specific criteria for us to select them. We have 18 sites
where we are starting to work. We picked those sites based on their readiness to

change.

4.3.2.8. Alignment of role and training

Alignment of role and training looks like an area that could use more attention among
the micro-systems included in this study. Interviewees did not say that roles and training

were not aligned, but they did not provide comments that suggested there was an

alignment as several of the sites pointed out.

One of the diabetes sites provided wonderful examples of alignment of role and
training in diabetes care.
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In C. they are disassembling the group — they have found that it is hard to take
the teams apart because of the way we put them together. For example, the LPNs
are dependent on the RNs in the team. LPNs are taking retinal photos and doing
Joot exams. RNs who haven 't been part of the team aren’t comfortable
Supervising that.”

“The cohesiveness of the team is so important. The RN and LPN really work
together as if they were 3 people. As an RN I don 't waste time calling people on
the phone — that's not part of my role. The clerical person is also important in
updating the registry.

“The role that is played by nurses is at the limit within the state law. Some nurses
had problems with this. They were nervous about what they were being asked to
do, but it was all within the limits of their licensure. Nurses weren't comfortable
working at the limits of their licensure. We had to address this in training. We
had the endocrinologist work through case studies. We had the state licensure
board come in and tell them that it was ok.”

4.4. Barriers and facilitators to providing effective care for diabetic
patients

What are the bairiers to providing diabetes care? Conversely, what facilitates a
micro-system’s ability to provide diabetes care? Barriers and facilitators appear to impact
the micro-system at three different levels — at a regulatory or policy level, at the larger
organizational level, and within the micro-system.

4.4.1. Barriers and facilitators at the regulatory level

At the regulatory or policy level, reimbursement is a major issue for diabetes care,

and for chronic care in general.

“There is a perceived barrier regarding finances. The implications of phone
care, group care. The system has evolved to provide acute care and episodic

care.”

“Direct reimbursement cannot match salaries. In California they bill as
educators, not as providers. The biggest barrier was that organizations didn 't
understand how to weave in the costs of diabetes management. Any outlay was
seen as a loss. A success has been overcoming this barrier with the HMOs and

getting them to use diabetes educators.”
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“I think that the single biggest barrier that can be present is around
reimbursement issues. This isn’t a problem for us because we have a capitated
population. But without that, reimbursement for diabetes education becomes an
issue. The financial barriers are the biggest barriers to replicating this
somewhere else.”

Reimbursement is an important barrier to providing effective diabetes care. One
effort at the policy level to address this issue includes the Health Care Financing
Administration’s proposed rule calling for coverage of outpatient diabetes education and
training services for Medicare enrollees. One requirement will be that these services be
provided by an “entity deemed to meet certain quality standards” which implies that
some process of accreditation will be necessary (Larose 2000).

4.4.2 Barriers and facilitators at the organizational level

As discussed previously, supportiveness of the larger system is an important factor
impacting micro-system effectiveness, and it can be perceived as either a barrier or
facilitator to providing diabetes care. Interviewees reiterated the influence the larger

organization can have on the micro-system.

“We set corporate goals around diabetes (reduce complications by 30%, increase
screening to 90% for those at risk for diabetes) without including the physicians.
A lot of the rank and file physicians didn’t even know that we had these goals. At
times we 've gone around the clinicians to the patients and that has been a big
problem. One time we sent aspirin to physicians, saying ‘here, you should be
giving these out to your patients.’”

“We did have some barriers with the Provider Support Report. The same report
can be viewed positively or negatively based on how it is presented. We tried to

present it in a way so that the physician doesn 't think that the data is going to be
used against them."
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As suggested in the following quotes, effective measurement appears to be one way
for micro-systems to respond to the larger organization.

“At the top there have been a lot of changes. Hi turnover for CEO, CFO, COO.
This is a real challenge for us. We have to prove ourselves again and again. We
have to prove it by showing the data on readmits and unplanned admissions."

“From the HMO, it is seen as over utilization when physicians send a lot of
patients to diabetes services. Education emphasizes the importance of the initial
outlay to reduce costs later on. This is classic for chronic illness —an upfront
investment in time and treatment for down the road payoff. This is a real barrier
in an HMO environment. To overcome this barrier you have to collect and

feedback outcome data.”
The larger system is perceived as being supportive when it makes an investment of

resources to facilitate designing and providing effective diabetes care.

“In 1994 the HMO commissioned the design team. We had 1/2 day meetings
every 2 weeks. We had lavish amounts of time. This was a major investment. We
had a facilitator, a management engineer, 4 MDs, a diabetes educator, and

someone from behavioral medicine.”

4.4.3. Barriers and facilitators at the micro-system level

Within the micro-system, how well the micro-system manages change can be viewed
as either a barrier or facilitator to providing diabetes care. Types of change that
interviewees talked about were helping patients learn how to change their behavior,

increasing the level of interdependence of the care team, and more closely aligning the
care team’s roles with their training.
“There are patient related barriers—getting patients to make changes that need

to be made. There are a lot of fallacies about diabetes and diabetes care. There
is a barrier of denial.”’
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“An initial barrier was getting MDs to sign standing orders. This was a
wholesale change in physician practice patterns. But as we reduced work for the
primary care provider, the barrier was removed. "

“Some clinicians don 't value diabetes education. They are lone rangers.
Protective of their own world.”

“Nurses weren 't comfortable working at the limits of their licensure. We had to

address this in training. We had the endocrinologist work through case studies. "

These barriers that the micro-system has some control over, the barriers within the
micro-system, do not actually tell us very much. This quote from a cardiothoracic
surgical care micro-system summarizes the significance of the barriers that were reported

by the diabetes micro-systems.

“Barriers are really funny. It's just like my two dogs. When we have a dinner
party we have to block them in the back hallway with a little wooden gate. And
the dogs just stand there. They see the gate as a barrier they can 't get around but
really all they would have to do is push. I think we are the same way. There
really aren’t any barriers — they are all just little wooden gates.”

It could be that it is not clear to the interviewees what the real barriers are to
providing diabetes care. To understand the barriers and facilitators to providing effective
diabetes care, the relationship between the eight dimensions of the micro-system
framework were explored. To do this, an interrelationship diagram (shown in Figure 8)
was created. An interrelationship diagram can be a powerful tool for teams to use when
identifying, analyzing, and classifying the relationships that exist among critical issues

facing the team (Brassard and Ritter 1994).
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Figure 8
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In the diagram shown in Figure 8, the relationships between each of the eight
dimensions were determined by looking at how the 43 interviews were coded. For
example, 12% of the text units from the interviews was coded for both constancy of
purpose and interdependence of the care team. This indicated to me that there is a
relationship between the two dimensions — if more than one code was assigned to the
text unit, the codes seem to be related to each other. Each of the relationships was
determined this way.

As shown in Figure 8, each dimension is related to all the other dimensions. But it is
the strength of the relationships (as determined by percent overlap in coding) and the
direction of the relationship that may be helpful for identifying areas that the micro-
system should focus when starting to address potential barriers and facilitators for
providing diabetes care. The strength of the relationship (as shown in the diagram by
different line weights) is based on the percentage overlap in coding between the two
dimensions, for example 12% for constancy of purpose and interdependence of the care
team. Percentage overlap ranged from 2% to 53%. These were divided into three groups,
with a weak relationship ranging from 2% - 9%, a medium relationship ranging from
12% -19%, and a strong relationship ranging from 23 — 53%.

One could argue that the strength of the relationship is not relevant here because to
some extent the approach used to determine strength is arbitrary. But it is a helpful way
to identify the dimensions in the micro-system that have received limited attention. The
strength of the relationship is based on the relationship as it is now, which does not
consider what the relationship should be. For example, measurement has a weak

relationship with five of the seven other dimensions. This assessment of the relationship
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supports observations made previously that measurement is one area where the micro-
systems should focus attention.

Next cause/influence between each of the dimensions was identified to determine the
direction of the arrow. For exampie, does constancy of purpose influence connection to
community? Finally, the number of incoming and outgoing arrows were tallied for each
of the dimensions. This is shown in Figure 8 in the bottom half of the box for each
dimension. The rules for interpreting interrelationship diagrams (Brassard and Ritter
1994) suggest that a high number of outgoing arrows indicates that a dimension is a
driver. This is generally the area to focus attention first. A high number of incoming
arrows indicates that the dimension is a key outcome.

In the diagram in Figure 8, Supportiveness of the larger system has the largest
number of outgoing arrows (7), followed by constancy of purpose (6), investment in
improvement (5), and measurement (4).

To address the barriers to providing effective diabetes care, the micro-systems should
systematically work on each of the dimensions of the micro-system framework. The
interrelationship diagram shown in Figure 8 is helpful in determining where to start.
Supportiveness of the larger system and investment in improvement are, to a large extent,
outside the boundary of the micro-system, even though it is clear that these two
dimensions are crucial to the ultimate success of the micro-system. Constancy of purpose
and measurement are two dimensions that are within the reach of the micro-system and

these would be logical places to start.
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V. DISCUSSION AND CONCLUSIONS

The basic concept of health care micro-systems — small, organized groups of
providers and staff caring for a defined population of patients — is not new. The key
components of micro-systems (patients, populations, providers, activities, and
information technology) exist in every health care setting. However, current methods for
organizing and delivering health care, preparing future health professionals, conducting
health services research, and formulating policy have made it difficult to recognize the
interdependence and function of the micro-system.

The micro-system concept builds on (1) an understanding of systems and (2) the
theory of the smallest replicable unit (Quinn 1992). Deming defines a system as a
network of interdependent components that work together to try to accomplish a shared
aim (Deming 1993). Quinn suggests the essential elements in a smallest replicable unit
are: (1) the key players, (2) core activities, (3) micro-measures that help manage the core
activities, and (4) combinations of activities and measures to meet individual needs
(Quinn 1992).

The micro-system concept also builds on the idea of firms and teams. Firms were
introduced over two decades ago at MetroHealth Medical Center in Cleveland, Ohio as a
way to create and maintain longitudinal relationship of small groups of professors,
students, and patients (Cebul 1991), (Neuhauser 1992). This was seen as a valuable
approach to evaluating different innovations in patient care and organizational design.
Research on teams has focused on functionai and interdisciplinary workgroups and the
systems that facilitate or impede the management of these workgroups (Kaluzny 1985).
As research on micro-systems moves forward, it will be important to transfer what has

been lcamed from research on teams to new research that will be conducted on micro-
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systems. For example, research on teams that will be helpful includes information about
the different stages of development of teams, creating the environment to support teams,
socializing new members (clinicians and staff) to the team, and what happens when
teams transcend organizational boundaries.

Building on an understanding of systems and the theory of smallest replicable units,
and going beyond firms and teams, micro-systems offer a way to link process, structure,
and outcomes. The micro-system does not focus exclusively on outcomes, but gives
comparable attention to process and structure and to the linkages among them and how
they interact to respond to and meet the needs of the patient population. Micro-systems
provide (1) both greater standardization of common activities and customization of care
to individual patients, (2) greater use and analysis of information to support daily work,
(3) consistent, measured improvement in performance, (4) extensive cooperation and
teamwork within the micro-system, (5) and for the larger organization the micro-system
exists within, it emphasizes the spread of best practices across micro-systems (Nelson,
Batalden et al. 1998).

5.1. Summary of results

Qualitative methods, specifically cross-case analyses, were used to explore, to
describe, and to characterize health care micro-systems and to identify characteristics that
are present across multiple micro-systems. Interviews were conducted with
representatives from forty-three micro-systems. A framework for thinking about health
care micro-systems emerged from the cross-case analysis of the interviews. Eight
dimensions compose the framework — integration of information, measurement,
interdependence of the care team, supportiveness of the larger system, constancy of

purpose, connection to community, investment in improvement, and alignment of role
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and training. Each of the factors can be thought of on a continuum that represents the
presence of the factor in the micro-system. Table 23 summarizes the eight factors and

provides an example of each end of the continuum for each factor.
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Table 23 Summary of Micro-system Framework

Integration of information

Low
Information free environment

High
Information is key. technology may be velhe_lg&l_q

“We don’t have control over the information that
we need.”

“I can show diabetics a graph of their HgA . and
comment on how it has dropped along with their
weight which is graphed on the same screen.”

Measurement

High

Low
Absence of a set of useful measures

Micro-system routinely measures processes and outcomes,
Jeeds data back to providers, makes changes based on data

“We have data on demograhics and length of stay,
however, we don't have data on outcomes of care.”

“We have developed a radar screen that has 8
simultaneous processes continuousiy monitored.”

Interdependence of care team

High

Low
Providers and staff function as individuals,
No clear way of sharing information or communicating

Care provided by a multidiscipiinary 1eam,
Information is key to the relationship

“Qften physicians have difficulty working with
non-physician providers, giving them the control.”

“We developed multudisciplinary rounds —
everyone involved in caring for the patient.”

Supportiveness of the iarger system

Low
Larger organization ’s actions
perceived as “toxic’ to the micro-system

Micro-system views larger organizarion as helpful

“If we have to practice like the rest of the system,
we feel that we'll be practicing ‘mediocre’ care.”

“They have identified breast care as an area where
they want a center of excellence. It is a priority of
the system.”

Constancy of purpose

High

Low
Lack of a clear, consistent aim

Integration of the aim throughout the micro-system

“The original aim was that we would practice the
best medicine we could, understanding that we
couldn’t be as financially successful. Now some of
the physicians are compromising for the financial
aspects.”

“Those other sites saw an infection as a failure, not
entitlement. All the way to the bedside the unit
knew that infection was a failure. The philosophy
has to permeate the organization.”

Connection to community

High

Low
No clear connection to community
beyond current patient population

Micro-system is a resource to the communrnilty,
commurity (s a resource to the micro-system

“The only way we get information about the
community is from the managed care organization.”

“I invite the peer support groups that are in the
community to educate the residents.”

Investment in improvement

__High

!QW

Training, resources not available

Resources made available for improvement (training. $3. time)

“We don’t know how to improve the sysiem. We
have closets full of good ideas but don’t know how
to implement them.™

“The Quality Council’s goal will be to provide
guidance and facilitation. ‘Yes, that project meets
our overall goals, what resources do you need?™

Alignment of role and training

Hig!

Low
Health professionals not expected to work within
the limils of their education, certification{overqualified}

Health professionals expected to work
at the upper limits of educaion, training

“I want to be more involved in the care process.”

“When fully trained and confident they may tell an
admitting doc that a patient is not ready to have a
ventilator tube removed.”
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Five micro-systems were asked an additional set of questions to determine the
process and outcomes of care provided to patients with diabetes. Diabetes was selected
because focusing on a specific clinical condition helps make the micro-system model
more concrete. Diabetes was a good choice because in the United States, an estimated
5.9% of the population are living with diabetes and it is the seventh leading cause of
death (NIH 1995). Furthermore, although there is general agreement on appropriate
treatment and outcome measures (ADA 2000), (NIH 1995) there are significant
variations in the care provided and the outcomes of care (Wennberg 1999).

Two approaches were used to analyze the data that resulted from the diabetes
interviews. First a micro-system analysis linked the micro-system model to the process
and outcomes of care in the five sites included in the study. This analysis did not reveal a
“best” strategy for providing diabetes care. However it is clear that not all the patients are
receiving the recommended care and the micro-systems are not consistently measuring
the care that is provided. It is not likely that management of diabetes is leading to these
unacceptable outcomes of care for patients with diabetes, because there is not much
disagreement about what constitutes high quality diabetes care and the impact of
controlling glucose levels on reducing complications due to diabetes (UKPDS 1998).
When aspects of care (for example care for people with diabetes) are examined, they are
often found to be deficient, despite an overabundance of resources (Wennberg 1999). The
solution for this, in part, lies in the details of the structure and process of care and the
details of care are in the micro-system.

The second approach used to analyze the data that resuilted from the diabetes
interviews involved applying the micro-system framework to the five diabetes sites. This

provided additional insight into two potential areas that all five of the diabetes micro-

Page 105



systems included in this study could improve — measurement and connection to
comumunity. Regarding measurement, none of the micro-systems were able to report
outcomes for all recommended measures. Furthermore, measurement was not consistent
across sites so it was not possible to compare outcomes. For the connection to community
factor, patients with diabetes have needs for many services that extend beyond the
clinical visit into the community. Without a high level of connection to community,
micro-systems are at risk of providing well-coordinated diabetes care that doesn’t
respond to or meet the needs of the patients in the community.

Combining the micro-system framework with an analysis of the elements of an
individual micro-system offers a powerful way to visualize the link between structure,
process, and outcomes. Furthermore, micro-systems working to improve the care
provided to their patient populations and to individual patients need to pay attention to
the dimensions that emerged from this research. It is possible that the most effective
micro-systems will be able to demonstrate a high level of each of these dimensions.

5.2. Limitations of this research

There are always limitations to any research strategy. A limitation and strength of this
study is that the sample selection depended on input from a pool of recognized experts in
the organization, delivery, and improvement of health care. However, even with a pool of
recognized experts, it is reasonable to expect that some high performing micro-systems
were overlooked and some less than high performing micro-systems were included.
Although the intent was to study high performing micro-systems, “negative cases” —
those micro-systems defined as not high performing or unsuccessful — were actually an
important addition to a study attempting to understand and characterize health care

micro-systems. Examining similarities and differences across multiple cases —
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successful as well as unsuccessful —strengthened the analysis by clarifying what
contributes to a successful micro-system.

Another limitation is that one interviewee represented each of the forty-three micro-
systems. A more comprehensive look at micro-systems would interview at least one
person from each of the key roles within the micro-system. Given the constraints of the
study — time, financial support, and the desire to interview a broad range of sites —a
tradeoff was made between the breadth and depth of the study. This is always an issue
with qualitative studies. With the same amount of resources it would have been possible
to study more micro-systems, which would have increased the breadth of the study, or it
would have been possibie to study fewer micro-systems but interview more people within
each micro-system, which would have increased the depth of the study. Patton (Patton
1994) points out that these are not choices between good and bad, but choices among
alternatives, all of which have merits.

Another limit to this study was that the interviews were not tape-recorded. The IOM
required that interviews not be tape recorded, so each interview transcript was based on
hand written notes taken during the interview. To assure the quality of note taking, the
first several interviews were conducted as conference calls, with the interviewer, the
person being interviewed, and two note takers. Immediately following the interview, the
interviewer and note takers would transcribe their notes and share the documents for
comparison. When assured that the interviewer could conduct an interview and
simultaneously take good notes, the interview process was simplified to just include the
interviewer and the person being interviewed. To facilitate interviewing and note taking,
the interview was formatted with space for note taking after each question. This helped

keep track of the context of the answers because the answers were kept with the

Page 107



questions, instead of having separate pages of notes. Transcripts were written up
immediately following the interview, and most importantly, before conducting another
interview.

The data that resulted from the interviews has limitations too because the data are
descriptions by individuals who may have had an interest in making their micro-system
sound good or bad.

Finally, it is not possible to make predictions about the relationships between the
micro-system framework and outcomes of care. While conclusions about the strength of
the relationship between the micro-system framework and outcomes of care are beyond
the scope of this research it does point to a need for a follow-up, quantitative study.

5.3. Implications and further research

Focus on the micro-system as the “unit of analysis” corresponds with the “unit of
practice” for those involved in the daily work of caring for a population of patients.
While the focus of this research project has been on the micro-system and the people
working within the micro-system, the results and conclusions have much broader
implications. Research at the micro-system level can make a great contribution toward
designing and redesigning delivery systems, improving care, preparing future health
professionals, and formulating policy.

5.3.1. Designing and redesigning delivery systems

In designing and redesigning delivery systems, the micro-system model offers a way
to integrate structure, process, and outcomes of care. Immediate research is needed to
determine and quantify the relationship between the eight factors of the micro-system

framework and outcomes of care. As more is understood about the relationship between
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the micro-system framework and outcomes of care, it will be important to develop and
test tools for assessing micro-systems based on this framework.

5.3.2. Improving care

The micro-system model can help focus attention on the gaps that exist in providing
care for a defined population of patients. Future research is needed to determine how to
fully implement the micro-system model in specific settings, for example micro-systems
caring for patients with a specific clinical condition such as diabetes. As the micro-
system model is implemented it will be important to measure improvement in clinical
outcomes and improvement in performance outcomes of the micro-system.

5.3.3. Preparing future health professionals

The micro-system represents the unit of work in health care. Health professional
education should be designed to recognize this unit of work and should prepare new
graduates to work as part of a micro-system. Research in preparing future health
professionals needs to determine the skills and knowledge graduates will need to work
within a micro-system. Furthermore, it will be necessary to determine the most effective
way for teaching the required skills and knowledge. Although not specifically designed
with the micro-system concept in mind, the Interdisciplinary Professional Education
Collaborative sponsored by the Institute for Healthcare Improvement has made
contributions toward preparing health professionals to work in micro-systems (Headrick,
Knapp et al. 1996), (Baker, Gelmon et al. 1998).

5.3.4. Formulating policy

Micro-systems may be part of a larger organization and are embedded in a legal,
financial, social, and regulatory environment. There is a need for future research to

identify policies that impede and facilitate the work of micro-systems. This includes
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policies on financing, workforce, and health education. As the United States continues to
struggle with ways to address equity in access to care and care for underserved
populations, further research is needed to determine how micro-systems facilitate or
impede meeting the needs of these and other special population groups.

5.4. Concluding Comments

This research has been exploratory in that it is the first systematic look at heaith care

micro-systems. The power of this research is that it gave a voice to individual micro-
systems and provided a way to explore individual micro-systems while creating
constructs that are generalizable to other micro-systems. It has been important work to
start to define and characterize health care micro-systems, but the greater value of this
analysis will be to press beyond the findings of this research to develop tools to help

existing micro-systems improve and to replicate effective micro-system models.
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Date
Internal Address
Dear ---,

I am writing to ask you to participate in a study to analyze characteristics of exemplary
health care micro-systems. By the term micro-system, I mean a small, organized unit
with a specific clinical purpose, set of patients, technologies and practitioners who work
directly with these patients. A micro-system may be part of a larger organization and is
embedded in a legal, financial, and regulatory environment.

This study is part of the Institute of Medicine’s Quality of Health Care in America
Project, which began in June 1998. The goal of the QHCA Project is to provide
leadership, strategic direction and analytic tools that will contribute to a major
improvement in quality in the health care industry during the next decade. Within the
QHCA Project, The Subcommittee on Building the 21 Century Health Care System,
which I chair, has been assembled to identify key characteristics and factors that enable
or encourage providers, health care organizations, health plans and communities to
continuously improve the quality of care.

The Survey of Heaith Care Micro-systems is funded by a grant from the Robert Wood
Johnson Foundation. The Steering Group for this study includes Paul Batalden, M.D.;
Gene Nelson, D.Sc.; Tom Nolan, Ph.D.; Steve Shortell, Ph.D.; and me. Over the next two
months we will be asking a carefully selected group of micro-systems about their level of
performance, patient experience, use of information and information technology,
investment in improvement, and leadership and management. We would like to include
your micro-system in our study.

Your participation will involve completing the attached pre-interview survey and taking
part in a 90-minute telephone interview. Someone from the IOM staff will be calling you
in the next few days to determine if you are interested in participating in the study and, if
s0, to schedule a telephone interview. I hope you will agree to join our study. Responses
to the interview will be confidential. The committee will use the information from the
study to make recommendations in its final report.

Sincerely,
Donald M. Berwick, M.D., M.P.P.

Enclosures:

Pre-interview survey

IOM Brochure

Roster of members: Committee on Quality of Health Care in America
Subcommittee on Building the 21* Century Health Care System
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INSTITUTE OF MEDICINE
PRE-INTERVIEW SURVEY OF MICRO-SYSTEMS

Name of person completing this survey (please prini)
Phone: Title:

If you would like to discuss more than one micro-system during the interview, please include a survey for
each.

1. Your Micro-system

What is the clinical focus of your micro-system (for example, primary care, cardlothoraclc surg:cal care,
hospice care) (Check as many as apply)

Q Primary care [ Specialty care 0 Condition-specific (e.g., back, OB)

O hospital unit {e.g., ICU) Q) Other, please specify:

Please provide a [ to 3-sentence description of your micro-system—who belongs to it, how it is organized,
what does it do? Please feel free to attach a diagram.

What are the number and specialty mix of physicians working in your micro-system?

How many and what type of non-physician practitioners does your micro-system include (for example, PAs,
NPs, nutritionists, psychologists)?

What is the composition of the rest of the staff of the micro-system (for example, nurses, technicians, office

staff)?

Does your micro-system include medical students, residents, or other trainees? If so, please indicate what kind
and how many. QU No Q Yes, please specify:

How often are they present?

Does your micro-system use any volunteers? O Nc Q Yes, please describe how you use volunteers.

How would you describe the micro-system's patient population/practice location? Please check all that apply.

Primarily: Q acute care Q) chronic care ( palliative care OR: Q mixture of preventive, acute, chronic,
palliative

Age: Qpediatric Qadolescent Q working-age adult O elderly/geriatric

Other: Q minority (3 underserved O long-term care O safety net
Practice Location: Qurban U suburban J rural Q frontier

About how many patients does your micro-system care for?
/ Day, week, year, etc.
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Page 2- Pre-interview Survey

Is your micro-systemn embedded in a larger organization such as a hospital or hospital system, chain,

university health plan or department, staff model HMO, or integrated delivery system?

ONo O Yes, please provide the organization's name:
What sort of organization is this?

2. Reimbursement Mix

Please provnde the approximate proportion of patients in each reimbursement category:

% FFS % Prepaid % Uninsured or self-pay (Total =100%)
% Commercial % Medicare % Medicaid Uninsured or self-pay
(Total=100%)

Has this reimbursement mix been changing in the last year? If so, how?

Do you expect the reimbursement mix to change in the coming year? If so, how?

How is compensation for the physicians in your micro-system determined? (Check as many as apply)

Q FFS/fee schedule  (lsalary 0 capitation QO bonus O witholds
Are formulas based on:

Q panel size 2 productivity O patient satisfaction Q clinical performance
Q financial performance () other?, please specify:

3. Computer-based Information Technélogy - 05 - 07mss,

Most offices have computer-based billing information, but we are particularly mterested in lhlS secnon in
computer-based-clinical information. Does your micro-unit have computer-based patient records?

Q No, Patient records are paper-based (If No, Please skip to section 4 below)

Q Yes, Patient records and financial systems are computer based, but separate

O Yes, Patient records and financial systems are to some extent or entirely integrated

If you answered yes above, is the clinical information system linked to any data sources outside the micro-
system, such as laboratories, pharmacies, or ER? QU Ne Q) Yes, please specify:

Does the clinical information system include direct data input by patients QI No O Yes
{e.z., blood glucose levels or bleod pressure measurements)?

Qur computer-based information system is used for: Please check all that apply

O generating reports about the practice 0 real-time patient care Q clinical decision support (¢.g.,
reminders, drug-drug warnings)
Do patients interact with clinicians by e-mail? QNo QYes

using web-based resources? O No O Yes

Who (or what organizational unit) makes information technology decisions for your micro-system?

4. Other

Who (or what organizational unit) makes human resource policy decisions for your micro- system (hiring,
assigning support staff, etc.) ?

Who would you consider to be the leader of this micro-system?
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.

LEVEL OF PERFORMANCE
What does your micro-system do very well?

How is it different from others that treat similar patients? Can you
give me some examples?

How do you define success in ? (what they
1dentified as doing well)

From what I hear you saying, you define success along several
dimensions . . .(repeat them for clarification.) How do you know
you are achieving this?

What sorts of data are you collecting about (list the dimensions)

. IfI were a patient at how would I experience it
differently?
If I were a clinician at I would I experience differently

10.

IL.

from another micro-system that cares for similar patients?

Working Culture--How would you describe the day-to-day work
environment for those in the micro-system? What does it feel like to
work at?

People sometimes say that it has become increasingly hard to be a
professional nowadays. Can you point to some examples of what
your micro-system has done in this area, for example, to support
professional ethics, encourage peer feedback or skill development?

Optional: if newly developed program or processes: How long has
the micro-system been working this way? How is it different now
from an earlier time?

PATIENT EXPERIENCE

If you think about a new patient with a health problem could you
walk me through a year’s experience (or an episode of care) starting
when they first come as a patient?

Have you put in place any special patient scheduling processes, for
example, some practices have gone to open access systems?

How do you assess patients their needs and health risks? Are there
particular surveys or other ways you have developed to do this?

How do patients get information about their health condition? For
example, some clinicians give patients booklets, articles, web sites,
or have health education groups they send patients to.

Sometimes patients have health problems such that they are referred
to a number of specialists and find the information they get
confusing, information is lost, or they are not sure who is in charge
or where to ask questions. Are there particular ways you have
addressed this coordinating issue in your micro-system?
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10.

Il

12.

III.

IV.

1.

If a patient has an unusual problem that requires expertise from
people in a number of disciplines outside your micro-system, do you
have any ways of bringing that expertise together?

Are you able to tell how long it takes a patient to move through your
micro-system to definitive diagnosis and treatment? For example, a
breast care center might track how long it usually takes for a wornan
who has a breast lump to be scheduled for a visit, receive a
definitive diagnosis and therapy. Are you able to identify the
sources of delay?

Optional Probe: Have you set objectives about what you is believe
to be a timely process?

Are there any incentives that reward management and staff for
meeting and exceeding patient expectations?

Optional: I like to ask you now about the community in which the
micro-system practices.

Are there things you do seek input from the community about their
health needs?

Are there things you do to keep the community aware of your
results and what you are doing?

INFORMATION AND INFORMATION TECHNOLOGY

On the pre-survey interview you indicated that your information
system . ... Do I have that right? [fno. . ..

Is you information system home grown, vendor-supplied? Is it
supported by the larger organization or is it free-standing in your
micro-systermn?

INVESTMENT IN IMPROVEMENT

Can you tell me what sort of things your micro-system has done to
redesign your services and to improve the quality of care? Can you
give me some examples of specific projects to improve quality,
reduce cost or waste?

In what ways were they successful? Are there specific levels of
performance you can point to? Are there changes over time that you
have been able to document?

What are the barriers to making change? How have you overcome
them? (or are trying to)?

Optional: How is everyone made aware of these results? For
example, how do others (patients? clinicians? referring or referral
physicians?) learn about your results?
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5. Optional: Do you have any internally or externally funded quality-
related research or quality improvement projects underway now?
What are their objectives? What has been learned?

6. Within the micro-system have there been any specific efforts
devoted to leadership training, such as creating effective teams,
conflict management, change management, or the like?

Expert Systems, Knowledge-based medicine

1. We hear a lot about guidelines, protocols, and expert systems to
help clinicians get up-to-date information. Do you use any such
systems? What do you think would be ideal in helping your own
practice?

2. Optional: How do you and others in the micro-system access and
incorporate emerging clinical evidence? What triggers changes in
clinical practice? (e.g., guidelines are issued, literature)

3. Optional: How do you identify "best practice" sites and processes?

4. Optional: How is new information shared among clinicians and
incorporated into clinical practice?

Error and Patient Safety

I. I’d like to ask now about medical error and patient safety. What
happens in your micro-system when someone makes an error—for
example, abnormal lab results are not seen, or the wrong dose of
medication is given?

2. Examples. Try to go beyond the mechanics of dealing with the
error to the culture of safety or blame

3. Probe the extent to which there is there a blame-free culture,
comfort in identifying and addressing errors, and efforts to learn
from error. What would a nurse say, a technician?

4. Optional: Have you instituted any procedures to improve patient
safety (e.g., standardize, simplify, training in teams, simulation,
error reporting and investigation)?

What do you believe are the major sources of error or harm?

6. Optional: Do you have any information about rates of error or
harm?

V. LEADERHIP

Can you give me some examples of particularly helpful ways in

which (name of larger org) affects the care provided by the micro-
system?

Pt

2. Can you give me some examples of particularly toxic ways in which
(name of larger org) affects the care provided by the micro-system?
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3. When you think about payment, what sorts of financial structures
for payment and rewards do you believe would be ideal for
improving the quality of care? For example, what mix of fee-for-
service and capitation might be optimal?

4. Finally, I'd like to ask what you think it would take to replicate what
you are doing? What do you think are the key factors to your
success -- the key lessons for others who would like to replicate
what you have done?

5. What are the major barriers to replicating this elsewhere? What
barriers have you overcome?
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Interview Questions about Diabetes Care

Descriptive Information about the Micro-System
Patients/population
How many diabetic patients are in your practice?

Work group
On a daily basis, who works together to provide diabetes care?

Access to care
How do patients gain access to diabetes care?

Patient Focused Care
Patient experience, control, and involvement
What is the patient’s role in their care in planning their diabetes?
How do you help patients develop expectations about diabetes care?
How do patients get information about diabetes and diabetes care?
What information do you collect about patient satisfaction with diabetes care?

Measures
Process measures
Last year, what percent of your diabetic patients received:
An annual eye exam?
HbA ¢ testing?
LDL blood lipids testing?
Monitoring for nephropathy?

Outcome measures
Of those receiving HbA lc testing, what percent had results <7? <8? <9.5? <107
Of those receiving LDL blood lipids testing, what percent had results >130? <100?
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Contact Summary Sheet

Interviewee: Interview Date:

Site: Today’s Date:

Written by:

1. What are the main issues or themes that struck you during the interview?

Verbatim comments from interview: General themes:

2. Are any clarifications needed?

3) What additional questions do you have for this site?
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Health Care Micro-systems Interview Responses

1. Level of Performance: What does your micro-system do very well? How is it different from others that treat similar patients?

Success What is your micro-system swccessful at doing; How do you define success?

Measures = How do you know you are successfil; What data are you collecting?

Patient = [fIwere a patient, how would I experience care af your micro-system differently?

Clinician = JfI were a clinician, how would | experience it differently from another micro-system that treass similar patients?

Culture = How would you describe the day 1o day wark envirenment? What does it feel to work at . . ?

Professional = What has your micro-system has done to suppor! professional ethics, encourage peer feedback or skill development?

How long = How long has the micro-system been working this way? How is it different now from an earlier time?
Success meassres patient clinician culture professional how long.

MS81 We are taking care of | No data Not by any signage - The culture here has No data No data We have been at this
14,000 patients. Yyou come into a always been health - as level for 5 years,

We have 7.5 FTE physicians, 26 FTE staff. A
large % (75) of our patients sre in managed care
programs. We have been evaluated and have the
thighest quality in |5 states, We have a passion for
excellence - it is a cultural phenomenen that
addresses cvery aspect of our practice from the
welcome brochure through diagnosis and
treatment of patients, Qur patient retention is 5
times greater than the region average. There isa
lot int this retention - sicker patients leave more
oflen, so over time we retain a higher proportion
of sicker patients. [IM: he is suggesting that since
they have high rates of retention, they are keeping
the sicker patients instead of them moving on to
other providers) This makes it more challenging,
When you achicve that level of excellence
compared to your peers, you sec o model delivery
practice. It takes energy and lcadership - then
everyone ¢lse has to embrace it.

waiting room, we have
a patientifamily
bulletin board that's
about 9'x4' that is kept
cusrent. You would see
our mission statement
and our welcome
brochure. The physical
plant is tuned into
paticnts' necds, such as
comfort, We have nice
chairs, current
magazines. The patient
always has a right to
choose the MD they
want to see, There is a
team responsible for
receplion, menaged
care referral, billing
and lab function. 5
services are on site -
Iab, psych, physical
therapy, radiology,
podiatry). Most places
cannot put it all in one
place,

the cultures around us
have expericnced
decline we look even
better, The longer we
maintain an
indcpendent practice
maintaining their
mission, we look
better, Cur MDs know
what other cultures
look like and the
patients know it now
100,

But we hope that we will not be comfonable with
this level. Until the infrastructure is in place, our
plan will not be fully realized, fully implemented.
The Operational module can be tapped into by
the macro-system. Others would need to
customize what we do to make it work for them.
The research and development is common [can
be shared by all] the delivery is not common [has
1o be site specific].
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SHccess measures patient clinician culture professional how long
MS02 | 1. Customer focus. We | Nodata if'n paticnt were to call | No data Great!! People who In the larger No data

have long had a the office with a new leave arc gencrally organization this

customer focus—since 1984 (before it was problem (say headache), he/she would be handled | moving away, retiring, | sharing of values is just

fashionable), We realized thal patients perceive in a standardized way using the KC 1o screen by or leaving the beginning, some

care very different from the way we do. We our paticnt representatives (receptionists} who are | workforce, The staff collegiality. Somc are

concentrale on care of the acute/chronic condition | cross trained. The PR would explain that we use have a lot of freedom just not comfortable

such as hypertension, Paticnts vicw those medical | computers extensively in the practice, that a lot of | to make decisions, and | with it. We'll see how

care events in a context of service-related issues. care will be given by NPs, not the MD. Whenthe | Thavealotof it goes.

2. Computer Technology. I've long been a patient comes in he/she is given an extensive confidence in them.

propenent of the problem-orienied medical record
(POMR) and had a strong interest in computer
technology in primary care. I use the (Larry
Weed's) Knowledge Coupler (KC), have lap tops
in exam rooms, and use computers for triage when
patients call. I've been using what is close toa
paperless EMR since 1993, I've teamed up with
someone who teaches at a local technical college
who picked TQM as his niche. We trained the
staff in quality improvement principles inhouse
and sent them for formal training. We continuatly
look for ways to use technology to help us
become more sophisticated and integrated. The
KC is not perfect--cumbersome to go back and
forth to various windows, but very useful,

3. We emphasize training medical assistants to
much higher level than most expect, use 2 NPs
extensively. MAs trained in using technology,
standardized triage functions, training paticnls in
self-management. As a group they stay with the
practice for long periods. We are trying to "push
the envelope” and rely less on credentialing and
more on continually developing new skills,

questionnairc 10 complete on headaches, The
medical assistant takes them through all the steps.
When [ come in, almost cverything has been
done, but the patient is invited to tebl their story
again. ] don't need to take a lot of notes but con
embellish on what is there, | can listen. We can
then go over the options for care, looking at the
screen together. | might say, "this looks like
tension with elements of migraine.” | share the
degree of uncertainty | feel. The patient leaves
with a copy of my note. At that point, all the work
is done, There is no dictation to be done, and {
have had time to deal with the problem. We have
learned that we can keep the quality constant and
use time as the viriable, This s¢ems 1o be true in
cvery arca outside medicine. Other ficlds can
design quality in. We have not yet Jearned this, |
alsa explain to the patient that we will nced &
more comprehensive database that inclisdes
information about their health habits, family hx,
Patient retums for this, and we create a problem
list. The important thing about this whole process
is that it is standardized. Because of the KC 1 use
the same rational approach for each patient and
don't prematurely reach conclusions [or forget to
ask or record some things). The KC is a flexible
product. Although Lamy Weed structures it, he
invites comments about medification and he has a
function to alert him about new articles. The KC
also allows him to focus a review, For example,
he was able to look at his last 1,000 physical
exams, put it in a SAS file.

(continued)

They reorganize their own work, Example: We had appointment schedulers
sitting out fronl, There was a lot of noise and distraction and it formed a big
botle neck. There was no privacy for patients, They reorganized it so most
of the phone work is done in » back office, scheduling can cven be done from
home as telecommuting. They have enly a greetet in front now. We try 1o
make sure that whatever is done is in the framework of our basic values and
behaviors, *Q: how do you do this, can you give me an examplce? A: For
cxamplc, as we increase productivity, we have 10 make surc that stafl’
understand the culture here, As new people come we have a detailed 3
month training {and trial} period where we try to convey the collaborative
culture and that we have a systems orientatiun, We set up a special meting
to 1alk about this. *Q: Could you give me some examples of the values you
are thinking about? A: customer service; teamwork, honesty; reliability;
innovation, willingness to fake risks, We need to think about what these
mean in terms of our behaviors [referring Lo the values statement they are
working on), This is a timely issuc because we are working on a budget to go
to the Board in Sept., and it needs Lo be based on their strategic initiatives,
underpinned by their mission and vatues. It puts what they do in a broader
framework that has the assumplion that people want to provide good care,
We have such terrible systems, 1 like to say, "Lets get medicine into the 20th
century before it is over!"
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L 1

MS02 | (continued) He found that the payolf of a PEs for someone age 30 or younger is almost zeso. They will stop doing them. KC has 80 topics that provide
{cont,) | guidance in dx and management. This is sti] growing. When they get 10 150, most primary care topics will be covered.! have more time for the patient now,
Usunally 2/3 of o pep's time is spent gathering information, a very smatl amount thinking. It alse prevents the "30 second diagnosis.” There is a study that
shows that most physicians ntake a diagnosis in the first 30 seconds of & patient visit. KC prevents this premature closure. I can show diabetics a gruph of
their HgA 1-C and comment on how it has dropped alang with their weight which is graphed on the same screen. 1 can also refer them tu web sites, for
example, if they are interested in altlemative care, acupuncture, asthma management. One thing | have been concemed about is how to communicate using the
computer without losing contact {when you put information into the computee]. By having the medical assisiant enter the information, 1 can invite them to tell
the whole story, and I can listen, so it actually increases communication. *Q: Do you use c-mail with paticnts? A: This is growing. A nice aspect of my EMR
is that if { have an c-mail exchange, [ can pasic it inlo the medical record. *Q: Do you have a paperless record? A: No, but we have done a number of things
using technology that have changed jthe way we structure information management.), First, we use Microsoft Oullook for scheduling, We have a system to
rollover 10 our answering service during peak hours, but appears to be our office, Messages get pul on a bulletin board, and the patient reps can pick off, for
example, messages about prescription reftils or route messages to the correet person. Within the office, we circulate write-ups about problems. 1 follow the
{D-COP listserv and sometimes send it to collengues, sometimes to associates and other staff in the office if ] think it is of particular interest. We also have a
lab interfisce (since Feb) (the lab is hospital based) and are working on R-network fax for consultant, We looked into scanning in the consultant report, but
most of it is junk and just as fast to 1ype in a few sentences. For the time being, 1 just type in pertinent findings on consultant reports and x-rays, The EMR
also provides pharmacy interaction alerts
SHCCOSS measures patieny clinician cilture pmtem‘onnl how I
MS03 | Wehavea Let's say for example We hope that a patient | A clinician would The multidisciplinary No data The process has made
multidisciplinary team | that we have an clderly | will expericnce carc probably have similar | team that takes care of small changes aver the
that functions as the paticnt with differently, It depends | experiences here patients is composed of last few years,
carctakers for the pncumonia. Most all on nursing; nurses compared to the house staf, However, it has been
patients. Appropriate people would say arc the most important | clsewhere. attendings, nurses, run by the
and timely placing of success entsils treating | pant of the team. We nutritionists, physical muitidisciplinary tcam
paticnts post-discharge | and alleviating the hope that they are therapists, ctc. It is for about 2-3 years.
is onc way we define pncumonia. However, | trained to deal with the working group that
success, Another way | if we make the patient ] many challenges meets daily for 45-60
we define success is incantinent and non- clderly patients bring, minules. We discuss
obviously how we ambulatory, itis a including ambulation the status of all the
generally care for the failure. Thus, we pay and toileting. paticnts and we
patient and attend to close attention to Realistically, however, brainstorm treatmenis
the functional issues functional status. This | I don't think that as well as discharge
and comorbidities of takes special training patients experience planning there. All
our patient. and observation. When | care here differently. patients are listed on
it comes to collecting | We have genera) this blackboard that is
raw data, we have patient satisfaction used to organize
found it to be difficult, | surveys at the hospital information on the care
We have data on but this is enly for the process for each of the
demographics, and outpatient setting. patients,
length of stay, however
we don't have data on
outcomes of care. This
will come in the future.
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SHECESS

MEASUTeES

patient

cliniclan cultiere

professional

how hmg

MSo4

Multidisciplinary team
managemen?. This
teamdiscussion
includes pointed,
paticnt-oriented
reports, social as well
as medical needs
{cxample, a migrant
worker whose wife is
1,000 miles away and
needs help getling visa
10 come); this is very
efficient--all such
issues can be dealt with
or work begun at ance
rather than numerous
interruptions all day.
At 9:00 hospital
assigns beds to floor,
etc. based on prioritics;
il is very dynamic--
they need to be able to
move people in and om
continuously to less
acute beds.

1. Clinical outcomes:
the bottom line is risk
-adjusted mortality)
The centerpicee of this
is their panticipation in
Project IMPACT, a
national database
supported by the Soc.
for Crit. Care Med. It
uses 3 predictive
modets of monality:
MPM, APACHE-1I,
and Simple Acute
Physiotogy Scores. All
3 use physiologic
parameters to gencrate
scores of likely
mortality. They doa
quarterly download to
compare themselves
over lime and to other,
similar institutions.
The database produces
4-guadrant scatter
grams of their patients
with predicted
mortality on

They put a premium on
patient and family
involvement,
communication with
them. The Medical
Director knows who
cach patient is and can
update family.
Chaplain and case
managers are part of
the team at from end,
looking at entire
patient (cxample: son
in service and needs to
be brought home? 2
story house with
stairs?) Although they
have visiting hours as a
fallback, they are very
liberal, believe that
best thing for someonc
who is confused is to
have wifc at bedside,
not pharmacology.

They have lots of No dala

egress of nurses.

Recently, several came back to the ICU. When
asked why, they said because we respect them and
their contributions. Reason: all caregivers are
involved in implementing protocols; If the Resp,
therapist notes an abn, Lab valuc, she is
comfortable not just taking a blood sample and
reponting it, but managing it. The techs are
carcgivers; some who do not feel comfortable in
this expanded role are casuallics and have moved
lo other parts of the hospital. Expectations have
changed. The oncs that stay arc good at adjusting
therapy to within physiol. parameters, are cross
trained so that they can take on nursing tasks,
starting IVs when needed. When fully tmincd and
confident they may tell an admitting doc that a
patient is not ready to have a vent. tube removed,
Some MDs were also uncomfonable at first with
protocols (by mentioning the "p" word, [ was all
but accused of being a communist; believed that
anyone who follows a protocol is brain dead). He
worked with those who were willing to, and didn't
force the others but did keep score -- not 10
punish, but to find the best practices

one axis and resource consumplion on the ether. When they began they entered 100% of patients, now
that they arc satisfied with the intemal validity, they track 50%, random sampling.} Regular tracking
within org. of mortality, admission and discharge rates, LOS, readmit 1o JCU and reintubation rates.
With pressure to move patients out of CCU, this helps them know if changes that affect efficiency are
affecting quality of care, They have found that although their admissions are up amd the LOS down
significantly, their reintubation rate is very low. Thus increased thruput is not adversely affecting
patients (it answers the question: how do | know if a change is an improvement? You have 1o know
what to lock at)2, Patient and family satisfaction. They participate in Satisquest; they can track trends
and compare to others (by state?) and by subpopulationsd. They also participate in a VIIA project (he

didn't claborate)

No data

No data
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SUCCESS measures patient clinician culture professional how lom,
MSo0s [ came 10 this We use an explore No data No data It's o very collegial, No data No dnta

department 3 years (HBSI) data basc and a suppeortive group,

ago, underthe VP of | clinical data bases {Society of Thoracic Surgeons, American Callege of

Mcdical Staff, We Cardiac Interventions), We used to look at care case by case. Now we took at

work on discase the data to determine whether there is room for improvement based on the

management projects, | benchmark. For example, we Jooked at angioplasty --- emergent patients with

decreasing morbidity CABG following angioplasty, We abstract the charts and create a verbal

and mortality, summary. This is by proctitioner. We also discussed in the M&M mecting.

improving clinicaland | Our long term aim is 1o be better than the benchmark, We used 1o look at

financial cutcomes, cases one by one. But now we group cascs, In September we will discuss

We work with case deaths related 1o intervention. We give quarterly reports ta the Chief of

managers. [ work with | Surgery and the Chicf of Cardiology. Our rates have improved dramatically,

cardiac services. We CABG has decreased 50%, PTCA complicntions have decreased by 75%,

choose what we will return to OR following CABG has decreased by 50%. We do a utilization

work on based on report and a variance report, We can drill down by look at financial data. We

volumes. Cardinc look at a group of cases and identify patterns. Sometimes it's just increased

services are the largest | auention to process, The numbers are monitored as a group and by individual

service line, We used physician,

10 contract with ** so

our volumes have

decreased some as we

510 that contract.

SUCCess measires patient clinician culture rofessional how lon
MS06 | We handle high We are creating Yes, because of open | No data No data No data No data

volumes of patients chronic care guidelines | access mostly.

very well. We have for diabetes and Students called make

done a lot to improve asthma, We are just appointments --- just as

access. Qur patient starting with the a test --- and both were

satisfaction is at 82 - asthma guidelines. offered an appointment

85%, We also measure | Diabetes will be the same day. Will

contact hours, visils implemented in mostly be scen by own

per panel member, October, We will go doc -— our philosophy

cncounters per hour, % | with a 4 visit plan is that if your doc is

time sceing own (only 1 visit will be here, you will see your

provider, physician with a physician)and a { doc. This is done by

satisfaction, pmpm checklist of what needs | sheer will power of the

cost, no shows, % 10 be done, We will physicians,

same day appoiniment, | measure HbAlc levels.

time on hold, courtesy | In asthma we will

of phone stafT, measure peak outpui,

One of our problems is that we are measuring so much, it is hard to keep
collecting data for our stafl. No automation is available to us. Everything is

done by hand.
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SHCCESS

MEASHTES

patient

clinician Citlture

professional how lon&

MSo07

1t is made of three
pars, a Shock-Trauma
-Respiratory ICU, a
Medical Surgical ICU,
and a Respiratory
Special Care Unit. The
latter is more of a step-
down that an ICU, the
patients are not as
severe. These are open
ICUs, meaning that
any doctor can admit
paticnts, 1 think that
one thing we do well
and differently is using
a medical information

We collect data on the
many prolocels we
have cstablished in the
microsystem. We
collect data on which
protocols are being
used, by how many
physicians, and what
pereentage of time, We
are also collecting data
on outcomes, such as
how well we are able
to contro] glucose
levels, for example.

Most patients don't
even rememtber that
they have been in the
1CU. Very difficult to
compare,

A physician here finds | No data

much of the care as

being automated, Populations are studicd just as
individuals arc cared for. For cxample, ['ve
noticed that an increasing number of CCU
patients are maintaining high levels of potassium,
thus I'm thinking to scale back the protocol a bit.
We do the same thing for glucose monitoring,
Overall, the attendings and staff like it because
automation decreases hassle for them. If they need
to take a paticnt out of protocol, there is enough
flexibility for them to do so. A physician would
also find a very collaborative envirenment here, A
team approach is used that is very personal and
depends on people lisiening to cach other,

system. This system is now integrated throughout the hospital with a complete computerized medical record. People come in from
around the world to take a look at our quality improvement projects, which are possible because of our extensive IT. Another
reason we are different is because we have the ability to collaborate not only within the microsystem, but also at the hospital and
health system level, Success is defined based on compiling and analyzing data to sec how we are doing in patient care. Then, we
create/implement protocols to help the microsystem in its tasks. Creating and implementing protocols is really a process of
building relationships. First, we identify a problem arca. This is usually donc by front-line/managetnent people, so you
automatically have a "buy in.” This is the motivation that you nced, Second, we pull together a multidisciplinary group usually led
by a nurse, because they foMlow through better than physicians, The group reviews evidence in the arca and helps to sell the theme
of the protocol, Next, we (ry to design a protocal based on the knowledge of how practice is conducted in our microsystem. We
make a first drafi, and this is given 1o the 55 physicians or so who usunlly refer patients to the ICU. The drafl is also given to
nurses, social workers, cic. We ask for commcnts, and usuaily 1/3 people give back comments, We get lots of feedback to us and
we try 1o mold the comments into the new draft or negotiate with the staff. Everyone gets to participate in this process, so
"ownership" is spread, We then usually do a trial of the protocol on a few patients in a clinical arca. It is a "smal] rapid cycle.”
Protocols never work on their first try, never. You have (o go through many iterations, usuatly 5 in the first day alone, until the
protocol is functional. The clinical team understands that it is in charge of the protocol, and not vice-versa. Thus, this is all being
done a1 a Jocal level. Thus, when we have to debug, things are a lot easier, since not much has to be done. The protocol is a 100
that doctors can use. We cstimate that 80-90% of physician use these protocols, There is flexibility in the system for physician buy-

m.

We have | person who
teads al} efforts related
to this. She organizes

We started the
pratocals in mid-ycar
1992. Currently, there

*Team meetings” twice | are about 25 frequently
a year that focus on used protocols in the
communication skiils. ICU.

This is for nurses,

therapists, physicians, ctc. People are able to vent
their emotions, The meetings are usualty 4-days
long so it is harder for physicians to make the
mcetings. Howcever, in addition, physician
participation is probably intrinsically lower, There
is a professional hicrarchy still, and some
physicians view multidisciplinary care as a step
down. We also have a "Human Dynamics” course
which is from Californin. Every 2-1 years,
everyone in the unit gocs through this course.
Since 1992, we also have a mini-quality
improvement course. There is an 8 day or 4 week
advanced course. Two of us took these courses
and condensed everything into a 1 day course for
our microsysiem.
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MSo08 Diabetes care fits into n | No datn No data No data No data The collaborative care | No data
bigger initiative. model is testing a
We are a staft model HMO with 800,000 enrollees. Our Medical Group is responsible for a population of 240,000. We wanied 10 cultural change. As we get some successes, people
wark on chronic care. We had been doing some work on diabetes, heart failure, and asthma, We were being approsched by sce the generic nature of what we are doing. There
companies wanting to do carve outs, but that isn't what we wanted to do, We [the twa interviewees|] staff this initiative, There are 3 | are some capabilities of the macro-system. They
starting points. 1) disease management for dinbetes, heant failure, asthma, and depression, 2) the frail elderly and the over all have to be pant of the same plan, We have all
serviced/underserved (those people who use the system but it's not aligned with their nceds), and 3) collaborative care - the pieces for a system, but they aren't integrated
redesigning 2 sites for team care, population management, and CQI. There are 3 starting points but they will all end up st the same | as well as they need to be. We have created a
place. For the 3rd starting point we are using & modificd RFP approach. Sites have to respond to specific criteria for us to select generic modet regardless of the specific discase,
them. We have 1B sites where we are starting to work. We picked those siftes based on their readiness to change. We have had an 1) assess the population, 2) stratify the risk - who
ADA credentialed program for 15 years. A couple of years ago we wanted to take that to o new level, We joined the 1HI do we focus on first, 3) assess the individual, 4)
breakthrough series on dinbetes. We used a chronic care model and had 6 arcas of focus - health plan support, supporting set goals and develop a care plan, 5) deliver and
community, delivery system design, information scrvices, sclf-management, and decision support. Health plan support and coordinate carc, 6) menitor and evaluate care. For
supporting community are areas of focus that are outside the care team. We had corporate goals around diabetes. We wanted to cach of these steps we have had to idemtify the
decreasc complications of diabetes by 35%, Also dinbetes is high cost - that's 4 reason for to pay attention, At the commuity level | roles of the carc \eam - we have found that the
all hree plans in the community arc focusing on diabetes. Within the care team you have to make sure that the other points toles of the care team may have to change. Qur
[delivery system design, information services, self-management, and decision support] are in place. We are using JCSI guidelines role at a macro-system needs 1o change too - the
for decision support. For sclf-management we look at whether patients know what they need to know about diabetes, We use a suppaort syslems we provide,
wallet card that goes to the patient with a letter from their primary care provider, There is a newslcticr that goes out 2 times a year -
this year one of the issucs focused on diabetes. We have group clinics. We use the information system to determine which paticnis
are at risk. We have (low sheets around diabetes care for cach patient record. The delivery system design focuses on using teams
cffectively. We focus on giving feedback to the care tcam on patient outcomes - ¢.g., lipids and HbA1c, When paticnts come in for
ony type of care we want to make sure that we take care of their diabetes too.
SHCCESS meassures patient clinician culture rofessional how lon,

MSA9 | We provide 1 think we are deficient | We are competitive. Yes, electronic Not too much different. | We haven't done much. | No data
exceptionally good in measuring, We are Our paticnts know monitoning is usually We meet every week to | 1 think the HMOs in
women's reproductive | mcasuring the more about the low c-section | ingrained in discuss clinical care, the arca have started
healthcare, We alsodo | global outcomes, rates, but we don't expericnce. Some We analyzc litcrature doing some of this,
good primary care. We advenisc that, Local people are actually as necessary 10 keep up
do clinical research and publish, which is unusual | papers have picked up | nervous do to low with clinical evidence. We have a one-on-one
for private practice, For cxample we've done the news. We also tend | intervention care. Our | relationship with a NP or PA, Each MD, NP/PA
research about c-section rates and the differences | 10 be low intervention. | philosophy is to not works as a tcam. Usually a patient sees the MD

of care between physicians in the community, We
have access (o all the eutcomes in the community
through the two haspitals in the community. Our
¢-section ratc has gone from 16% to 11%, One
hospital in the community went from 15% to 9%.
That really is a benchmark, nationally. We shared
c-section rates with individual providers, We
shared a profile of practice techniques that
achicved success.

(continued)

We practice a
technique that s close
10 nurse midwifery

intervene unlcss we
need 1o,

practice. We offer many choices 10 the woman,
QOur referrals are word-of-mouth, primarily.
Comfort measures are very important to women,

one visit and then the NP/PA on the next visit,
The patients all know this is a team approach,
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MS09 | We were not formal in saying do this, do this, Really we just demonstrated 1he variation and the ouicomes. We continue 1o do that type of research, e.g.,
(cont) | breech binths, use of epidurals. It is a very Jow-key approach, We usc paper displays of data, present at department meelings, which are almost monthly.
Shown by provider and/or by cconomic geoups of patients. It is all presented in a closed forum with blinded data --- but the MDD knows which data is own. [t's
a small community --- you can figurc out which data is whose, We look ut LOS as far as hospitul stays. We look at c-scction rates, perinatal mortality and
morbidity, matemal outcomes,

SHCCESS Measures patient cliniclan culture professional how Iof‘
MS10 ] The NICU is the No data It's hard 10 tell --- most | There are a lotof No data No data No data

micro-system and it is people don't havea, different models. Peds

“a cohesive administrative work group that shares | comparison. The is generally more

a commaon goal of 1) clinical care, 2) teaching, precanception of multidisciplinary and

and 3) rescarch. Taking care of sick babies; the NICUs is highly respectiul, You would

quality of clinical care. The neonatology group technical and familics | sec more cohesion, the

has a commitment af being a resource to the arcn't part of it. We design of the nursery is

region. We have a commitment 1o the health ofa | want to astound them - | state of the ant. The

population. This is cucial to our success. As a -- full participation of | clinical part is not thai

resource, we provide education and review the families -=- no barriers § different,

quality of care for the whole region, Clinically, it's | to access, no barriers fo

based on an individual case basis — taking care of | information

the patient and supporting the family from pre-admission 10 post discharge. And then, how do we do against some comparison?
We participate in a regional network, There are 300 participants --- everyone contributes data, We can compare how we do with
very low birth weight (<1500g) babies, We can compare our outcomes to similar institutions (level 11l nursery, teaching
institution). Outcomes are adjusted for good comparison. The new project that is part of the Network is NICU 2000. 34 nurserics
working more closely together to improve care (reduce cost of care, improve quality of outcomes), Then as a resource (o the
community, il is really a continued willingness of hespitals 1o work with us. What we've accomplished is getting the different
regions to work together. This is shown by the state-wide research projects and active participation of hospitals in the project.One
big difference, statistically, is our rate of back transfers of babies to their home hospital. The key philosophy is thal babies should
be in their own community if their needs can be met safely, We are in the top 5% of all NICUs for back transfers, This is a big deal

for us because 90% of our paticnts are secondary and tertiary referrals, Also, we have a multidisciplinary approach --- a respect of
all roles is applied.

Page 132




SUCCESS measures patient clinician culture professional how lonx_

MSI1 Surviving has been a Nodala If you had had standard | The participation in Low tumover. Wenre | No data We started this
challenge and we are diabetes care clinical research. The  { anold team - a program in May 1984,
doing that well. What we do well is communicate | somewhere else, you level of detail of cohesive, unified team,

the impontance of diabetes --- up, to the senior
leaders of the organization; across, to other
providers and out, to the community, We
communicate the field of diabetes research to our
providers and the community, We participate in
clinical research projects. We really challenge our
physicians and the greater community ta provide
better diabetes care. We arc advocates for our own
work. We definc success at how we are doing by
communicating data back to the providers. We
can show them that by using our services they are
getting better outcomes for their diabetic patients,
We measure HbA ¢, blood pressure, cholesterol
levels, protein in urine, quality of life, and
customer service indicators,

would be amazed
because now you
would have a team of
people helping manage
your diabetes. You
would have people
following up with you,
You would have betier
oulcomes.

practice, The ongoing
relationship that is

developed with
diabetic patients —- we
really encourage that.

In 1983 it was accepled treatment to hospitalize
diabetics to manage their care. Now everything is
oupatient, In 1984 at any given time there were
10 - 12 people in the hospital just to manage their
diabetes. The team is 35 diabetes educators. Some
are RNs, dieticians, social workers, clinical
psychologists. They work with individual
physicians. Motivated, caring leadership is
critical, Intemally you have to keep the team
cohesive, externally you have to give the team
space, Must get the system interested in what you
arc doing. Must have a champion. I'm sure there
are lots of good things going on here that I've
never heard about because they haven't done
enough to get the system interested. You have to
bring it 1o the forefront. Whenever | walk into a
room, people think diabetes,
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The focus of the micro-
system is primary care.
We arc a group of 25
family physicians. We
are the largest family
practice in the arca
{there arc a total of 3 in
the area). Before we
opencd there was no
primary carc training
base. The 25
physicians include §
faculty members and
17 residents, We have
& total of 9 nursing
stafl, made up of RNs,
LPNs, and MAs, We
have been talking
about adding
"extenders” but so far
have made the decision
not ta go in that
direction. We don't use
any volunteers,

We don't have a
measurc to trck
adequacy of
information flow, We
do have a clinical
instrument panc). We
measure cycle time,
patient satisfaction,
phone calls {incoming
and outgoing),
treatment to goal
hypertension,
completeness
procedure to charge
capture, operating cost
per visit, proportion of
patients seeing
provider of choice,
weekly 3rd available
appointment, tcam
monle, practice size,
adequacy of pap
smears in cligible
WOomen.

You would secitina
couple of differunt
ways, First we have a
data wall with all the
indicators displayed,
Paticnts are asked to
participate in a fair
amount of surveys. We
discuss with patients
the improvements we
arc doing - at the end
of each visil, | ask
every patient what we
could do better, A lot
of our improvements
come from that type of’
feedback,

We provide a mixture of preventive, acute, chronic, and palliative care. 45%
of the patients are >65, 15% are less than 30, Many of the older patients are
snowbirds — visits drop off during the summer. We care for approximately
11 - 12,000 patients. As of July 1, 1999, we have divided into 3 teams, So far
we have formed the teams and are looking at the team's sub-practices, We
have been computer based since inception --- We have never had a paper
record, The whole clinic chose "Epic™ as the clinic-wide system. (Epic is a
corporation based in Madison, W1 — they have a clinic system and an
appointment system.) Epic didn't have a hospital package and when the
larger system decided to add a hospital, they went with an integrated IDX
system. This gave them two sysicms that couldn't communicate. It has taken
9 months, but by fall we will be fully integrated. Manage information in
terms of patient and operational information, It is real-time. Patient
encounters are dictated and go directly into the computer. The information
Row is seamless. We are also very responsive and attuned to patient needs,
Our patients are well-satisfied. We have been doing weekly patient
satisfaction surveys at the department level, The larger system does quarterly
satisfaction surveys at the corporate level.

We have an
improvement idea box

No data

No data In July 1999 we moved

1o 3 teams, Qur goal is

for s1afY, Faculty are involved in different aspects
of improvement, We have an interdisciplinary
guidance team that we put together from the 1D-
COP participation that we are transforming into a
quality council to guide and facilitate
improvement work. We have a requirement of
scholarly research --- everyone must do process
research of the care they give. We do a systematic
review of evidence in our journal club,

to develop an open access model and te provide
continuity of care and better education of
residents, We couldn't do this without teams, Our
lines of communication need to be strengthened,
Before we had residents on one hallway and
faculty on another — there wasn't much
interaction between the two. There has been
resistance, An initial concern was about a loss of
continuity with paticnts (my paticnis now become
the team patients). This is just a misconception,
Also, we don't have control over the information
that we need. We need to be able to define who
our panels are - we can't do that oursclves, We
are sending a practice manager to EPIC for higher
order report generation training, We have support
from the Jarger system -— they have funded 3
research projects: 1) develop an open access
madel, 2) create a disease registry model, 3)
improve telephone access, We decided 1o make
this a full clinic activity instead of pilot testing 1
or 2 teams,
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It's an emergency
departmeny. Currently,
there is a praject
underway lo construct
a pediatric ER adjacent
to the regular ER. We
have a few physicians
who are double-
boarded in pediatrics
and emergency
medicine, We have a
few benchmark
measures, First of all,
we have the highest
paticnt satisfaction
rating in the United
States for an ER most
months of the year.,
Satisfaction scores are
measured by the
largest physician
polling group out there,
Press Gainey, We
hover around the 96
percentile most
quarters. There has
been a process of
radical reengineening
around customer veice
‘There has been process
improvement and
rigorous cycle time
analysis, The outcomes
we measure include
cost, quality of life,
patient satisfaction.
The quality of life not
only for patients bu
also for providers is
important,

(continued)

In terms of the No data

operational ones, we

are able 10 show through our fast irack program
for less urgent patients, cycle time has dropped
from 92 minutes total to 47 minutes total, in terms
of the process length for complete care, We are
able to show that the cycle time between the
arrival of a patient to a doctor sceing that patient
hes dropped from 32 minutes to 18 minutes, We
are also able to show that the "decision to admit”
on the floors of the hospital has dropped in cycle
time from 3.5 hours to 1 hour, We have also
reduced pharmacy cycle time. We have bedside
registration. Each room receives a portable
computer rolled in on a cant. Computer orders for
Iab and pharmacy are made from the bedside. In
terms of clinical data, our philosophical bias puts
clinical issues first. We can show a reduced Iytic
cycle time from 66 minutes to 16 minutes. Many
states such as Wyoming and Connecticut have

Frankly, all this stuff
about information
systems have been
what is holding us
back, That's all crap.
Everyone is just
waiting around for
some kind of cure all
IT system, instead of
figuring out how to
track things
themselves, We built
our tracking sysiem
here from the group
up. We designed the

Volume has
dramatically increased

No data No data

here, On the busicst day, it's crazy. On other days, it is more peaceful, We
have 10 docs, a slew of nurses, and other peopte. We have had to change the
way we work, For example, most ER's have 12 hr, shifis. But this is very out
of sync with patient satisfaction, Patients don’t want physicians who can
barely keep their cyes open. So we slashed the shifis to make them shorter,
like 9 hours, Thus, physicians find themselves having more shifts in a month,
but at least it's in line with patient satisfaction, Physician have also agreed in
advance that in our tracking system if the arrival of a patient/seen by a doctor
cycle time is past a specific threshold, then they are required to stay longer,
cven il more help is there or on its way. This was signed by everyone in a
contract, Thus, we have a system where there is "virtual on-call.” We have
also found the busicr the doctor is, the more productive they are!

software. All hospitals could change tomorrow. But they don't because they don't understand the
pathophysiology of microsystems. By definition, a hospital is a collection of overlapping microsystems,
so they should understand this pathophysiology but they don't! They don't understand that all systems
have some type of feedback mechanism or loop.

replicated our reenginecting approach. Our reengineering approach in a nutshell includes first forming a task force, which in this case, is headed by a

cardiologist, We needed a baseline measurement of how we were doing. We then compared this to a registry which included state norms, hospital norms, elc.
We then used a very clever theoretical construct created by the NIH which centers around subintervals, i.e., breaking the processes down, We bormowed the
4Ds concept, "door, data, decision, delivery.” We introduced the idea to our staff of multi- processing or "paraliel processing.” We then looked at the four
sub-intervals to sec where we could improve care, If "data” is needed for a "decision” to be made, a nurse can go ahead and order an EKG, for example, We
have done a similar thing with antibiotic prescription and care for pneumonia paticnis, Using parallel processing, we have empowered and educated our
nurses (o go ahead and get a CBC, or chest x-ray. Our pain management program is trying to increase the team's sensitivity to loss and focus on quality of
carc at the end of life. We have also focused on stroke management, noise management in the hospilal, cic. We consistently try to have empty beds and
engage in parallel processing. We have embraced the concept of "real time tracking,” We have developed a radar screen that has 8simultaneous processes
continuously monitored. Each process is depicted in 15 minutes cut of data for the last 4 hours. We get information on the census in the ER, the status of the
patients, the x-ray cycle, etc, We know where in the process not only the patient is, but where the system is. Each process measured is summanzed on the
screen by graphs. All we have to do to obtain data is touch the screen. The graphs are equipped with goal lines, not controt lincs, but goal lines that are based
on some sort of customer satisfaction, ¢.g., people don't like to wait (o long, eic. The most exciting thing I can tell you in this interview is that we have
identified the "pathophysiclogy™ of a microsystem. It is powerful and yet very predictable. Think about two downstream processes, x-ray cycle lime and
getting patients 1o the Neor. 1f the downstream graphs go out of control, there are predictable changes in the system. What happens? Occupancy in the ER
goes up, the number of new patients in the ER goes down, the number of free beds in the ER goes down, the cycle time between amival to a bed goes up fora
patient. Eventually, every measurement goes up, What is the intervention in this case? The intervention is a series of algorithms built into people's behavior.
When we obtain three consecutive 15 minute intervals going in the wrong way, we realize that something needs to be done. Other micrusysiems would use a
1 size fits alt approach with monthly quality improvement meetings or something like that, We use the "President Truman” response. Once, an advisor came

into the President Truman's office and said, "Sir, we have an unmitigated disaster approaching.” Truman told him to leave and come back and try that sgain.
{continued)
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MS13 | This is our"selling Basically, Truman told him that it might be disastrous, there might be nothing we could do, but by golly, someone wilt do some mitigating! So our response is

(cont.) | feature” to obtain similar, We try to mitigate. For x-ray cycle time, we dropped it from 72 minutes to 23 minutes around. We reengineered processes sa that the ER docs sce x-
physicians. We have rays first, that old x-rays arc quickly taken nway, that twice as many x-rays and techs are present in the ER, Our x-ray tech algorithm allows us to get mone
been recognized by people to help out when we are very busy, Our techs are trained to call up other techs off duty st home and tell them to come in. They don't have to ask
HCFA as having the anyone or talk (o human resources of talk to their manager or anything. They do it automatically, without asking mansgement. Basically, what [ am getting at
best thrombolytic is that the microsystem is not really like a chassis or automobile as you think. It is more like the human body. The key word to describe a microsystem is
therapy. We received homeostasis. A microsystem is always changing, molding, adapting, just like the human body, always in homeostasis. At the end of the day, we look at our
the North American data patterns based on risk and severity issucs and we say, there are three ways of responding and reengineering. A bad way, a good way, and a worid-class
Gold Standard award way. People come up with processes for all three ways. | try and make sure that cveryone contributes and that everyone has some type of uniquely qualified
for our Iytic cycles. We | way to approach the care process. Thoughts are shared, and things happen, But, this is only the data stuff, the beginning..... then you move on to rewards and
received the American | recognition....This is one of the most controversial arcas. There is a fine linc between giving someone an incentive and not rewarding someone so they won't
Hospital Association waork, We don't have a ton of money. We arc "whimsy.” Basically what we do is have lots of contests between doctors and nurses. We give oul movie lickets,
award for process put in good letters in people’s files, send thank you cards, different perks. In terms of formal reviews, the staff and doctors have performance reviews. They
engincering of our x- | are evaluated either by me, in the case of doctors, or by the nurse manager, in the case of nurses, The data that our tracking system spits out is fed back to
ray cycle time. Success | individual physicians. We are focused on the bad as well as the unexpectedly good. In society, 1think sometimes “sentine!” cvents are only focused on the
can be defined with a bad, not enough on the good. Things do go well. In other cases, people need 1o respond. Al the data for an individual doctor is correlated into a "physician
reference o outcomes, | report card” that is generated each quarter. Their reimbursement and bonuses are linked 1o their clinical performance, Qur system not only looks at oulcomes
Itis a victory againsta | but also "learns” things about processes. Outcomes of encounters are systematically aggregated into high risk-interactions. For example, the system flags back
problem. There has to | pain as a high-risk interaction because it is so common, time-consuming, and painful. This is called dilemma-based leaming.
be a quality
management formula.
We should be able 10
recognize many
possible outcomes for
a process, and then
pick the one "fit for
use.”
SMCCESS measures patient clinician culture essional how |

MSI4 | We provide excellent We are just getting We have crealed care No data Iv feels a lot different. We had to wait until We started the ideal
patict carc and started measuring teams. We have been Before people some of the issues practice project. First
excellent patient disease oulcomes ---- working on what is needed as far as care teams, generally got along. came up. But now with | we rolled out open
services, Patients geta | we're doing asthina and | Last October we staried the teams. We have 3 Now there is much new teams we can be access then rolled out
feeling that itis good. | diabetes, Thisis teams — IM tcam, FP team, and Peds. more of a feeling of more proactive. We, care teams, There was
We arc almost aligned with our working together, know some of the a lot of skepticism.
constanily doing a corporaic goals, In the diabetes project we're focusing on education of the cspecislly the nurses things they are going to | Once they started and
patient survey. Weuse | physician, standardizing work, and documentation, We are creating a registry { and receptionists. Tun into as far as then saw the benefits
them (o0 measure for entering data on a real-time basis and measuring the patient’s perception | There is much more working in tcams that really helped.
patient satisfaction of care, leaming and
before and afler communication.
doing an improvement. We make our own surveys using Autodata Survey --- it's a sofiware package.
We scan responses and get repotts -— numbers and graphics,
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MSIS |} Wc provide primary Other people usc We know our We are adding | new No data My partners and [ don’t | No data
care. There are 5 GIM | surveys and other ways | community, We live MD this fall. She just understand leadership.
MDs, 3 NPs, 1 PA to benchmark, We just | here. We're involved in | completed her residency, She will joinus as s The community looks
providing do it scat-of-the-pants, 1 community activities. | equal partner. We are a democracy, which isone | 8t us as leaders, But the
comprehensive We figure that we will | Patients tell us that we | of our great faults. No one is in charge. So we are  { hospital was taken
pritary care and get feedback. Wedon't | arc different, We're like a family. Which is a problem because you over, So we aren't
hospital care. We arc use ony modem accessible and give can't get iid of & family member., A fot of things community leaders
community-based techniques to measure | personal care, A group | don't get done because there isn't a boss. Three anymere,
physicians, We are the | anything. It's very of people 25 - 40may | students spent time with us last term, They were
physician of first expensive. We don't value technology more, | all over us. They assessed us and gave us
encounter. They have extra capital (o s0 we don't capture feedback. We didn't pay any attention, of course,
function like a multi- invest in recreational that market, One change was lo get people to camry medication
specialty group. The | data collection to prove cards in their wallets, We talked about it for 10
Medical Group is how we are doing to minutes or so and decided to do it. But it didn't
located at the someone else when we work, We don't know how to implement it, We
Community Hospital. | know how we are don't know how to flowchart, We don't know how
The hospital includes | doing. to improve the system. We have closets full of
a rehab hospital, an extended care facility and 2 primary care practices --- the | good ideas but don't know how to implement
Medical Group which is a private practice and another primary care practice | them,
that is a satelite of a large academic medical center. The Medical Group has
connections to the medical school. We use paper medical records, Two MDs
use computers to track their own patients, All of us choose to be personal
care physicians, We value a long-term relationship with patients. We're atl
the same generation and philosophy 50 we can cover for each other, We are
accessible, We have been a group for 15 years. We give good healtheare
because we were trained in internal medicine and give good care to adulls,
We were chosen to be a teaching site for residents. —
success measires ent clinician culture professional how lon

MSt6 | Wearetryingto bring | Nodata You probably wouldn't | No data No data No data Since 1991, Before, we
a high level of diabetes unless you had had an active diabetes
care lo the population we serve. Specialists can experience somewhere program - all the CDEs
not do this on a one-to-one basis, We use certified | ¢lse, Patients do were located in the
diabetes cducators (CDEs) as the intermediary, perceive the 1eam main building. Once
They are located in the PCP offices, It is a tcam approach, We try to patients were in the
spproach to diabetes care. The endocrinologists | make information program they appeared
dan't see the patients face to face. tisa available to be disconnected
mechanism lo diffuse specialty resources, electronically, from their PCP. That is

why we decentralized
them.
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MS17T | Qur mission is to work { Nodata Patients are well No data No data No data No data

in disadvantaged reccived. They are not

neighbothoods to create strong, healthy, helping hassled about lack of insurance or payment, 1t is

communitics by encouraging and supporting our policy 10 give preferences for hiring to

neighbors as they help others, 30 - 40% of our residents of the neighborhoods we serve,

employees are neighbors. There are § different Sometimes that is a problem because patients are

agencies that are part of our health center, We are | afiaid that someone from the community might

not just a community health center. Our system know about their ealih, We provide

functions very well in neighborhood settings, We | transponiation, help solve childeare problems.

relate to patients in their neighborhood. Care is

accessible --- we are welcoming and caring. There

are a number of different people who get care

here, We have a transient population and it is easy

to lose track of paticnts,

Success measures patient cliulcla_n_ culture professional how lo
MSI8 | The focus of this No dala First, we fooked at No data Nodsta No data In 1991, we

micro-system is advanced care commissioned a task

improving advance care planning through systems
of healthcare, There are 500 MDs in the
community, This is a joint effort of 2 healthcare

planning as a system, Then we asked, "how could
this work in this community?" We defined
responsibilities, We checked with QI 1o make sure

systems. We assist and encourage adults to do it was happening.

advance care planning and then make sure written plans are available and followed, These 2 healthcare
systems are competitors --- competing for the same patients. There arc two arcas of collaboration, health
care education and advance care planning, The micro-system is a fairly organized effort 1o assist
patients to do advanced care planning. To make sure it is in the record, The micro-system is not
embedded in one organization. Two people form the leadership. We educate and set standards for others
in the community that aren't part of their system. We have a great ability to set the standard of care
throughout the community. We look at advance care methodologically, as a system, What we do doesn't
happen anywhere clse (according to what I've heard and read in the literature). If people go through the
process of advance care planning, the advance directive gets in the record, stays in the record, can be
retrieved, and can be transferred with the patient. We put the sdvance directive in a green plastic sleeve
in the medical record. We define responsibility for who puts it in, what happens to it. Qur program
involves sefting practice policies, developing educalion materials, and training. Advanced dircctives are
put in a green sleeve in the patient record. If the patient is admitted to the hospital, it is put into the unit
record, because this is what the doctor sees. This was only done 60% of the time. But there is no reason
why it shouldn't be 100% of the time. The unit secretaries were responsible. The way the policy was
wrilten was saying two different things. We rewrote the policy. A study published in the Archives of
Intenal Medicine showed that 85% of adults who died in one geographic region had an advance,

force. It took 2 years to plan. In 1993, we had a fully developed,
implemented program. It seems so simple and straightforward, but my life
has become crazy because of requests to talk about this everywhere, We had
the commitent from top administrators —- the Presidents from 4 systems set
up the task force. The task force was to talk about ways to collaborate to
improve healthcare, (Now these 4 systems are 2 systems through mergers.)
We set as a goa! that at least 50% of adults in our community would have an
advance care plan belore a crisis. And that the program we implemented to
do this would be accepted by the community. The endorsement from the
administrators made the task force much easier, In other communities, that
supporl may nof be there. | could go to medical records and say this is what |
need ~ and | need to repont back to the 4 presidents, [ met very little
resistance. My organizaticn in particular put a lot of importance in this and
asked me (o put a lot of time in it, I wasn't just asked to work it in to my
other responsibilitics. Here's an analogy 1 find helpful --- it strikes me if a
patient has a drug allergy it is seldom that we wouldn't report it. We ask
about it repeatedly. We know that it is a failure of the system if an error
occurs, Why is advance care planning any differem? Another importani
factor is how people prioritize quality of care at the end of life. We made ita
top priority. An advantage in collaborative work is that we share resources,
training. It's like CPR - it doesn't maiter where you get the training.

directive 96% had an advance dircctive in the medical record. 98% of institutions were consistent with the decisions made in the advance directive. Does this improve care for the
paticnt? Well we do know that people don't want to die in high tech environments. The literature shows that people don't want (o be in a hospital they want 10 be with familiar people.
We did a nested casc-contro) study. We matched 74 people with advance directives with 74 people without advance directives. They were matched on gender, age, cause of death amd

type of MDD at death, In that study, those with advance directives were 7 times less likely to dic in hospitals.
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We are an ophthalmic
consultation center that
manages and treats
complex cye discase
and performs cye
surgery. We arc a
referral center for a
vast nctwork of
optometrists and
ophthalmologists.
Every practice in the
network is
independent. The size
of the network, as we
define it, is the number
of different places that
refers us a patient. We
cstimate that cumrently
we have 130 difTerent
cye care siles that refer
care (o us, These are
mostly oplometrists,
though some are
medical
ophthalmologists. We
are very focused on the
customer. We define
the customer as being
the optometrist as well
as the patient. We try
1o create a culture that
we care for our entire
network. We are

We track paticnt
satisfaction regularly
using a survey, After
paticnts have had a
visit, we send out
surveys. We look at
complaints and we sec
wha is happy. We look
at things like how we
greeted the patients
and how they felt about
the care they received.
We probe to see
whether paticnts feel
the waiting time is
excessive. Wetry lo
reduce cycle times,
Cur backup 1o the
patient satisfaction
surveys is our "caring
alert sysiem."
Basically, this means
that we follow-up
when someone is
upset. We have a
number of catcgorics
of patient
dissatisfaction, and we

A patient of an
optometrist is usually
referred to us, We send
out information to the
patient before they
arrive. We hope that
this amazes the patient
that there is no
repetition of
paperwaork, that care is
organized, and that the
clinical communication
and transfer of data is
smooth, This doesn't
always happen in many
carc scttings, Basically,
we want the patient to
fee] good about their
own optometrist while
they're here as well,

A clinicion would be
surrounded with peaple
who make fewer
excuses for the stafT.
We belicve strongly
that in team care, staff’
satisfaction is very
important. Everyone is
not equal, but everyone
is important and has a
different responsibility.
1 try to make surc that
the clinicians know
that working here
requires a balance of
geting to do what you
want to do and of
doing things as pan of
alcam.

We want to create a "scamless system.” We want
and think that patients come here and say, "Wow,
these people are friendly, professional, and
answer all of our questions respectiully.” We hope
that patients see thal we are alsa very focused on
clinical outcomes of care. We ask about this arca

in our annual surveys,

track instances of poor service back 10 our categories and likely causes, At
weekly staff meeting, instances of paticnt dissatisfaction arc handled. Less
frequently, these issucs arc discussed in management team meetings and

doctor's meetings.

This is u busy place,
fast-paced. Everyonc is
accountable for their
actions. We try to build
relationships with
paticnts and referring
doctors, Everyone has
lots of responsibility.

operationally strong, technically strong, and we are good at starting and maintaining relationships. We know detailed information
on eachof the practices in our networks, what equipment they have, their strengths, their weaknesses, etc, | have (o personally
know 130 doctors and know which one of them will do what. We want the optometrists who refer patients to feel like that they are
in charge. Our backup system for knowing the optometrists includes a manual database which we keep in each exam room. This
database is full of index cands for cach optometrist and has information regarding their practice specifics. We have a few different
customers, We define success overall as superb treatment, a high level of patient delight, increasing referrals and optometrists,
profitability, and financial growth. If our paticnts are happy, our referring optometrists will be happy, and we will see increased
revenue. Our mission is to combine optometry and ophthalmology to provide "better” care. We are passionate behind our mission.

We try to make surc
people feel important
in what they arc
contributing, But, we
don't support silos. At
the time of signing
contracts, we make
sure that the doctors
working here
understand this work
culture, This is often
difficult. Many of us
on the stafY have taken
courses on leadership
training and
management, Everyone
in the swal¥ tries 1o have
the mentality that each
Jjob requires different
skills, but tha
cveryone's job is
important, We have a
160 degree review of
our leadership and
management.

This practicc has been
running this way since
the late 80's, about {0
years,
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MS20 | Wedo heart surgery. We measure success Weiry to run our Na data It is just the opposite of | No data No data

We developed a highly | against ourselves, We | medical practice like a high stress, When you

cfficient system --- | try very hard not to business. Ten ycars ago if you were on the team are an a winning tecam

mean "lean.” A lean
system that took all the
waste out, We
standardized
cverything that we do,
We have a process
improvement team that
meets once a week, We
try 10 add value to
everything we do. We
are commitied 1o not
just 1alking about it.
We are more in the
doing than the talking.

meastire against
benichmarks, We do
1400 hearts a year. We
should be the
benchmark. Success to
us is any incremental
thing that makes us
better than yesterday.
LOS is a good example
of why benchmarking
is a bad thing,
Someone can have low
lengths of stay but high
readmission rates, It is
a mistake to
benchmark pieces of
YOur process against
multiple other picces
of processes,

peaple love it, 'm sure
the women's soccer
team doesn't complain
about practicing. It's
the same way here,

you probably wouldn't care how good you were.
We took the attitude that we only wanted the mosi
motivated best stafl. If you weren't, then we asked
you to leave, By motivated we mean motivated to
give excellent care. We live by this principle. It
has to be a patient driven system, We have 7

00 am rounds and 4:00 pm rounds. Most hospitals just have moming rounds, We added the aftemoon
rounds, It doesn't cost us a dime, We did it because our goal is 10 send people home on day 4. Well
sometimes on the moming of day 4 the patient isn't ready. They would have to wait until the next day --
- but with the afternoon rounds we have another chance (o look at them again late in the afternoon,
Sometimes we can send them home. You can still be customer friendly and accomplish your goals. In
our progrant QI is infused into what we do. It isn't just an add on program. To infuse that spirit into the
group you have to drive everything to it. A lot of people would be thrilled ta be lean and efficient. But
they don't know how to organize to do that, If you act dictatorial about it, it won't work. We put together
a team that makes the decisions about how we are going to do things, You have to make people fecl like
they arc contributing to the group, We can make changes on the spol. We have meetings once o week,
but you don't have to wait until then to discuss it if it makes sense to do it. For the intuitive things we
can make immediate changes,

Developing a process improvement team is more important. If you develop these teams you don't need to benchmark, Just keep
working on little projects to improve what you are do*ng, Benchmarks can limit you. Sometimes the benchmarking in and of itself
becomes the goal. Sometimes you don't have to measure it. You just know it. For example, in our hospital we go home at the end
of the day. There isn't a team there for emergencics, Emergencics mean that we call people in. | felt that if takes too long for people
(o show up — even a few extra minutes is too long. So, we developed a rapid responsc team. Before when there was an emergency
you called someone — not always the same person. Now there is a designated person to call and that person sends cut a "gang
page”. We have cul response by 8 - 10 minutes, We didn't really measure how it is better, we just know that getting here sooner s
better. Some things we measure more carcfully. We have a high population. Before it was managed in multiple difTerent ways. So
we standardized the process. We measure HbA Ic levels and infection rates, Essentially we did PDSA cycles, We measure blood

usage after surgery.
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university. Our goals
are lo; 1. Improve
diabetes care

the program, HbA lc
levels are 1-2% lower.

for county residents, 2. Use an empowerment
model of teaching, We knew that there was a gap

between what the patient was told and what the patient did, We wanted to address this with an empowerment model of teaching. Each patient is interviewed -

changed the mindset - we've made them realize that they are in charge. Traditionally, a patient would
come in, the MD would say you need 10 Jose 50 pounds and have a blood sugar level of 110, The patient
leaves, fcels at fault, and a wall goes up. Now I tell people that no one can ever fool you about your
dinbetes again, A knowledge test is given - that's pant of the grant. 1 don't like it because some people

feel threatened by taking a test,

SHCCESS measures patient clinician culture professional how Ion‘-
MS21 We arc working as part | On average, one year Patients are treated No data No data Ne data The program started in
of a grant from a large | after starting with dignity. We've

1995 and ends in

Sept. 1999, The siate
will continue the
program for | year, We
are trying 1o develop a
sliding scale fee
struciure, A maximum

umbilical hemia
protruding as well as
fNuid in his abdomen, 1
started him on Lasix o
reduce the fluid
accumulation, put him

Quality of Life survey,
but now that they
charge us, we don't. |
have created my own
Quaslity of Life patient
satisfaction survey. It

medications will do in "laymen's” terms. If a
patient has ESRD, we try (o prevent them from
going on dialysis by working with the doctors. All
the dectors know me and | know all of them, so
I'm never out of the loop. The system wants me
to simply be a "broker.” An example of a broker is
the nurse | talked to at the other clinic, They want

on a dict regime, and has psych/social me 10 just do my CHF part and then make
physically walked him | indicators, unlike the referrals. 1 want 1o be more involved in the care
up one floor to the Minnesota one, process.

{continued) {continued)

history, psychological profile, -- using one tool. Instead of traditional education, we ask a lot of questions. "What are you doing? What arc you willing to do?” | ©'$33 for the program
We have also found that diabetics often think they are 10 blame for having diabetes. We have developed a teaching model - its an explanation of diabetes, down to a donation.
encrgy, and carbohydralcs - that is consistently understandable for a wide range of paticnts. People leam by experience - the more ways they experience
something the better they will leam and retain it. Each patient is given a diary, 1tell them, "Don't worry about anything. Just write down meals and blood
| sugars. At the next visit we will look at it." Pretty soon they are dmwinilincs between what they are eating and their blood su
———
SHCCess measures patient clinician _culture rofessional Aow lon
MS22 | Wetreat the patient as | The company likes We talk to the patients | No dala There are just the three | No data No data
a whole. We look at good numbers. They about psych/social of us, We work very
more than just the want 10 sec the costs support. We camry many paticnts to end of life well together, M. is in
cardiovascular pant, low. For patients, we care. We are with them until hospice care and charge of the office, 1
We just don't refer want their quality of sometimes cven beyond hospice, We tell them am in charge of the
right and left if it life to improve and for | about durable power of attomey, medications, paticnts, and Dr. D. is
doesn't deal with CV. patient satisfaction shopping, cating less sawrated fat, increasing the physician
When a person comes | with the care process to | activity, the importance of family, independence, | champion. He holds
in, all organ systems be high. We have seen | ete.. We do all of this during the first visil, We the key 1o resources
are checked, including | that by keeping also always put things in writing of print it out for | and new patients,
the psych/social part. | | patients out of the them, We highlight key words and phrases, like
just had a patient hospital and ER, we what an ACE inhibitor is supposed to do. We
yesicrday who came in | can align both of these | don't use very technical termy, but we explain
with a 35% cjection objectives. We used to | what is happening to them and what the
fraction and an use the Minnesota
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(cont.)

{continued)

surgery floor to
personally make sure
that he received a
surgery appt. soon.
Now, it tumns out the
surgeons dida't think
the condition was tao

L ]
(continued)
1 send it out 1o alt the program participants, We are in touch with all the patients. The microsystem sccretary calls all the patients at
least once a month. We also ask basic questions during this phone call. When patients come in, they get a sheet of questions we
want them to answer as well as their reccommendations on how we can improve the care we give them, We ask them questions like,
“Do you understand your medications?" ar "Da you feel like you are in control?” or "Are you comfortable with what is happening
in your life?" or "Are you a source of happiness to your fricnds?” Though our microsystem lacks a dedicated social worker, we try
to talk with our paticnts as much as possible.

severe and said it was all right to wail two or three weeks before surgery. However, | am bringing up this example because | was talking to my counterpart at
another clinic and she said that she doesn't do anything but treat the CV part. She would have just referred a patient like that to surgery and ended her
involvement in the care process, We arc able to improve an individual's functional status very well. The New York Hospital Association has a measurement
scalc from 1-5 that they use for functional status. A "4" represents symptoms expericnced when sitting, a "3" represents symptoms during exertion of some
kind, a "2” represents symptoms during heavy exertion. We are real good at getting the 3's and 4's down to 2's. We "pay attention” real close, that's Dr, D's
favorite phrase, We are dealing with fragile people. Many of them react badly if you wean them ofT something too quickly. We like to "graduate” our patients
so that they can go back to their primary care physician. Sometimes, the primary care physicians get upset when we give their patients back 1o them. [t ends
up that 1/2 the patients we send back 1o the PCP come back 1o me. So, we may graduate 60, but we get back 30, We did a quality improvement study on how
those who graduated are doing, We found that many patients did not feel that their PCP was able to communicate with them in a timely manner. Another
exatiiple of a recent patient is one who is in the hospital every week for CHF. He was transferred to me because he had a real difficult time breathing. His PCP
never called him. He had a functional status of 4, ! called him everyday, and 1 visited him ofien.Education is the basis of what we do. We have & goal of trying

to increasc the indcpendence of our paticats. Then, they can adjust their medication, like Lasix, on their own. Then, they can come and go.
P

SHCCESS MEGSNTES
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Let me telt how we got { Nodata

where we are, In 1990

a group of clinicians met to improve diagnostics
of breast screening. Al that time it tock about &
month for abnormal resulis on a mammogram,
We started streamlining the process for breast
screening, We got logether primary care,
radiology, and surgery. We had physicians and
nurses from different areas. We identified

"slecpless nights" as what we wanted to improve.

The team was a CQl team, We agreed that a
woman needs (o have good access to
mammography screening so we 1) increased the
number of satellites with screening,
mammography, 2) increased ultrasound units,

tient

Wehave hada
designated breast
center since 1995, 1
was built with women
in mind — comfort and
design are very
important, A tcam is
there 1o address the
needs of patients. You
would also see the
difference in the
timeliness and the
caringness of the staff.

clinician culture
.

Some clinicians arc
surprised that we
handle so much here.
Radiologists have
become clinicians—

1t is really a positive
thing. The only
difficulty is that we arc
50 busy

essional
No data

responsible for more patient contact and
treatment. We have a close connection to the
surgeon, instead of the primary care provider
having 1o coordinate everything we do it from
here. Sometimes it happens so quickly they
complain, "If's already done by the time | get the
path repon.” They recognize the timeliness more
than anything. Putting responsibility in the hands
of the radiologist was a major improvement.

how lon‘

No data

3) surveyed the clinicians to see if radiology could be the coordinator of care around breast images without going through the primary care provider, This would save a lot of time. Also,
there was new technology available --- starting in 1991 biopsies could be done with a necdle. So we started doing that. We streamlined the biopsy process, The CQI team decreased the
process to a few days. We went from 2 - 4 wecks (from sbnormal test result) 1o 3 - 7 days, on average, That is very reassuring -— the patient gets the answer quickly. That means fewer
slecpless nights. We also looked at how well individual MDs were doing in getting screening lor the patienis who needed it. We started giving them feedback about their rates and their
rates started getting better. All we had 10 do was give them the feedback. Over the years we have improved the stage at diagnosis. 98% of our patients are diagnosed at stage | or stage 2,

Our goal was to improve oulcomes and improve the experience of the patient.
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1 was interested inend | Nodata No data No data No data No data No data
of life, but it really

started as an interest in pain and pain management. Before working on end of life we put together a pain steering committee. Physicians weren't convinced that pain and pain
managemeni was an issuc. They wanted us to do more baseline data gathering, Which was fine, but we just confirmed what others had found. We had to convince them that this was an
issuc for us too. So, we did that, but then they started questioning our data. We had to get through that before we could design any interventions. 1 struggled with nurses and physicians
to get them to appreciate work that had been done elsewhere and not reinvent the wheel, We got to the point where we had ali this data but we weren't doing anything. We couldn't get
anybody to mave, A lot of the steering group members started to drop out because they couldn't see any value in what we were doing. It's hard for smaller departments to give the people
and the time to work on projects, This was making it hard for our steering committee to be interdisciplinary, So we ended up joining the cnd of life collaborative, In the end of life
project we worked on getting the physicians involved in the process, They don't mind having things passed in front of them for review but they don't want to come to the table to work
on the planning. We started out with a pilot unit, Iv's hard to get people to work on special projects but T thought that it would be a good unit to work with, But the first few months were
teally hard because they thought they really did a good job with pain management already. We tried 10 emphasize that it wasn’t that they weren't doing a good job, but they were very
resistant, almost angry. It 100k a long time for them to sec that we were not criticizing them. It was hard to convince them that they could improve without insulting them, Then they
would get defensive. But the fact was hat we weren't managing pain very well, There are vanious ways that health care workers et patients know that we are busy - don't tell us that you
are having a problem because we don't have time lo deal with that. For a lot of nurses the reason for being a nurse was to relieve pain and suffering. But then we send the message that
we don't have time 1o help you. Now, we have pain scales in every room in the hospital. The nurses didn't want the pain scates in the room because they thought that it would be worse
for the patient if we brought it 1o their attention, but we know that just isn't the case. We graph pain on the vital sign sheet just below lemperature. We have a place on the vital sign sheet
(o document pain and whether the pain management is effective. But really you have to listen to patients. Sometimes peaple don't have a realistic expectation about pain. A lot of the
nurses get stuck on getting a number - that may be hard for a patient. So 1 get them to fisien to what the patient says aboul the pain, not just a number. We can look at the pain rating, but
also look st what the patient is doing and is able to do. The paticnt needs to understand that there are things that we can do, but somelimes we can't eliminate all pain. The pain scales
have #1 - 10, but they also have word attached to the scale, 2 = mild, 5 = moderate, 8 = scvere, 10 = worse possible. So if a patient gives words, a number can be attached and it can be
graphed. We work on non-pharmacologic as well as phammacologic interventions. A conversation with the patient assesses what level of pain is acceptable. A post-surgery patient
should be abie to breathe deeply and get up and walk and do more for themselves cach day, A terminal patient should be able (o eat and visit with people, When a person has pain that is
a 5 or mare we have 1o talk with them to understand what that means. The nurse is leaming and the patient is learning too. This is not about how much pain can you stand, We struggle
because physicians and nurses wani something quick. They have to take the time to get to know the patient to be able to know what the pain rating means. If the nurse changes in 8
hours, then it starts all over again, Yesterday | was getting on the elevator and a patient got on (oo, She noticed my nametag and started talking to me. She asked me how she could get a
patient concemn form. § don't know all the history, but basically she has some chronic pain issues and takes a lot of medications at home., She was here for surgery. A person like that may
need more pain medication than usual. As it tumns out she had been telling the nurse that she was in pain, but the nurse was giving her less than she necded. We often don't want to belief
& patient when they say they are in pain. We basically try to punish them. We've spent so much time talking about pain, pain management, and how much pain is acceptable, Sometimes
we can talk and talk about pain and pain management but the clinician has an attitude about pain. We can't change things just by giving knowledge. You have to make it easy to do the
right thing. It has to be easy to manage pain, We developed some algorithms - we worked on them for about a year and a half, Putting them out on the unit won't be enough. The
algorithm can jog somcone's memory, but they have to have a good foundation about what to do. I'm trying to develop pain resource nurses - nurses on every unit that are
knowledgeable about pain, collect data, and work to improve pain maaagement, I'm just siarting to put this together but I've wanted to do this for 3 years, 'm mecting 8 lot of resistance
10 do this, but we have to get this down 1o the people who are doing this every day, Otherwise they aren't going to buy into the changes, Some people think that the pain management
steering committee won't need to exist much longer. That is very frustrating for me because without the steering group pain won't be a priority. We have a strategic plan and goals
around pain management, Without that focus, the daily, weekly, and monthly issues will start to take over. Eventually pain will only get attention when something bad happens, l've
been able 10 put more time and energy into it, but [ don't think 1 want to keep daing that. The paticnt has been the most important thing for me for so many years, but now 1 want more
time for my own family. if you aren't going to have the same nurse working with the patient then you have to have better communication. Patients get the best care when you have health
care workers who communicate very well and collaborate very well, One of the biggest problems | sec is physicians not talking o cach other, Also, so many nurses work pant-time,
varying shifls. We struggle with getting them to communicate, it's hard to get them to put equal emphasis on communicating, documenting, tcaching and the physical tasks that need to
be done before the end of the shifl. You don't get the same negative feodback from your coworkers if you aren't icaching the patient as you do if you leave some of the physical tasks
undone at the end of the shift. A nurse will prioritize and get every thing done before the end of the shift, but they don't look at the patient's care plan and do the tcaching that needs to be
done before discharge.

{continued)
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MS24 | 1t doesn't do any good 4o have one great nurse - you have 1o have a great system. Having one great nurse for 8 hours onty makes you see how good it could be, and that's even worse.

(cont.) | Even though I think we arc all working for the same things, I'm always amazed at the hidden agendas, What [ think should be faisly simple I find isn't because of ather people’s agendas,
For example, we started looking at the data becausc we had a high rate of wound infection after CABG. We brought together all the different people and looked at all the different issucs
over 2 years, We found that there is a strong comelation between diabetes and infection, which the national data shows too. We decided that we should work on managing blood sugars
before, during, and after surgery, As it tems oul, there are So many primary care providers referring patients - we couldn'y agree on a way te work on blood sugars before surgery and
they didn't want to invest the resources that would be necessary to do this. We couldn’t get any primary care providers to work with us on this because working on improvement impacts
their productivity, which impacts how much they are paid. Even though it was clear what needed to be done, they chose the casier way and started working on just the peri-operative
phase. Two years later we found that the stail wouldn't make the changes because they wouldn't buy into what we wanted to do. And the leaders had forgotten why they ever bought
info it to begin with. As it tumed out, some of the physicians were offended because we came to them with these changes and they weren't involved with planning the changes. But they
had forgotten that when we started all this they didn't want to be involved because they didn't have the time 10 do it. | am sick and tired of hearing that people are too busy to work on
this. When [ was younger and less experienced ! believed it, but I don't won't 1o hear that anymore, The HMOs won't pay for teaching about diabetes, T feel strongly that if we could have
more time with patients for coaching, behavioral changes, and attitude changes we could improve diabetes care, Nobody wants to do anything if it isn't reimbursed. Wherever the § goes
that is where the service goes. Now there isn't adequate time or resources for teaching patients in any setting. Patients are so sick now when they are in the hospital, they are often too
sick for any teaching. So we end up teaching the family members. God helpy the person who doesn't have a family member at home to help them, In the diabetes program we have found
that sometimes the clinicians are more punitive or scolding which makes the patient drop out of the program. Our nurses want palients lo use onc particular meter because that is what
they are used (o and it is casier to download the dats. But there Are other meters that are casicr for elderly and young children to use. But the healthcare workers are more concemed
about the easc of use for them in downlondigﬁiau once every 3 months.
SUCCESS measures patient clinician culture essional how lon

MS28 | Wehave a funny Qur success is based We care for 15,000 It doesn't feel the way  { No data No data I've been here 22 years
micro-system. We on how we are looked | paticnts. The only way | itused to - a lot of that - since the beginning
started as a private ot by the MCOs. Bvery | 1o care for such a large | has to do with the Changes that I've scen include the pressure to sce
family practice, Then | physician says they population is ancillary | market pressures, more patients in less time, Another thing is that
we were bought by a practice excellent help. We use 2 triage Practices bought by we no longer see patients in the hospital, so the
hospital and laterput | medicine, but you have | nurses. They work by | hospitals, hospitals tansition back to the office from the hospital isn't
into a pant of their 1o look at some other protocols. Many of the | bought by larger 83 good, The care the patient gets at the hospital is
corporation, parameters. We look at | patients entering the ofganizations. quite good, thaugh. It's probably bester, but you
Individually, as HEDIS and NCQA system go through the lose something when we don't sec our patients in
physicians, [ think we | measures. Itshard i0 | (riage nurses. The patients aren't ished, they don't have 1o wait. We leavea | the hospital. Another thing that has changed is the
are successful, look at other outcomes | ot of open slots. If & patient calls in sick they can be seen that day. For relationship between the PCP and the specialisl.
However there is some | - no one knows how to | preventive care visits we leave 45 - 60 minute slots. The difference is that we | At first we had a really good relationship with
divergence in the do that, *** has started | leave time for talking to the patients - that is pan of our original mission, them, We were working together for the patient.
practice. It depends on | giving us more specific | Now therc is pressure from the organization 1o see patients at 10 min, As the cconomics changed, it became &
your focus, The information on disease | intervals. They are going to start (o tic incentives to that. Each physician will | competition, It many ways we stayed the same or
original aim was that management, c.g., have to decide how to deal with that - more money, less hours, etc. got betier. We use our ancillary staff more. There
we would practice the | asthma, diabetes, etc. is more paperwork now. The MCO said that there
best medicine we We look at the data and say, "what can we do to make this better . . ." but there is so much pressure 1o would be & "paperless” sysiem, The information
could, understanding reduce the time we see with paticnts and sec more paticnts every day. hus to be entered and transported whether it is on
that we couldn’t be as paper or on the computer. It takes lime either way.
financially successful. Now some of the physicians are compromising for the financial aspects. They are spending less time with There are more people in the practice now and
paticnts, carc is not as complete. The issue becomes if we want to do good family medicine, you have to have time allocated to do | more paperwork per person. Even if you wanted
that. This has been a major source of conflict. In the past we tried to make decisions on a conscnsus basis. Bul now the parent to be innovative there isn't moncy for that.
organization makes the decisions and leis us know,
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MS26 | The focus of this We have a patient You wouldn't se¢ itas | Youwouldn't seeitas | No data No data No data
interview will be on satisfaction survey (I different any different if you are
the division of think it’s from Picker from an academic medical center, Tt is slow, there
gastrointerology, or someone like that), [ are long waits. ‘Fhere are layers of complexity that
specifically the don't really know about come from being an academic medical center,
endoscopy unit. Thisis | data about clinical
an outpaticnt unit with | care, P'm sure they are
5 part-time physicians, | collecting something.
3 fellows, | nursc practitionet {1 more will be added), 6-8 RNs, 3 technicians, and several APRs (clerical staff), We primarily care for adult patients although they share the space and
equipment with the pediatric unit. We care for 25-30 paticnts each day. Reimbursement is almost 100% fee-for-service and [ do not seo this changing in the near future. Physician
compensation is based on a percentage of FFS revenue. There is a “floor” for compensation, but not a “ceiling”. Health care delivery, research, medical approach to care are al}
cxcellent, What we are roften at is service. It is really anecdotal, personal report of the physician. What | hear from physicians is that "we are proud of the care we deliver”
SHCCESS meassres partient clinician culture professional how fon

MS2? | History: This process maich rate, patient and | No data [ would see my own For the receptionists No data Since the early 90s
began in the carly staff satisfaction, costs, patients. This means | this is much easier.
1990s, We were compliance with USPTF guidclines all mentioned | experience a lot more They don't have to argue with patients to find out if they are sick encugh 1o
desperate. There were | during interview, We measure success from the flexibility and 1o some | be seen. They don't have (o lie, cheat and steal anymore. We changed the
huge waits and delays | patient perspective as the match rate-the linkage exient, more supporting staff so that cach doctor has a medical assistant,
(av = 55 days) for likelihoood which can be described as: How likely | uncertainty, We assure
appointments, patients | is a patient to sce hiwher own doctor vs teamate, | that a patient can be seen that day if they can be seen by 5, other wise the next day. That is not a big
were unhappy, staff an NP, or be diverted 10 an ER? When we began it | problem because phone calls to be secn that day drop way off in the afternoon. Usually, patients call in
were unhappy- was 47%. Now it is 75%. Given that the average | the moming. There is same variation in how many patients wilt be scen in a given day -- could be 25,
practices scemed tohe | doctor is only in the center 72% of the time, this is § 28, 32 or 20, In the old system, variation in quality was caused when patients went elsewhere to be seen
chaotic, schedules temific. I like to debunk the myth that paticnis (the UCC) or gave up trying 1o be seen. Now the varintion in quality is based on the doctors, The
always filled - which must choose between convenience and seeing primary focus has 1o be: We are here for you. You are the one who pays us, We will not institutionalize
meant there was a their own doctor, Don't take demand and putitin | dumping you. The team structure involves a doctor and nurse practitioner leader. We meet weekly with
thriving urgent care the ether with [l messages, waiting, ctc. The the team leaders in two groups {1/2 Monday and 1/2 Tuesday) and set parameters for the practices, But
center, Nurses and patient is able to book in one call. If the waiting they can wotk out with their own teams how (o organize themselves 1o meet the parameters which
receptionists faced the | time for the 3rd available appointment is none,

choice of having to
"“lie, cheat, and steal”
to get patients in or
keep the dectors happy
by kecping them out.
They couldn't please

you can’t beat that [this is not a goal to be
improved on) This mects my requirement for
patient delight. But remember, the only way te
make this work is 1o see patients today or if you
can wait tomotrow {w/in 48 hours),

include; all today's work is done today, 2 Doctors should be available cach night, time off policics that
include that if there arc 8 FTES, there are never more than 3 gone at one time. If they are part-time, their
match will be lower than others The whole team mecta 1/month. I go as an observer.

both, We were losing membership but knew it cost more to bring in a new member than retain a member. Worse, the patienta we were losing were young and healthy, and we were
experiencing adverse retention, We knew we must rebuild the system and decided to start from scratch based on what we leamed (from extemal and internal surveys and focus groups)
about what patients want. We leamed: 1. Patients want to choose their own primary care doctor 2. They want access to that doctor 3. They want to be treated with dignity and respect-
which means not having to wait all day. Process: 1, We decided 10 rebuild the system based on what patients want. 2, We had 270,000 patients and 110 FTEs. We decided to deploy
supply against patients' needs. To do this we divided the geographic area into 15 teams with 7 different sites, 3. Each team had 8 - 9 FTEs (doctors and NPs). 4. Patients were divided

cquitably among the sites 5. We were lucky in that this worked out and disparate sites had similar need. 6. We lcamed that the system had been built around what the docs wanted, not
what was best for the patient. 7, We decided that if patients really want 10 see their (continued}
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doctors, a mini-team composed of a doctor and NP who worked together just doesn't work cven though a) they prefer to work together b) the patients knows both, and the idea is that ¢)
if one is net there the other covers for them. 8. Reason this docsn’t work: MD hns 2400 paticnts, NP has 1200 (1/2 MD) = 3600 patients; it is clear when you look at this that if ene is
gone, the other cannot possibly manage. This fulfilted the preference of patients to choose their MD, but did not meet their access criteria. Nor did the urgent center, which met their
access criteria but not to sce their doctor. Patients don't want to go to an urgen! care clinic. When they are sick they want to sec "my doctor,” The reason they needed to go to the UCC
was because of the backlog problem, which made it increasingly unlikely they would sec their doctor. | call this the urgent care death spiral. The only way to solve this is to get rid of the
backlog, which 1 call the "appoiniment debt.” (doctors see it as "all those people who are demanding to come in). The mathematics of the appointment debt: We knew that the number of
paticnis seen daily were about the same as those calling to be seen. But of those who called, some were seen the same day as an urgent visit, Most could wait and were given routine
appointments, We adopted the principle: If you call today, we will see you. If your own doctor is here, she'll sce you, Process: |, We closed the urgent care clinics and distributed the
urgent care doctors to the various offices, That decreased work for the doctors in those centers. 2, We decided it was a big mistake to divide people into the streams: well, acute, and
chronic because: a) the patient doesn't sce hinvherself that way. They divide themselves by their doctor, b) Wellness, acute illness, and chronic care are dynamic-needs related 10 atl 3
exist a1 various times and often simultancously. ¢} It is 8 waste of fime to try (o get them into the right category, and we don't get it right anyway. d) It increases work in the system
because all the UC clinic does is acule care and they have to make another appointment for chronic and wellness care. ) {1 tums nurses and appointment stafY into antagonists of patients
who have to it into the correct category of urgent or not be allowed to come in. They become barrier enablers. These people have paid for services. [ is the height of arrogance to make
them meet a test to be allowed to come in, We had a steady state-constant input and output and with a "lake of waiting" in the middle.3. We were very lucky because Davis is a smal|
community -- 7 docts, 16,000 patients. There is a homogeneity in pancls at that number (not a lot of medical variation)4, We used a carrot and stick approach: The carrot: You getto
take care of your own paticnis. The stick: You have to take care of your own paticnts. Rules to make it fair: a. If a doctor is missing, all others share equally in caring for his‘her patients
b. we have age/sex/acuity adjustment and assure ASAME equivalence among the pancls. 5. We set up the panels by supply and demand equation: we had 270,000 patients/1 10 providers
= Panel size. Note: we did not determine a "corvect” panel size. The equation told us what we had 1o do. 6. People who pactially adopt this system with "carve outs” still require that
patients be divided into nrgent vs routine visils, The message is, "if you think you are sick, prove it." Those who qualify are scen in the reserved acute visits, [t tumns out this doubles the
wail time for the athers. On the other hand, we don't care why you called, we will see you today. There are no calegories of visits.7. It tums out this has decreased the number of patient
visits by 8% Why? The answer is that if they see their own doctor, he/she has an incentive to do all thot is needed because if they come back, [ am the one they see!B, We changed the
use of nurse practitioners, They are the 1st line of defense for absentee docs, and they see their own (smaller) panel of patients. Because we abolished the urgent care clinic but wanted
patients to see their doctor, wanted 1o work out a way for this to work on evenings and weekends also. KP has gane to a hospitalist system, so the docs de not have to make hospital
rounds, We instituted a plan where the tcam of doctors work 8 weekend days/month (Sat or Sunday 8:30-5:30) and we gencrally have | or 2 people on each weekend. We also have afier
hours appointment carc in which the doctors work | evening per 8 (3 nights/month) so that at the worst, paticnts sec someone on the team they are familiar with (all the names and
pictures are posted in the centers). Satisfaction goes down when palicnts have to sce a stranger. This replaced the ald UC clinic in which the doctors were swamped and knew they
wouldn't sce the patient again. They dealt only with the aculc problem and had no accountability for anything clse, Now, if the patient is duc for a mammogram, flu shot, or cholesterol
check, whoever sees that paticnt is accountable to her doctor who will challenge him/her, ofien with a note, This is a system Q: Docs this mean you no longer need to do scparaic
physical exams with preventive screening? A: No, some people want them, we don't try to "cducate” patients {dissuade them from wanting something. The education involves seeing the
patiem and explaining, "Next time when you have these symptoms...," Here is what you can do. "In this system, everyone wins - the doctor, the patient, and the organization. When you
design a system in which the patient must come back for another visit, everyone loses [under capitation]. You must align all the incentives for this to work. Using this system all our
preventive care numbers went up - pneumovax, pap smears, mammogmms. We stopped blaming others or the patient (for going to the urgent care center) and accomplished the
preventive care guidelines, Q: did you have to change the rest of the support systems to make open access work? A: Let me give you an example of what we did with the chart room. We
asked the people who warked in the chart room, What would you have to do to make this work, It tumed out that il a patient makes an appointment for 3 months later, the chan is pulled

the samc time as if the appointment is J hours later. The differcnce is that we have to go and look for fewer missing charts (which are atways in the doctors' offices), All we did was to
increase the frequency of delivery to 3 times/day,
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MS28 | Wehave along track Nodata Potients judge careby | Qur system pretty Na data You have 1o Many of the barriers
record of working on their own expectations. | much runs on its own continually collect data | now are bigger than
improving care for people with ischemic heart Most peaple haven't now. I's remarkable from the clinician and "watch”, they were back then, In
discase, We have integrated the medicat and cxperienced heart perspective becouse more work gets done here. terms of moving
surgical opinion. We have intcgrated a clinical surgety before. Idon't | pegple leave and say that other places are a joke forward, it's harder when you are doing well, Our
database for decision suppon. From the think you would know 1 compared 1o what we are doing here, We try 1o biggest barrier 10 ycars ago was ignorance, Now
identification of heart disease fo the conclusion of | thatif's different, leam as much as we can from the people who it is complacency. We've stayed within our
treatment we have seamless care. In the [ate 80s leave, benchmarks, but now we are being criticized for
there were some quality of care issucs. The dota staying within our benchmarks, Data acquisition
gave us a high level look and display is the mosi tangible thing we've done.
and our mortality was 100 high. We looked at the data and realized that our greatest opportunity was with low risk patients, not the | We have been supportive of the work, We've
high risk patients, We started with surgical care and developed critical paths and guidelines. We quickly saw the cutcomes change. | supported it by letting it work and not interfering
It took 2 1/2 years to develop our critical pathway. At the same time databases were becoming more powerful. We siarted using with it
mathematical models to improve our decision making abilitics, We use data as a way for us to communicate with each other. It has
made our lives casicr and our outcomes more predictable,
success measures patient cliniclan culture _professional how long

MS29 | Ourprogram started 27 | No data We have a personal Our PCP works aspart | It's hard work. Ina No data No data
years ago lo address way of taking care of of an interdisciplinary | fragmented system the
the needs of frail elderly living in single people. It's a lot about  } team. We use our maost problematic issues will go away. Here we live with the most
occupancy hotel rooms who couldn't remain in the relationships. We clinics for problematic issues, there is no where else to send them. That's the good news
their housing. We provide community based long | create and sustain interventions that are and the bad news, The good news is that when people come 1o us with
term care services, A series of small grants caring relationships often done in a hospital | complex problems we figure out how to address them, The bad news is that
provided funding. 800 frail clderly arc enrolled, with vulnemble people. | sctting, for example IV | this is very challenging. We problem solve on a one to one basis, For
with approximately 150 enrollces served at cach We help them through | hydration and wound example we might see someone who has a complex cthical issuc. But cach of

location. We are licensed as an HMO, The
approach is interdisciplinary carc, The care team
nssesses needs, provides services, and assesses
outcomes of care. The bulk of our work is
maintaining quality of life. Our annual mortality
rate is 12%, so end of life care is only a small part
of what we do.

a difftcult time in their
life with dignity. A lot
of our work is around
controlting chronic
iliness, addressing the
co-morditics,
maintaining quality of
life. We want the

care. We provide
dental care in our
clinics. Wedoa lot to
coordinate the services
so that it can be
provided in the
community.

patient to maintain community residence for as long as possible. This is an HMO - we are the payor - if
the patient goes to A nursing home we pay for that care an monitor the care, It makes sense (or us,
financially and philosophically, to maintain the community residence as long as possible. The best thing

we can do is keep them out of the nursing home,

these problems represent problems from the larger health care system. We
work in small units - each tcam has u set of providers that care for their
patients from the time they enroll until the die or leave. Death is the major
reason for disenrollment, of course, relocation is the next. Our disenrollment
rate is | 1/2%, The team is the primary corc provider (MDs and NPs)
registered nurses, social workers, occupational therapists, recreational
therapists, registcred dicticians, and geriatric aides. We provide
transportation services. The average length of stay in the program is4 - 5
years. We only serve a nunying home centified level of frailty. This is not a
senior conter that scrves meals. We provide care for frail elderly with
complex medical problems. The state determines whether someone is
cligible to enrell,
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MS30 } Three current strategic | We have a8 Pmctice [t begins when [ This is very difficult to | No data There is a lot of No data

goals are:{) Maximum | Exccutive meeting register and come for answer since | helped Anxicly al present

use of IT. We are cach Friday, Ifthisisa | carc, Wedoa build ittp aver the last 12 years, People tell me it

trying 1o create as
paperiess an office as
possible. We have PC
summaties of patient
records (problems,
meds, consult records)
that can be called up
on laptops for remote
access. 2} Increasing
individualized care Q:
Can you tell me more
about this? A, Well,
our practice is getting
bigger and bigger, and
we didn't want people
to come 1o an
anonymous placc
where no one knew
them. We felt that the
usual patient
satisfaction survey
asked general
questions of all the
palients, We believed
that patients should be
asked questions based
on their particular
problem. For exampie,
for diabetes, you don't
want to know how

big goal (such as
maximizing the use of
IT) we also have an IT
project team meet for
several months, It
includes receptionists,
nurses, and others who
arc involved, Formerly
we tracked morbidity
and mortality in detail
using 10-year's
accumulated statistics,
This was condition-
specific — ncurologica!
conditions, CCA, CHD
{we have a high
incidence). These data
were collected
automaticalty for the
national database and
allowed comparisons
among practices, But
this has been
discontinued under the
current govt. as il was
viewed as too much of

minimedical while
waiting for paticn
records (o come from
London (records go to
doctor when patient
moves). The
receptionist tatks them
through the systems of
the office. The
reccptionists in his
practice arc trained to
follow through specific
areas of care such as
screening Paps,
childhood
immunization, and
antenstal care, o they
have one person to
contact, They have
become expert in their
areas. Second, we try

is more structured in terms of the direction of
travel. They know where they are going. They are
struggling now with how to plan downtime. At
one time they could meet informally over lunch or
coffee, but now they try to have somcone always

about loss of autonomy and stifling practices,
There is n great state of flux. Three months down
the line, we will know more about the effect of
these changes. 1 am concemed obout changing
health care systems by political decisionmaking,

available for patient care (even over lunch time), so it is much more difficult to find time. They will
have an Executive Day away and will address this, Q: It sounds to me as though you take more of a
population-based approach to your practice than is usual, Is this right? A: Well, we try, but are very
busy. We sec 18-20 paticnts in and surgery cach clinic. This means we nced to make maximum use of
IT 10 manage the panel, For example 1 can identify my patients who arc male, 40-50 ycars old, have a
first degrec family history of heart disease, smoke, and are overweight. Q: How do you use such
computerized information in your practice? A: Well, an example is that one day | heard on the radio that
there was o scare associated with a particular kind of contraceptive, When I got into the office, | had the
officc manager scarch for all patients who were using this contraceptive and within 1/2 hour drafied a
scripl for the receptionists to use when patients or family called {we had many). We were also able to
send letters 1o each patient, The product was subsequently withdrawn from the market. More usually,
however, we can identify paticnts with diabetes or heant discase who should get flu vaccinations, When
a patient is called up in the computer, the first screen provides alerts about outstanding preventive carc
nceds. Although the screeen is provided by their vendor software, he actually developed such systems in

1983,

to hetp the patients form a relationship with their nurse and doctor, but let them choose who it will be. Our satisfaction ratings
indicatc we are achieving this. We also take every complaint seriously. They are sent to the office manager and then to the Practice
Executive meetings. The patient will be called and interviewed about their complaint and told they will receive a reply in so many
days, They arc also told, "Thesc are your rights should we not satisfy you.”

a market force in health carc, It as a uscful data mechanism rather than a market mechanism per sc. Now, they are beginning a fundholder system that will

manage the budget and purchase secondary care, Il will provide referral data on each MD each month. It will provide data on prescribing and by referral type
and costs. If they usc less than the expected amount, the practice pockets the savings.

satisfied they are with the phones, the waiting time, the convenience; you want to know if they understand their disease and what, in particular, patients with diabetes might want, We've
developed 3-$ people who are specially trained to deliver diabetes care and can focus on improving care in thal clinical arca. We can't spare people for all important clinical areas, buy
we also0 have a focused approach to asthma [they had received an award for their asthma carc]. Their admission rate for patients with asthma is only 57% of national average. Their ratio
of use of preventive inhalers to bronchodilators is appropriate. Their goal is to have 100% of patients scll-mansge their care and intimately understand their disease. To achieve this, they
identify patients whe do not come to the clinic by identifying them when they request refills of medication. They are asked to attend the asthma clinic and get the refill at the clinic They
are seen and gel refill the same day if needed. They see nurses when they come, He rately sees patients with asthma, hypertension, epilepsy, with lipid management because they are
managed by the nurses (unless a problem arises). For disbetes, the patients are older, usually not working, and are willing (and enjoy) coming as a group. The other patients resist this
group approach because they have strong preferences about when they want to be seen, Q: are the nurses employed by you or by the NHS?

{continued)
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MS30 Do you have the freedom to make decisions about what they will do? A: The community nurses who go out to hames are employed by the Community Trust {which nuns the hospitals).
(cont.) | Weemploy our nurses (NP's). Their roles are based on our strategic goals. For example, when they examined their referrals to ENT, they found that a large number were for cheanic
olitis extemna, and the refermals were for cleaning the car, They trained an NP to do this, and they no longer have to refer patients. Livery member of the staff has an annual performance
review (not lied to salary) which reviews their skills in relation to the requirements of the practice, S1aff members are given a copy of the appraisal. They train or send for training those
whaose skills in a particular area and needed, and they are interested in acquiring these skills. 3)ncreasing panel size
success measures patient clinician culture professional how long
Msi I am not suse it is We have decreased Shonter los, fewer No data Q: could you tell me No data Since Nov "98
different from others, LOS by 25%. We ventilator days, more about the
but it is a lot different apply admission satisfaction. We recognize that with serios illness | multidisciplinary rounds? A: We have a sct time and begin with the step
forus than the way it | criteria. Before 60% of | the paticnt is also being treated. Weround more | down unils because whether we have room there determines if we can move
was (until last petients met our oficn. We don't invite patients on rounds though, { people out of the ICUs, We assemble a fairly large group: An RN caring for
November), We criteria; now itisover | but we are there more (used 10 round and thengo | the patient, a respiratory therapist, an ICU MD, a nurse coordinator who
recognized the need to | 90% . We also measure | back to the office), and we are there st night and | mansges all the data, a PharmD, a miinister or priest, a nutritionist, a case
respond to aggressive  } mechanical ventilator | on weekends, The patients are seen 2, 3 or 4 times | manager or social worker, possibly physical therapist and enterostomal
managed care days ani post it a day, We had high quality care before, and we therapisi. It is a large group. It begins with a very shont case presentation.
penciration, increased weekly. We measure are trying to make it even better. Paticnts and The nurse manager directs the questions. We try to complete the rounds
volume, a shortage of | monalily rates which others can call direcily to the pulmonologists, We | within an hour, and most people have gotien issues/concemns addressed and
ICU beds. We have an | are down 8.9% since have tried to make it casier 1o communicate with | answers to problems. The major vatue is having everyone communicale
open ICU-any Nov. We measure us, Patients are using the internet and bring their directly with onc another, Each person knows they may be asked about the
physician with patient satisfaction, We | questions. The patients and familics arc a paticnts and has to be prepared.
admilting priv. can measure total los (not | microcosm of socicty, Hiness brings out the best
admit to the ICU. justin ICU). We also of wors! in peaple.
Depending on the have improved staff
specialty, patients satisfaction. They are part of a team, and their work is valued. We have very
commonly stay longer { ovent recognition of this. Putting these changes in place is like peeling an
than we feel is onion— you realize there arc so many things 1o do, We arc now beginning to
appropriate or they focus on EOL and to usc our organizational resources (we are a religious
may not appropriate institution) to help.

for the ICU at all. Although we met the lctter of JCAHO standards, we felt that the management of these units was laissez-faire. The paper-only medical directors (all in private practice)
could help some, but did not confront other MDs about inappropriate admissions or los. We hed to do something. About that time the pulmonologisis offered to work with the hospital to
manage the ICUs, though the private MDs would still admit and manage their patients, The pulm, group were appropriaste because in both units they are likely to be involved in almost
all the paticnts' care. We consulted on ~30% of MICU and 30-30% of the SICU paticnts. With that as a base, we developed multidisciplinary rounds on everyone and added suggestions
to the charts about care (for cxample, a Gl patient might be recciving the same drug IV and enterally at the same time). We find one or more issues like this daily, The key to success is
the suppert of senior management, This is critical - VPs, CEO, and appropriate committce of Board because they are the ones who may need to make decisions about the number of

beds, equipment, respond to calls by heavily admitting MDs to complain about pulm. group and ask ["Who gave them permission to 1ell me how to manage or to discharge my patients?}
Having someonc higher up on the Iadder to OK it is critical,
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MS32 We manage acutc, Well, it's mostly Objectively, it's herd to | You would be Harricd, cooperative, No data No data
severe iliness very intuitive. Other groups | say. We hear from overwhelmed with the | rewarding, not fun (al
well. We coordinate coltect data on us, such | paticnts that we arc long problem lists that | least not socially fun), respeciful, shared. We are enmeshed with cach ather -
chronic care very well. | as paticnt satisfaction - | more prone to listen, A | our patients have, -- whether that's good or bnd, | don’t know, 1 lcave sometimes feeling like [
We are better than the | -- HMO data shows lot of the "moncy (lsughingly} 1 don't take care of the people | work with too, If you carc a lot about your patients
average bear al that our satisfaction makers” aren't there — | know whether that is (more than just their medical problems, then you take more respoasibility for
detecting rate is 95%. We also like stress scanners. | because our patients them. That makes it very stressful. [There are raciol issues, cattiness, social
psychological or know that our think our cthical are sicker or because | and class differences. Cultural differences, [ really have to watch what | say.
psychiatric problems. | rcadmission rates are | standards gre higher, we keep betier lists,
We are very good a readimission rates are We spend time with We order fewer tests.
providing preventive | good and that our LOS | patients - 15-20 We provide care more
care --- when people is usually ! standard minutes with the judiciously. Specialists
call in for prescription | deviation or so lower paticnt at cach visit. have commented 1o
refills we review their | than other groups. We are very friendly to | patients that "you must
charts for any When we do gays. A patient said really have a problem
preventive care that is | qualitative chan review | that “you aren't slick™ if they referred you,"
needed, we find that we don't — there's nothing
have a lot of fancy
medication here, We don't market ourselves, Other physicians have said that we are nafve, We are functional, clean, not making a fashion
complications, statement. We provide carc for a wide range of patients, cconomically. We ask questions during the intake questionnaire that are
more comprehensive, We ask the AGS questions that are correlated to alcoholism. We ask questions that are correlated to
depression. We always ask about advance dircctives, We are more comfortable than most in prescribing a wide mange of
psychiatric medications, Women are often surprised that it's "onc stop shopping” in that they can get gyn care from us without
bﬂlﬁ referved.
SuCCESS measures /] clinician culture rofessional how lon
MS33 ] Overthe last year, we | Nodata In the old system, few | Nodata Their attitude is much | No data BH almost a year
have embraced who called for an better. Everyone is on
innovation and the need to made change in the m- | appointment were able to get in the same day. a team and is empowered to make decisions, Their
8. We have about § active teams working on a Now there is same day access. There is o new attitude about the future is totally different. Some
huge range of projects, We use a rapid-cycle approach to evaluate the problem. If you were are having a hard time and do not want 1o be
mode. It is important 10 understand that our referred, there was difficulty getting you back to | involved. Most are feeling good for the first time,
systcm is not rich— we are only at a break even the PCP. but also MDs are anxious about measurement,
point now.
Any tcam spends about 100 person hours on teamwork — The team involves receptionists, nurse, doclors, transcriptionists, One team is the Access and Efficiency Team. As faras |
know, this is the first behavioral health site doing open access psychiatry and psychotherapy. Some days it is platinum, some days it doesn't work that well. We've been doing this for
about 9 months. We discovered that an open access system required major overhauls of many of our support systems, such as the Recerd Room (RR). Because of the need for
confidentiality, it has its own records, When we wenl to open access, we found we couldn't get records to the therapists (they were used to having several days notice). We revamped the
RR. First, 1 introduced them 1o J. Womack's Lean Thinking. 1 reguired even staff with only high-school degrees to read the book. One of the ideas is to reduce inventory so that you have
just enough 10 be value added. With the old RR it took 2 weeks to pull, usc, locate, retrieve, and file a chart, It took 1/2 FTE just to look for records (e.g., in offices). They now have this
down to requiring only 5 hours of a stafl members' time. In the old system they had some 700 pending transcriptions. Now they are dictated "just-in-time, " In the old sysiem pulling a
chart required 3 days nolicc, now they can get a chart pulled in 2 hours. One of our stmicgic goals is Open Access, {continued)
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MS33
(cont)

We began this in B.H. in September (998 with 2 MDs doing some form of open access in 2 depts. We now have 14 depts and 50 {of 150) MDs implementing it. In BH 50% of the
schedule is open. [t used to be a 6-week wait for sn nppointment. We know that the capacity to handle MH disease is less than the demand for new patients, and we looked hard at what
was causing this constant 6-week backlog, We leamed that the treatment ladder was what caused this. The hierarchy for giving appointments was: 1, New health plan patients 2, Intemal
referrals 3. No one else (not n hp patient or internal referral) unless space available, which it almost never was. We began with a survey of patients and staff and learned that a majority
of patients and clinicinns felt that if the patient couldn't get a retum appointment within 10 days, the patient couldn't take charge of their problem. Our appointment system was
hampering our ability to provide good care. We leamed that our appoeintment hierarchy meant that whenever there was an opening, a new patient was put in, but we couldn'l service that
new patient. That meant to me that [choosing your scheduling system meant] you could choose the level of quality you provide. We believe that should be something you are proud of
and that [when constructing a scheduling system) we should err on the side of higher quality, The AHA! experience was that each individual in the practice sets up roadblocks to prevent
getting new patients, When you set up an open access system, the [provider and system] sules do not conflict. Now the providers do not make the rules, the system does, The scheduling
system takes into account the different paces of various providers, but they still have some rules about how many patients a given provider sees. Most importantly, it no longer pushes
more patients inta the system than they are able to take care of, The ather teams are Medical Records Team Assessment Team. This team is designing a way to replace the old system of
assessing paticnts. Before, after a 6 week wait, the patient would arrive and a nurse would take a hx. The patient was then taken to the doctor's office. The nurse repeated the hx, and the
doctor then made the diagnosis and advised about therapy. It sometimes tumns out they are not seeing the right person for their problem. It used to be 20% of the time; now is down to
5% of the time, Now when they call for an appt., there is an assessment within 24 hours. If depression {most frequent) or AODA (alcohol or other drug addiction), they can be referred
10 fill out an assessment at a web sitc: Howsyourhealth.com that provides a functional and emitional scoring to the doctor before they come for care. This can be accessed and
completed 24 hours a day (semi-urgent) and can connect to the ER for urgent needs, For someone who is suicidal, they can always have someone seen the same day, if not, they can
provide a choice 1o the patient. They arc also using the Beck Depression Inventory for every patient. This is in line with Rockefeller’s Problem Knowledge Coupler, We try to make sure
that when they come in they see the right person at the right 1ime. Our principle is that all of today's work is done today. All of this requires measurement to go along with change. They
expect 80% of patients with higher than the Beck cutofT score to score in a cenlain range afier psychotherapy. Partnering Team Partnering refers to relationships between the PC clinician
and consultants, it has been common when the consultant sces a patient to hold onto the patient, whether by custom or because they don't fecl comfortable sending the patient back
becausc they don't think they will be followed closcly enough. [ looked at patients scen in BH from the beginning of 1997 to the end of 1998. Of those scen in the 1st 3 months, 70%
were still being seen |5 months later. Only 15% tumover! Yet we know that depression is treatable and 75% should get an excellent response with short-teem therapy, It also cxplained
why so few new patients could get in. David Sobel (K-P) believes that 80% of primary care is psychosocial, | have everyone listen to his tape, They have set up a joint m-s with BH and
primary carc to allow primary care to work with BH in a new way. SOAP BH notes: They asked the primaty care practitioners (PCPs) what they thought of the dictated noles they got
from BH? They said it was boring because it is narmative--most is uninformative, Instead, the BHD has been "trained” and is now using the DA and SOAP note format -- this template
is far shorter and more useful. One time consuliation: They have set up the notion of the "One-time consultation.” (OTC) The patient, receptionist who schedules, BHD receptionist and
providers are all reinforced that it will be a one-time consull and retum paticnt 1o PCP, The PCP and receptionists are given a script and definition: "I am going to send you for s OTC to
have them took over what 1 am doing. BHD has slots on their daily schedule with this label. PC Flags: In terms of following patients: he uses SYNTHESIS. [parenthetical: All dictated
notcs ate transcribed the same day. Other information is put in digital form: hospital discharge data, EKGs, lab. It is not an EMR, but you can do a text search of all dictated notes,]
When a specinlist sees one of my patients he can send someone back to me and put a flag on the patient's record to, for example, remind me to do a repeat lipid profile in two months,
The flag gocs to the PCP. IT it is not done, w/in monith, the PCP gets a call. If not done, the specialist can call the patient in. Psych therapist in PC, They have assigned a therapist 1o the
primary care sites. They do several hours of psychotherapy cach day, do spot consults, teach skills in handling particular problems, patient coping skills Hot Line. Pilot project is a hot
line for PC so that if PCP picks up the phone he/she can talk to someone immediately about a paticnt. These are all being implemented using rapid cycle change techniques. Q; How
much docs this cost? A: In a given week we are spending about 100 person-hours on teams, People are being paid 1o spend their time doing this {not just their lunch hour}, Someone
said, "You have to assume you'll be around here 5 years from now. Do you want to be doing things the same way7™ Most of us don't, This requires a new attitude that results in
undcrstanding that industries must invest in change in these micro-systems. You have to tolerate pulling people off-line to work. This is a radically new way of thinking in medicine
which traditionally views any sort of mecting as a waste of time. Traditionally the vicw is that the only uscful time is spent seeing paticnts, 1 think that unless you spend time considering
how ta deliver care better, much of that time seeing patients is wasted. Design Team. Their goal is that 30% of visits by the end of the year will be group visits. To meet this goal, they
will need 1o develop 25 teams each week with 9 patients/team. This should greatly increase capacity. Someone must sell this to the providers. The design team includes the chair,
nursing director, V.P. of the org, a support person (receptionist/data collector) and me. | sit in. We meet each week for 1 hour and focus on where we are going. We make general plans

and expectations, but identify specific goals given that we know certain things: our capacity is less than demand, and we want to increase capacity the literature tells us that you have
bettct care in group therapy, but we have few groups
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MS34 | First, let me describe We have pediatric 1 think you would see | No data There has been & No data We started this 2 years
our medical mode), We | measures --- the difTerence. If yon mdical change since ago, mostly because
arca FQHC -a immunization rates, sign up as a new enroliee, we do a welcome enll | we introduced teams. You can sec it even where | there was
fedcrally qualified eps/dt, newborn and establish a relationship over the phone. There | they hang out. Before the docs were together, the | dissatisfaction by the
health center. 86% of | screening, anemia is no wait in the waiting room, You'll get phane nurses together, etc, But now the team hangs out | providers that they
our paticnts are below | screening, dental calls from providers. You'll have a different level | with the team. At the moming meetings, you may | couldn't manage
1he federal poverty cxams. Adult measures | of interaction with nurses and medical assistants. | see the medical nssistants providing the patients. Also, we have
level. 75% are people | --- tetanus, cancer During the welcome call we encourage peopteto | leadership. The medical director calls it the "fast | had a move to
of color. Itisan screening. Then we schedule an appointment, but we leave it up 1o the | break™ — 3 people on the floor and anybody can | Medicaid managed
interesting, challenging | focus on some discases | patient to do that, 75% of the time paticnts will finish the play. care. There are
paticnt population. We | - for example HbAlc get 1o sec theit own team. incentives to manage.
have a high incidence | and retinal exams for paticnts assertively ---
of disease. We are diabetes the economics that had
organized in teams, We to do with per member
reorganized into tcams per month dollars,
2 years ago. An MD, RN, and Medical Assistant form a team. We have 6 or 7 teams, each team sees a panel of 1200 patients. Each team sces patients for a 4 172 hour block of time per
day. The moming starts with a 30 minute mecting to revicw appointments that are scheduled for the day, Then the compressed clinic day. Then time for chanting each afternoon. We
have practice management time that is scheduled every week. Paticnts are not scheduled for that time. That time is for reviewing data, collecting dats, A lot of our data comes from the
practice management team. We look at diabetic pancls twice a year, We can conduct group visits; ¢.g., 5 or 10 paticnts meet each month for diabetes support, It's funny but you can see
almost the same number of patients during a compressed clinical day as during a full day. We try to see 4 patients per hour. The teams are staggered throughout the day so that we can be
open from 8 a.m. to 8 p.m. The number of teams is scheduled to match times when patient demand is the greatest, We have 3 exam rooms and have eliminated time in the waiting room,
Ir's called express check-in. We verify insurance and demoarlphic information the day before the appointment,
SHCCESS measures patient clinician culture professional how lon&

MS3S | We have had an The TQM Commiittee | We do lots of patient We've grown from 28 | There is a sincere No data No data
unwavering focus on follows indicators. satisfaction surveys - employces 7 years age | commitment (0 make
preventive health care, | There are different from TQM. We got 10 almost 100 now. things better. We did a
We are a 2-site indicators for different | overwhelmingly high Before we could ask lot of work around
conununity healih life cycles, e.g., marks for our services. | everyone what they wailing times, Patients
clinic, There is 8 PCP immunization rates, Patients are respecied, | thought about changes | see that we take our
assigned to cach health risk factors for well treated, connecied | we wanted (o make - problems seriously and
patient, The paticnt teens, indicators for with a medical we didn’t have to write | work on them, We
stays within the team, | high risk populations, | provider. We have s anything down have o commilment to
We provide health care | More globally, we bilingual and bicultural work toward excellent
to indigent people. We | define success in what | staff, We work with paticnts around finances to service,
have a large enhanced | we are doing in that we | help them meet financial responsibilities but we
prenata program. We {the education and don't hassle them about it, Patients complain
have case managers, prevention department] | aboul waiting. There seems to be a perception that
we provide community | are still here, they have to wait because they are poor, Or that
(continued) the quality isp't as good becausc they are poor.

Page 152




SHCCESS I_ | L i ] i
MS35 | services. We have defined health care as fairly holistic in terms of locking at the patient's situntion, We help them stabilize and better take care of themselves. We are i a capitated
(vont.) | amrangement with Colorado Medicaid. We were managing care Jong before managed care came along, We try to do as much as we can within the clinic. When a patient needs to go
outside the clinic we can gel services at a discount through our relationships with the tocal hospitals, Qur hospital accepts our discount. We screen the paticnis and sct up the discount
and the hospital accepts it. We use case managers. 8.g., 8 woman nceded a liver transplant. The case manager spent 6 months helping family get insurance, set up fund raising, and got
the woman a new liver. We have people who will advocate for the patient and help them ﬁ%whal they need.
SKCCess measures patient clinician culture professional how lon
MS36 | We are beginning to We have a Clinical We don't believe that Yes, clinicians would The budgeting is a big | There have been No data
identify populations Roadmap team for other breast cancer experience it problem, It is not retreats focusing on
well, Though this an breasi cancer sercening programs or | differently. Physicians | cross-system. I these issues, Good question. We iry 1o do this
on-going struggle, we | screening, The team preventive care places 1 receive quarterly happens through the course of our activitics, But we don't
now know which has actually formulated | havc any cluc about reponts for all of their | departmentally, and do it conscientiously, It's kind of on the job
women are due for care | a criteria for success, It | who they are taking patients. They know because our training,
and who to remind, We | is made up of a number | carc of. They start with | who is scheduled to microsystem is a.
have a large cligible of process and women once they reccive a screening and | multidisciplinary one, we are dependent on survival from many different
population and we pro- | oulcome measures, come In to have u first | who is also overdue, departments like internal medicine and radiology, both who may have
aclively try to provide { Theyarc 1) AHEDIS | visit. We start with We have an [ntranet conflicting departmental prioritics
them with preventive | measurement - the women way before the | yhat goes throughout
care, In other scttings, | proportion of women | first visit, right a1

a woman has 1o be
refered, When women
come 1o our
microsystem, it is a
screening center that
also has a radiology
center, as well as all
the necessary clements
for coordination of
care and follow-up of
care,

in our population who
have received care in
the last 2 years, 2} The
number of women who
came to the screening
program when invited
3) The number of
women in the program
who develop a late
stage discase (umor,
i.c.). 4) a survey
response during the
time of enroliment in
the program, We
belicve that these
crileria give us a
specific as well as
broad outlook of
success.

the system, and on this Intranct physicians can see the latest guidelines and recommendations about
screening for their patients and find out the exact dates in each of their patients' care process,
Unfortunately, this can theoretically allow clinicians to drop their guard, This is the risk of the system,
PCP's stani to think that the system is taking care of the patients, and that they can lay back on their
efforts, We believe that PCP's have to be continuously encouraged and reminded (o follow-up with their

enrollment in the plan

patients and not give up their important role in the care process. We have built a safe-guard mechanism in that now nurses are
taking over the follow-up carc of screened women. We have also leamed how to identify women and track them throughout the
care process. Palients experience care entirely differently. Once paticnts enroll, we send them a welcome leter along with
information, in the form of pamphlets, on breast cancer and a questionnaire in regards to screening, Women don't éven have to take
the first step in our microsystem. All they have to do is fill out the questionnaire sent to them, Our data 1els us that in & two year
period, 85-87% of women enrolled fill out the questionnaire and get the care process rolling, It is closer 1o 65% afler the first year
of enroliment. However, by sending the cducational material along with the survey twice and then putting a reminder note in the
chart for primary carc physicians to discuss this with their patients, we have reached the 85% mark by the end of year 2,

We work very hard with the medical records people to get notes regarding breast cancer screening the charts, We are a little
worricd that lately, the percentage may be decreasing slightly, The reason for this is not entirely clear, however we fecl that it
could be because the denominator is changing. We are receiving more non-network women, Once women have sent in the
questionnaire, we send them recommendations when they are due for a screcning. Close Lo 65% of women receive screening when
they are recomtmended to do so. If they do not schedule an appointment in 2 months after 8 recommendation has been sent, then we
send them a "truc” reminder, This is a letter which emphasizes to patients that thoy should take advantage of this opportunity,
Women can call in and schedule a screening appointment on the same call. We just submitted a paper to the Joumal of the National
Canccr Institute discussing the differences between telephone reminders and motivational telephone reminders. We are now
implementing the former because we have seen that while spending time with patients on the phone, you are doing cnough sircady,
thus making motivational reminders redundant, time-consuming, and potentially paternalistic.
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MS37 | Wedcliver primary For cxample, in the We send out lettersto | Physicians would find | Communication is the | No data I has been like this for
care through a team of | coumadin cxample, we | paticnis with questions. | themselves doing more | key here. Wetry 1o a few years.
4 physicians, 2 LPN's, make sure that paticnts | However, the results meeting, talking, and make sure (hat there s
1 RN, a MA. We have prothrombin tests | don't show much of a planning rather than an open environment
deliver care 1o about within 5 weeks and we | positive difference whining. and that people fcel
6,000 people. The team | use evidence-based from the standard of pan of the team.
operates within a clinic | criteria 1o manage care. | think that the
of about 20 physicians. | patient care. Wetry to | amount of tumover
1 don’t know if we do have tcam norms and hurts patient
anything very well, but | goals. We have had satisfaction. But it
maybe well. [tis mixed suceess with would be much worse
possible to cxist as a this. The problem has if there were no team
primary care practice been stafl stability, approach here.
and not do anything, There has been lots of
However, there are tumover, This has been a constant distraction, The larger institution has also
some things we are not helped; they give a lot of "thetoric” of the importance of tcams, but ofien
doing. I think we times it scems that convenience and other things come first, We evaluate
identify health related | how physicians are buying into quality improvement by noting their
issucs very well. We aftendance at staff meetings and also noting the quality of meetings. We have
are skillful in team meelings twice a month. We don't really collect much data.
managing for example,
coumadin patients, who can have bad complications if their health is not menaged, We have created a
database using Excel that allows us tell who is on coumadin, notify the stafl' when a prothrombin
measurcment is nol done, when a patient started on coumadin, eic. The system also looks at compliance
of treatment. We try traininﬁ stafls that are team-oriented and believe in systems oriented chinsc.
sHccess measures patient clinician culture rofessional how low
MS38 | Our hospice is I hope we can have No data We give nurses a lot of | Well, we've really been | Nodata No data
composed of 3 much morc autonomy in the affected by the chaos
outpatient (home- peneteation, We now have about 43% of dying hospice program. They | of combining then dissolving the relationship with the VNA. We've had a
based) teams patients on chemotherapy compared to Hospice of | have standing orders dmamatic drop in LOS, This means there is a huge turmover, and we are
(corresponding to 3 Michigan or Blue Grass in Orcgon which have and can give always going full blast getting patients into the program. The stafl here love
geographic areas of the | percentages in the high 705, Success is everything short of the autonomy. There is a lot of paperwork thal is done because it benefits the
state) and a 10-bed understanding what the patient wants and wants to | opistes without patient. They like working in a system where the patient and family come

inpatient unit. Each
team has a patient care
coordinator and
medical director
assigned to it. Our
micro-system has had a
hard time the last 2
Years -- we were
vertically integrated

avoid and being able to give care to a patient to
accomplish these goals--symptom control,
emotional comnfort, cic, A real home run is when
the family is fragmented and pulling apart and we
can help the family heal, say goodbye and achicve
closure, Another mark of success is that family
members feel comfortable in caring for the patient
and panticipating (o their desired level.

consulling us. For
example, there are

first. S1afl have often come from acute care settings that they don't like,

standing orders for bowel management, treating terminal agitation, anxicly, We are only called if the
patient needs opiates or there is some phenomenal probiem they can't solve, They are so good at
cxplaining to paticnts what 1o expect and walking with a very diverse set of patiems, Their education
ranges from PhDs to those who didn't go beyond the 5th grade. The nurses are the first line of problem
management, I spend about 2 1/2 hours per week on paticnt managemnent and meet with 1/2 the team
each week to review problems. Patients and families have the doctor’s pager #, but they always go 1o the

nurse first,
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MS38 | and combined with a VNA as Diversified Services, This didn't work and DS is now dissolved. We will have our own CEO and Board, Until now, we've barcly been holding on, We're
battle fatigued, and there is not yet clear lcadership. Until we have the CEO on board, no one can say "We can take this risk." Without a CEO we can't get buy in for quality
improvement of a clear sense of direction. How we are different: Our hospice environment is designed to promote understanding the needs and expectations of paticnts who enter our
program. We set up a plan of care and focus on the care plan and patient expectations--we cxplain what we do and focus the experience on their needs. We work hard al muking sure
that the family fecls capable of taking care of the patient, We atlocate time for care management, including spending 2-3 hours with a dying patient and the family, This is in contrast to
the VNA which had a very different manigement culture which s focused on number of visils and productivity.
success measures patient cliniclan cullure professional how lon

MS39 | We are successful at No data It would be Laying out the goals No data No data 10 years ago we had a
coordinated team- experienced as helps the clinician too. casc management
oricnted care for adults with severe mental iliness, | different in a couple of | They often don't know what is expected in a service in psychiatric care and a day treaiment
Rehabilitation and care are considered one ways, You would get community mental heatth center. A lotof mental | program, Then we closed the day treatment
service, It is in peaple's subjective experience -~ more information health is just focusing on sympiom mansgement, | program and started focusing on occupational
there arc no good measures, The easiest way to about the scrvices but that doesn't leave much room for a life, Qur support, With that shifl we staried working in
get at that is the level of hopefulness, decreased coming in so that you | stafl' meetings are st up to provide directionand | teams.
involuntary care (hospitalizations), decreased time { can make more active | support of care, We have a team approach Lo care,
in hospital, working in competitive job, decrease choices. You would
in substance abuse, increased participation inowa | meet the whole team, insiead of one person, You would have a say in how the service is put together. We have a service plan that
care. is broken out into areas. Find and maintain housing, develop and maintain work, maximize a sense of well-being, Under cach of

these arcas there are specific goals. This is very unusual to have the areas in front of you, Mental health services tend to be baffling
—- people don’t know what to expect, Our ioal is 1o give the paticn! 8 sensc of control.
success measures patient clinician culture professional how lon

MS48 | Wehave been No data You would experience | Physicians want to No datn No data 1didn't come here to

successful at it differently, You spend more time here do this. | wanted to

cverything, we've been really lucky. One of the
barriers (o improvement is the systems that arc in
place. I've been in systems like that for most of
my carecr. [t has 10 be easy for the doc and casy
for the patient. You can provide good care and
collect data without interfering with patient care.
Traditional medicine collects n lot of information-
-- which may or may not help the patient or the

would be given a
touchpad computer
when you come in for
your visit for filling out

— so they are. They love the model because
everything you need to offer the patient is here in
one place,

wotk somewhere clse, but 1 was asked 10 sct up 8
spine center. We set it up on our own --- nobody

helped us. The idea of bringing all the disciplines
together was new for this place. | started a model

all the intake information. Your picture would be taken digitally, All this
would happen, and the doc would see it, before you sce the doc, The doc
would explain your responses --- ¢.g., the S¥ 36 score.

like this befare - but here we have the data and
the multi-disciplinary tcams, We've quadrupled
the volumes that we projected. We've overcome
the barriers as they've come along. I've belicved.

physician, We have been able to collect a lot of information because it hasn't interfered with practice. For example, we have a lot
of administrative and billing data, Collecting it hasn't been a problem. In this micro-sysiem, | can not ask the physicians or the
patients to do tco much, It has to provide value. That's been my sales pitch. What I'm offering is n new tool 10 understand how my
patients are doing and how I'm doing -— independent of what I think. There hasn't been an independent unbiased observer. The
patient should be the one deciding whether care is good or bad. We usc a onc paged computerized report, Every clinic has an MD,
physical therapist, social wotker, and chiropractor. We can query a database at any time for individual patients, but also for all
patients we serve. We are also hooked up 1o 26 other centers, We can look at data by the point of service or longitudinaity, We
measure functional status, health status, work measures, treatment, who you have seen (type of provider), age, sex, height, weight,
SF36, satisfaction, clinical comorbiditics, smoking, cost of lost work over time.

in it from the beginning. You can make a profit by
doing the right thing. My vision was that we
should be doing things differently. I don't think
this is being done anywhere else
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MS41 Population medicine is | The population Yaou would sce your Nurses weren't The cohesiveness of No data The design team
what we do well, Our measurcs are a global pep, who would want comfortable working at § the team is so started in 1995, We
notion fram the vicw of our success. you to sce the dinbetes | the limits of their important. The RN and | implemented the program in 1996, The design
beginning was to We are not just carc team, Paticnts cen | licensure, We had to LPN really work tcam thought it was important to integrate the
redesign care for controlling diabetes, ofien sec the team address this in training. | together as ifthey were | psycho-social issues, we wanted to integrate
diabetes, This was but controlling the risk | within a day or so, We had the 3 people. The RN behavioral issues, The diabetes prevention care
from the larger system. | of diabetes. Welook at | often immediately. endocrinologist work docsn't waste time program started in “A™, then in B, and then in
The problems are this | smoking cessation, through case studies. in | calling people on the “C", The process variables we were menitoring at
is a population with a lipids management, % “C" they are phone - that's not pan 6 months implementation were higher in “C", |
great deal of needs, patients taking aspirin, disasscmbling the of my rolc. The clerical | think this is because we were better at teaching
Traditional healthcare | HbAlc, % screened for group --- they have petson is also the program and “C" had the role models of “A”"
services are not well retinal, foot, kidney found that it is hard to | important in updating and *B". Now we are having the context yanked
equipped to meet these | problems, We look at take the teams apan the registry, out from bencath us {the larger system is leaving
needs, We often felt the provider because of the way we the area), It has been the integration with a health
that we were trying to | satisfaction with the put them together. For plan that has allowed us 10 create a diabetes

improve chronic care,
not just diabetes. We
did focus groups of

program — how is this
working?

clinicians and educators, We came up with the key design features, Number
| was a team approach, We need to support the primary care provider. We

use the team. Some people talk about "carve owt” we talk about "carve in". It
is one stop shopping, As many aspects as possible are there for the PCP. Our
other design features were primary carc based use of diabetes case managers,
behavioral aspects, ongoing staff training, and comprehensive information
technology (that's the onc wc've never managed 10 get). The team is the
patient, primary care provider, RN, clinical diabetes educator, and LPN,

cxample, the LPNs are
dependent on the RNs
ih the team, LPNs arc
taking retinal photos
and doing foot exams.
®Ns who haven't been
part of the team aren't
comfortable
supervising that,

program. Now we are going 1o be a multi-
specially medical group, We are writing the new
business plan now,

The incentives are different. What do we keep? What do we do less
expensively than the PCP? We are intcrested in talking with any one else
who has dealt with this before, KP is leaving because they weren't making
money, but the reason they weren't making money is because they didn't
know how to process claims, We have the 3rd highest prevalence of diabetes
of all Kaiser regions. When the decision was made that the larger system was
leaving NC there was an anticle in the local newspaper where a woman said,
"I don’t know what I'm going to do --- I'm getting the best diabetes care I've
cver had."
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success measires patient clinician culture professional how lon&

MS42 I believe that it is very | We have a series of A patient would We emphasize that Itis more satisfying. No data No data
important to sct the oulcomes mcasures, experience care doctors need to share There is a scientific
context of the We identify key work | differently only tothe | information with ene basis for everything I am doing. Our main focus is on clinical outcomes,
microsystem, Thus, et | processes and develop | extent thut the another, carc with Financial outcomes ace more of a sccondary issuc that we don't center
us first talk about the key indicators which probability for a bever | dignity, sit al the ourselves arcund. We make surc that those people who are involved in
overall system in then feed back 1o outcome is higher. No | bedside of their developing best practices are also the ones who will lead its implementation
which the microsysiem | clinicians. We try to complications would patients, involve the in the various regions. Otherwise, you get what is known as the "town-gown"
is embedded. Quality eliminate variation also be something that | paticnt in the decision- | syndrome, By doing it the way we do it, physicians have a sense of
improvemeni projects | between facilities in a patient should sce. making process, and be | ownership over guidelines and best practices,
have moved from justa | the health systemand | We have reatly two active in patient
conceptual and within facilities. We customers, the payer of | education. There arc three tasks that physicians in the microsystem arc involved in, measuremens,
theorctical phase to have threc main the health billand the | education, and implementation. | talked about measurement before, Qur education stalf consists of
one that is mainstream | categorics of outcomes | consumcr of care. For | writers and graphic artists who work with physicians in constructing provider education 10ols, Manuals
of the organization's that we measurc. 1) both, low costs and and tapes go out 10 physicians so that they can practice patient education. Doctors are also asked to be
beliefs. We have a Clinical outcomes. We | high quality is the familiar with and utifize implementation tools. We can't ask doctors to measure things if it's going to
number of measure clinical issue. slow them down or if we don'l provide good tools, This is why we arc into sutomating things and a
interdisciplinary bodics | outcomes by looking at gimple "click and prim" method, so that it is casy for the physician to implement quality improvement
which have come up compliance to tasks.
with highly cffective indications/guidclines
ways of delivering and | as well as care
organizing care using processes. An example of indicators/guidelines is performing hysterectomics. Physicians are provided with sets of guidelines and are given feedback based
business systems on whether they are adhering them. An example of care processes might be rate of c-sections, As you know, c-sections are common when there is a failure 1o
rescarch, We have laid | go into labor. We have established many measures and sicps which have been used to generate flow sheets for physicians, This has helped in measuring
out what is happening | variation and in providing feedback to physicians. Clinical outcomes are also measured by complications, such as birth trauma. 2) Financial outcomes, We
in the community- look at this ara in two ways, the first using the health plan perspective. We look at pmpm payments from members and use it (o budget our microsystem
based clinical resources, We also use what is called as an “episode treatment group" for a particular disease, Physicians can use this information to compare themselves to
programs 2s well as the | their peers, The other way we look at financial outcomes is by looking at cases in the inpatient "world.” We look at staffing mix, supply costs, costs of daily
campus-based clinical | care, etc, We measure case costs by multiplying efficiency and intensity. For example for hysterectomies, we look at average tength of stay, costs of
programs. For procedure, total costs to system, etc. 3) Patient satisfaction. We look at % excellence. 100% paticnt at discharge cvaluate physician and stafl services. We
cxample, community- | have a variety of team goals. Last year, we had 4 physician outliers when it came to c-section rates, This year, there are no outlicrs, This can be attributed to
based care involves our c-section guidelines, We have been able to establish an clectronic medical record for the labor delivery process which allows the stall to be aware of the
health progress of labor. Regarding c-section in cases of dystocia, we have a complications database that doctors can go over on the system Intranct. We have
promotion/education, | increased compliance to best practice guidelines 10 85-90%. No protocol will be perfectly 100% followed; there arc always unique situations when the
primary and secondary | guideline shouldn't be used.. We believe that compliance yields higher quality, and higher quality of are costs less. Satisfaction runs separately now, That is,
prevention, cost- you might have low cost care which delivers good outcomes but has a terrible patient satisfaction mark. Monthly, doctors are updated on paticnt satisfaction
effectiveness of survey results,
various disgnostic

procedures, and effective ambulatory treatment, We have 18 primary care clinics and 4 multispecialty clinics focusing on adult medicine, pediatrics, and oncology. Within cach clinical
program, there exists guidance councils, developmental teams, and work groups. The campus based sysiem involves diagnostic and therapeutic equipment and processes. We have
guidelines and indications for doing therapeutic procedures, We look at both case efficiency and intensity of procedures, We also look a1 preventable complications and post-discharge

care. The campus based clinical programs arc split into regular and ancillary programs. Women's and Newbom's would be an examplo of a regular program.
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SHCCeSS

measures patient

clinician culture professional how long

MS43

The hospital was
founded in 1945, We
track our endpoints
extensively and have
becn able to do 3-yr
follow-up of 75-85%
of patients. Some
come back for follow
up. Cur paticnts come
from all over the
world. Wedoa
follow-up exam. We
used 1o ask them to go
to their family doctor
and have them send us

Complications; 53 yr No data

failure rate j5;< 1%, 10

year "short-term" failure rate is < 0.5%; First is
the recurrence rate (failure rate) which is a gold
standard in the field. We have a 53 yr failure rate
of less than 1%, short term (10 year) failure rate
of <.5%. We also look at the time to retum o
work, how many have chronic pain after 3
months, and the short-term infection rate (0.5 % -
0.7%). This is very low. We do life time follow
up through mail surveys, We also look at co-
morbidily — angina, acute chest problems, We
have had only | death from heart attack after
7400-7500 patients.

a report but don't do this any more. We also have an annual banquet in
January and invite all former patients to come. 80% of those whose surgery
was in the last 2 years come to this banquet. We boek a large hotel, and they
are our guests, It is social but also an opportunity to do a follow-up check,
We have 15 doctors doing exams, 700-800 people generally come. There is
a lot of camaraderic among patients.

*Q: What led you to have these banquets? A: The paticnts organized it! 11 is

still true that a patient is a

co-chair of the event.

The main thing is that | No data No data

we use only one

Since founding in 1945

technique for repair, This is in comparison to a ful} spectrum of work by a general surgeon, Many of
our surgeons train here, and over 50% have been here for 10 years or more, They are proud of the work
done here, Most stay more than five years, some 22, 25, 30 years. They also like the structured
practice. There is no need to develop refemal sources. It has a very fine reputation. They know the
hours they will work, and we have coverage for emergencics, It is a group practice with each taking
pride in their work but knowing they can trust their colleagues. You must realize that everyone uses the
same lechnique for inguinal hemia repair, Although there are small, minor differences, every surgeon
who joins the stafl, regardless of seniority, starts by assisting, then being assisted in 150 cases before
being left on his own. If we are not completely confident he has mastered the technique, supervision is
extended another 100 cases. The secret of success is in everyone using the same technique, Is this
technique widely used outside your hospital? Yes, until about 7 years ago when the new |aparoscopic
methods using mesh were developed. This is being pushed by the industry and patients. OQur technique
is more difficult because it is anatomiic. 1t siill remains if not the best, one of the one or two best
techniques
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Health Care Micro-systems Interview Responses

il

New Parient
Scheduling

Risk Assessment
Pt. Information

Patient Experience, part 1

B

If you think about a new patient, could you walk me through the experience starting when they first become a patient?
Have you put in place any special patient scheduling?
How do you assess patient's needs and health risks? Are there any particular surveys or other ways you have developed to do this?
How do patients get information about their health condition?

New patient scheduli_nﬁ risk assessment nl information

MS0! Our day is broken into 3 sessions with 2 We can usvally see patients within 1 hour. | When the patient first comes in a complete | One-on-one interaction for the most pan.
gaps. The gaps allow for communication We set aside time in every MD's schedule | medical history is done. We have not We also have a library of educational
time, We have built into the day time 10 for every session for acute visits, cxpanded beyond that, We want to do some | materials. We want 10 move toward a
communicate, present cases and others, but so far we haven'l. computer generated picee,
leam from each ather. There are 3 times to
plan and review charts before cach session, This is what the day looks like:
Pre Huddle: 8 - B:30 a.m.
Gap
Session 1: 8:30 a.m. - 12:30 p.m. (5 MDs)
Gap
Session 2: 1:45 - 5:30 p.m. (5 MDs)
Gap
Session :
6:45 pam. - 10:30 p.m. (2 MDs)
All'9 MDs arc in the same room during the gaps - they don't have individual offices to retreat lo. This really helps facilitate
communication.
New patient scheduling risk assessment ptinformation

MS02 | Nodata Standardized triage by patient reps, [ am Ix taking using the KC for acute care. *Q: Do your patienis communicate with

trying to figure out how to adapt open More comprehensive you by c-mail?
access to accomplish what we need to do. About 50% of our schedule is "at risk" [openat | database for patient record and generating a | A: We participated in a large survey donc
the beginning of the day). We're about at Stage | in this. If a paticnt needs to be scen that problem list, by a medical sociologist of 600 patients.
day, they are seen, | handle calls during the day when I can {during gaps) or after seeing More than 60% had computers at home,
patients (40 min - 1 hr}, | am planning 1o set up a web site which would allow patients 1o The cldetly are most rapidly increasing
access their record (read only) The medical logic in Medivation provides much of what we users, 1 consider responding to ¢-mail part
need in an EMR of my call-time,
L i

New patient schedulinﬁ risk assesstnent pt information

MS03 Most of our paticnts come through the ER No data This is done all throughout the process, Some patients receive written guidelines
and are admitted to the

floor if they meet the criteria of being over 75 and having an acute problem. They are
scen by many people such as interms, nurses, and attendings, Functiona! ns well as

nutritional issues arc examined,

based on their condition. Everyone
receives advance directives,
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New patient scheduling risk assessment pt information
MS04 No data No data No data No data
New patient schedulin risk ssessment ol information
MS05 | [She made it clear that she doesn't know No data No data No data
wmuch about the paticnt
cxpericnce --- that is not her focus,] The feedback on paticnt satisfaction surveys is nlways
ﬁ_oad. Patients have clear expeclations,
New patient schcdulik risk nssessment pt information
MS06 No dava With open access i you are only 1aking We did a report of who is high risk in the Besides having typical cducation things,
care of your own patients population. Locally we have looked at we have a clinical nurse on ¢ach team who
you will have to see 2 - 3 morc patients per day. Physicians agreed to try open access and | highest diagnoses --- which is why we are is the contact person for education «--
we have been doing it since October. It's on ly a problem during rca[[y high volumes --- for working on asthma and diabetes. We spent cholesterol, diabetes, asthma, ete. She will
cxample flu scason in March, The financial problems of the system were the real a lot of money to develop the system, but call the patient to follow up with cducation.
facilitators for going to open access - there was a threat to lay off three physicians, I said, | we didn't have the moncy to add the case [t was a big step getting the clinical nurse
look, we have 1o cut out urgent care visits and sec them cveryday. Working down the managers that were needed, We just don’t 10 be the point person. There is some
backlog was a bigger barrier than the idea of open access, We gave them a plan, gave them | have the manpower to deal with this. | variation from team 1o team but we have all
feedback abaut how they were doing. E.g., you have 90 physicals to catch up on, now you | think we could get the same information by | pretty much agreed to what the education
are down 10 30, you are doing great. By October there was no backlog. asking physicians "who are your sickest will be. We aren'i quite there yet with the
| palients?” diabetes,
—
New patient schcduﬁ\g risk assessment pt information
MS07 | Upon entering, a patient is worked up by No data No daa No data
the house staff and the nurses
take care of the administrative work. A "pre-printed order sheer” is drafted which has on it different protocols, Some protacols, such as the ventilator protocols, are computerized, Others
are papet jrrolocols, For example, my secretary has a book with insulin protocols, Doctors take the book to the ICU bedside and follow the directions, or at least refer to them. We have
seen that tables are better than flow charts. The protocols remind the staff’ of such things as prophylaxis of decp venous thrombosis or stress ulcers, ctc. We now have established specific
pathways for certain types of paticnts. We now are more cognizan of the fact that what we do in the ICU affects patient rehabilitation, We are trying to have a more systems based
oullook across the continuum of care. We are Il)'il‘lﬁEl become more "preventitive.”
New patient schedulinﬁ risk assessment M information
MS08 When you come into an cXam room carc No data No data No data

focuscs on why you are

there but it docst't miss the chance (o take care of your diabetes too, There are 7000 patients with diabetes, The care team is the pep, the diabetes resource nurse, the LPN, the
endocrinologist, and the nutritionist. Diabetes care is integrated into primary care. Patients are included in developing carc plans at 2 levels - at the medical group level, the steering
group includes paticnts. At the carc level it is a conversation between the provider and patient and family. We try to help the paticnt understand what the best practice is for diabetes
care, 99.9% of the patients are involved in sell-care. We aim ¢fTorts at iotivating them based on their knowledge. We haven't completely made the leap of putting them in the drivers
seat, Setting treatment goals with the patient can be difficult - you have to figure out what makes sense for the patient. The medicul goals aren't necessarily the patient's first goal. If
making cookies with a grandchild is their goal, we have to fipure out a way for that to happen.
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New paticnt

schcduling

risk assessmeny

M information

M809 (this is for a newly pregnant woman) We have quick access, but not open access, | We use standard ACOG survey or another | A lot of in-office education, give out "What
Information is provided We take care of survey for non-pregnant to expect when you are
over the phone, We have o pre-conception | anyone who just walks in, but we don't women. We update these yearly. expecting”, we have n set of reprinted
counseling protocol, advertise that, We try 1o tringe bosed sheets. We started
We mail out information about prenatal on urgency, Next available appointment slots may be a month out. The extenders have giving Lamaze clusses 30 years ngo. Not
care _“"d regisiration . miore open slots, The older, establishedMBs have a longer wait time for next available many people were doing
within 48 hours of the first call. The paticnt } appointment. We maintain 10% open slots for same day appointments, Once a week or so | that then. We still provide them in our
can choose a provider. Most new patients | 3 patient will tringe themselves to an urgent carc center or 10 an ER, We don't knaw how | office. The nursing staff does them. The
can be scen within | - 2 days. Pts armive at 1 45 540p this, 1 found out this week that a woman | delivered a few weeks ago went to the hospital offers classes too, but we just kept
the office. There's some business office ER with pain. The ER MD called me 6 hours Iater - they had done all these tests and hat | offering ours in our effice. It helps to
stufl -—- insurance, eic. A nursing assistant | found nothing wrong, of course. She could have just showed up here. The good thing cducate the patient about how we do
goes over a health risk survey and takes 0 | ahout HMOs and managed carc is that it docs help stop this. things. Atnight the phone rings directly o
history, The MD reviews the forms and the the MD on call instead of a nurse
patient visit is for about an hour and a half answering service.
for a new paticnt. Then there is some lab
waork. Al this happens in our office.
Another visit is scheduled for 4 weeks
later. We emphasize a number for the
patient to call with questions.
New patient scheduling risk assessment L information
MS10 | Nodata No data No data No data
New patient schodulinﬁ risk assessiment pt information
MSI1 You would be referred by your physician, No data We don't have a way to identify patients No data

We would make o

who have diabetes or who

follow-up appointment -— during the visit there would be an electronic medical assessment
that would get an in-depth picture of your diabetes and lifestyle. We would input lab data,
do a complete foot exam, take blood pressure and assess your knowledge base of diabeles.
You can't assume they know much abowt diabetes --- no matter how long they have had
the discase, 1t is amazing the number of adults with type 1 diabetes who stitl have a child's
understanding of diabetes. We assess whether they are still in denial --—- if g0, we might
make a refermal to the psychologist. Really, it all depends on what the patient needs, We
may put them into a group class or provide one on one education, We assess what pieces
are missing and then figure out the best way to get them. We give feedback to the
physician. Then we follow-up. Who docs what at what time is very fluid. There is some

overlap. We consider oursclves, together, the consultant to the patient's physician.

are high risk. Patients are referred to us, There are 350,000 - 500,000 people in the system
-« we have 25,000 patients enrolled in the program. I know that we don't have all of the
dinbetics, but we don't have o way 1o identify them.
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New paticnt schcduling risk assessment M information
MS12 | Nodua We are moving to open access, We don't have anything specific. 1 would We don't have sn integmted sirategy. The
like to expand this arca. We have been hypertension grant is creating a resource
working on a web-based applicotion for center that will allow patients to access
improving medical care. Epic allows us to | web-based materials, ** has developed an
do a;jga@ic representation of health status. | on-line patient education resource too,
New palient schcduliﬂ risk nssessment pt information
MS13 | 80% of the time there is a free bed. The No data No data No data
patichl is met by a nurse,
who directly brings the patient into the ED and to an open bed. Even before registering, the patient might be met by a doctor. 1f a patient comes in with scrious eye pain or buming, the
doctor might check them and put in an ophthalmic solution even before the patient has registered or answered insurance questions, eic. A rolling cart with a computer is sent to the
bedside and there a chart is made for the patient. Nurses do a preliminary cvaluntion, followed by a physician, The ER has models of benes and joints. ! want to get a 3D simulation inte
the ER for the paticnts in the future. If the patient is admitted, then they follow that route, They are put on new Roors that have been constructed to reduce noise. [ have made sure that
there is double paint on all the walls, that all the lights are double output flaurescent bulbs, We strive to create a very clean environment. | make sure that the systems engineers make
rounds regularly. If a bathroom sink is not worlcingI we try 1o proactively {ix the problem.
New patient schcdulﬁg risk assessment pt information
M54 | Nodaa Open access was a new concept for all of Not in any special way. Pediatrics does a No data
us. We were seen as the experts ta the great job with education. We have been
rest of the group even though it was new (o us too, That made it really hard. The MDs focusing on paticnt care after the visit, Before it was sporadic. Now we take the
were really skeptical, It wasn't gnscmed as an oglion. We were ﬁc'inﬁ 1o gpen sccess. mnsibilit: for callinn 10 check up on ggtienls. Teams have been workinﬁ on this.
New patient schcdulinﬁ_ risk  assessment pt infoglion
MS15 ] Alotof our patients are not insured. So No data We have had a health maintenance flow

they are not into regular preventive care.

They sece us as their regular provider but

they don’t come in unless they are really

sick. They can be seen by the MD on call
or by own MD. Most sec own MD when
they think they ought to.

sheet for 15 years, It was used as a model
in researching primary care practices. We
revisc what should be done every few years
based on guidelines.

We used to publish a brochure. But people
didn't read it and it was expensive. So it is
still an oral tradition. 1 don't think our track
record is very good. The flowshect is often
blank. It is happening during episodic care.
We are better for some things like getting
mammograms for uninsured women. A
lack of financial support makes some of the
preventive stuff difficuli,
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New patient scheduling risk asscssment pt information

MS16 There are 6000 - 7000 diabetic patients in No data Nao data No data
our diabetes program. All paticnts are
referred from their PCP after being dingnosed with diabetes. We don't have a way to identify who in our population served has dinbetes. That needs to be done, probably as a globat
screening. It would be too expensive to just look for diabetes, For newly diognoscd patients, they are referred 1o the program - the appointment is based an urgency, Patients are usually
scen first in a class format then they are scen individually by a CDE, The philosophy is that the paticnt is the key person - CDE assesses where they are, what they need to leam. The
patient satisfaction surveys we've done for our disbetic patients always look good. We use u wallet sized card that has some information pre-printed an it, but it also has space on it to
provide individualized information for the patient.
New paticnt schedulin risk nssessment plinformation

MS17 | We've been going through a re-cngincering | We have a fot of no-shows, but we still No data We use health coaches to work with

project --- redesigning the patient visit.
90% of our visils lake 45 minutes or less
now — down from a little over an hour.
We've reduced the number of handolfs.
We've reduced the handofTs to only | or 2.
We do registration over the phone, if
possible. Heatth assistants are cross-trained
to updatc registration, draw blood, schedule
next appointment. Al this is done in the
exam room. We've been measuring non-
productive time ---- where the patient is
just sitting there. We want 1o reduce that,
We've been testing a "greeter”. The grecter
mects the patient and uscs o walkic-talkic
to find out from the health assistant if there
is an open cxam room. [f so, the patient
goes directly 1o the exam room without
waiting in the waiting room.

prefer that someone call 1o make an
appointment, We try to call paticnts before
the visit to get information, If patients just
walk in we assess their necds and attempt
to link them to other scrvices they might
need, We iry to give preference to people
with appointments and people whe show
up for their appointment on time,

clinicians and patients, 1t is

based on the pre-contemplation and contemplation stages of change, The smoking
cessation program: will test using e-mail interaction with patients. We have a "MAM"
program --- mothers asking mothers --- that links mothers and grandmothers with teenage
mothers to serve as a mentor. Visit in their home two times per week, available 1o answer
their questions, The MAM person will work with a young mother to make sure she goes o
appointments, cic. What we didn't anticipate is that the MAM program has been successful
in getting women to go back to school to get their GED. This type of program is separale
from a case management team. It is coaching --- usnally the coaches have been active as
volunteers. We have training, they are paid to be coaches. We're doing the same thing in
with asthmatics -~ FAN - Friends of Asthmatics in the Neighborhood. FAN workers
pair up with a family with an asthmatic child. We are doing this with diabetics too, but the
coaches have more training.

Page 161




New paticnt schcdulinﬁ risk nssessment 1 information

MSI8

We try to expose the patient to advance No data No data No data
directives at many

different places in the community, The libmry, church, family practice physician's office. The system may work 4 little different based on where you come in. Some models think it is
solely the physician's responsibifity, We set up a system of advance directive educators. Social workers, chaplains, nurses, or o siuall group of highly qualified volunteers can be trained
as A.D. Educators, They complement the physician's work by working through some issucs that aren’t strictly medical, for example, how do | talk to my family?, etic. The A.D.
Fducator identifies other resources in that are needed -— MD, pastor, clergy. The goal is the increasc understanding about cnd of life, encourage reflection about these decisions,
facilitate commaunication with family and physician, There is a tendency 10 get to the end of some process --- get a written plan. We encourage the A.D Educator to go through a process.
Completing written documents provides no real value when making decisions at the end of life. Physicians say that familics make better decisions at the end of life when they have gone
through this process, In essence, it makes the physician's job casier. We provide yearly in-services, written communications for A.D. Educators. We don't just interact with them once.
They become an identifiable group. Some of the people we train to do patient education end up doing stafT education. We startied out thinking that we should train two RNs from each
unit. They became a resource to the unit, We didn's expect that and it has really been port of our success, It has allowed us to make rapid changes to the system, The shility to update is
one of the benefits of the A.D. Educator system we have pul in place. For cxample, for many years we weren't happy with the power-of-attomey document, Last year we started working
on this. Leadership identified the problem, We went through several drafts. We had an in-service. 75 people were there, The sole point of the in-service was to get feedback on this
document from the A.D Educators who do this all the time, They made suggestions, we changed the document again, then they just started using it. They made sure all the old
documents were thrown out. Within | month we had changed the system in a small way. It docsn't take months and months for us to make a change. We call the training a certification -
-== we only want peoplc who will be centified to do this education, This has become the standard of training in the community, In one of our hospices it is written into the job description
that the hospice workers will have this cenification. The A.D. Educators provide competent assistance to patients. As a need for improvement occurs we have a way to do that (o, *Let's
g0 back to the question about what this process might look like for me, someone wha wants an advance directive. Ok, you will either be approached or you will ask to be approached.
The A.D Educator will start by asking, "what makes you interested in this?" Most people have a story that tells us what they know, what they believe, what they want to do. The AD
Educator uses an adult education model to listen and identify needs, The process could 1ake many conversations or as little as 60 minutes. It depends on the individual, We've seen in our

dialysis unit that it mi ﬂt take 2 years, Another extreme is someone cominﬁ in havinﬁ alread lhouahl about all this,

New patient sehedulinﬁ risk assessment pt information

MS19

99% of our patients are referred by No data No data
optometrists. There is an expectation

already built in. We send patients information before them come along with a map of how

to get to the center, We call them and confirm their appointment, When they walk in, we Tth/8th grade reading level. We cventually would like computers in our front offive. This

great them with a smile and hello. We have coffee in the receptionists effice, We try to way, we would be able to access Web-based information that we could pass out 10
make surc that the patient's wait time is less then 10-12 minutes, Patients say they are patients,
willing to wait this long. Then, paticnts have their exams,

We want the patient 10 have good vibes when they come inte our center. Our total cycle time from amrival to leaving is about | hour, The outcome of the visit varies. For some patients,
we schedule them for surgery. For others, we help them to schedule a visit back to their referring doctor, At the end of the visit, patients reccive a checkout survey, which is basically
our report card. They rate us on many areas of patient satisfaction. We call the specifics of the survey our "moments of truth,” We focus on doctor's carc, technician's care, the bill, etc..
We also ask them about the first greeting they received, the first impression of the siaff, etc... At the end of the day, we take all of that day's patient surveys and we average them to
oblain our Average score for the day. Thus, there is a constant every-day process of measurement and then subsequent improvement.

We wrote a patient education handout on
the thirty most usual eye conditions. We
also have dewiled information about our surgical and laser procedures. Everything isata

New patient schedulmi risk assessment pl lnl'omgilmn

MS20

No data No data No data We got a grant to make a video tape that is
very explicit. It was

professionally done. It is also linked to & web site, The tape can become outdated very
quickly, so linking it to our web site helps us keep everything up to date, We also provide
an information packet. The nursing staff is training 1o do the education.
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New paticnt schcduligﬁ risk assessiment pt information

MS21 We are not a centificd diabetes program, No data No data | teach a course. There nre materials in the
but we have been recognized by the waiting room.
work that we are doing. There arc 485 paticnts in the progmm. Of the 485 patients, 85% have improved blood sugar levels. Most of the Knowledge passes between people and you
chart is charting that the paticnt has done. There is me (the RN) and a _5 clerical assistant. Patients are referred from their PCP or self- leam by doing. Afier you get the patient 10
sefer. | work with a wide range of patients - most are in lower paying jobs, 40% are uninsured. We provide monitors and strips to indigent | a certain level, you watch them leam by
patients, They only seek care when there is an emergency, It's hard to draw them into prevention. A lot of our patients are just surviving. doing, The nurse educator needs (o have an
Patients will come in and say, "My doctor says that | don't have to monitor my blood sugars anymere because I'm doing better.” 1 vell upside-down, inside-out knowledge of
them, "Your doctor, as good as he is, will he have 1o suffer the consequences of your dishetes?" diabetes. ['m sure that | don't know
everything about diabetes - you know, the
technical, univetsity level stuff. Bui | can
teach patients what they need to know in a
way that they can understand and relate to.
New patient scheduhng — risk assessment ot informalion
MS22 | Our data sysiem gives us information on No data No data No data
anyone with CHF who has come into the
hospital, either for a first visit or a readmission. Qur medical record number show us that approximately 1200 patients are CHF, as determined by their medications, i.e. ACE inhibitors,
digoxin, Lasix. The official criteria 1o be in our program is that a patient must have an ejection fraction of < 35%, This is how most programs work. In reality, for us, we have patients
who have gjection fractions anywhere from 6-80%. Usually, if we take in a patient with a 80% c.f., there is something ¢lse wrong with the patient, like COPD which is causing the
CHF. We don't ignore any health problem. The other departments, for example ER, alse know to look out for potential CHF case management paticnts, 11 a patient comes wwice to the
ER or hospital within 6 months for CHF, everyone knows that they should contact me. Even the hospitalists who have “cardiac consulis” know 1o contact me, Whether the patient is seen
in the hospital or clinic, Dr. D, sees them first and sets up the medications and establishes the cate protecol. 1can only fidget with the medications, Dr. D, conveys directions to me,
However, | have the independence to change things around depending on the symptoms, | spend 1.5 to 2 hours doing a history and physical, read the chan thoroughly, schedule any tests
that arc needed, highlight medications and written instructtons for the patient. I make sure that they understand their medications and why they need them, We are constantly providing
patients with information. We have what is called a "5 minute rule.” This deals with activitics. Patients are advised to do something physical but stop as soon as they begin to get tired or
experience a change in breathing. Then, they must stop and look at their watch and nate the amount of recovery time. If recovery time is >5 minutes, they did 100 much and should
decrease their amount of activity next time. Thus, we Eive our patients rules and information like this so that they can leam to self-monitor and manage their condition,
New paltient schedulin‘ risk assessment pl information
MS23 The process is usually that a patient calls in | No data No data No data
with a lump. She is
usually seen within a day or so, First she sees her primary care provider, Then she is sent (o us for a mammogram, We do a mammogram,
We usually do an ultrasound --- the thing is that we can do it then if we think it should be done, we don't have to go back to the pep to
discuss it. ICit is & cyst we will drain it. If it is a Jump, we'll do a biopsy right then. Or we will send her to surgery that day, Usually
everythini is done within 1 or 2 days. Patients can come to us without a referral, but most of the time it is lhm%refeml.
New patient schedulinl risk assessment pl information
MS24 | Nodaa No data No data No data
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New patient scheduling risk assessment p information

MS25 Well how you enter the system depends on | No data No data One to one cducation, mosily provided by
if you are a managed care paticnt the physician. We connect them 1o courses.
or & non-managed care patient, We've incrensed the number of patients and decreased the number of providers, A non-managed care We don't have a web site, but we will refer
patient can't get in as a new patient for an urgent visit. We can take non-managed care patienis, but you wouldn't be able to call in and sec | them to particular sites based on their
us that day for you first visit. A mannged care patient can call in as o new patient and sce us that day if they are sick, So you would call discasc,
and be asked to comic in 15 minutes early for your appointment, fill out the paperwork, then see the physician. We would address your
acute probiems and any chronic problems,
New palient schedulin risk assessment _pt information

MS26 Patients show up, there is a pre-procedural | No data No dotn Nao data
wotk-up, the cndoscopy nurse
takes over, then the procedure, then recovery, then discharge. There are 10-15 handoffs in this process, We are working on one piece flow
so that the "team” is with the patient throughout instead of all the handofls, As it is now the patient meets with the MD and if they decide
to do an endoscopy it may take days --- the patient [eaves the office afier being told that we will contact you about available slots. We are
moving toward scheduling the endoscopy before the patient leaves, Now we have 5 physicians, 5 schedules, 5 schedulers, h takes days to
schedule an appointment and then sometimes it results in lhe_ﬁlzsn:lnn b-cmﬁ double-scheduled,
New patient schedullll risk assessment t information

MS27 We have service agreements for access to No data No data Not much., We have some materials for
specialists, The wait can sometimes be 2 patients. We do very lintle with e-mail
months. When they are sent to a specialist, patients may fecl abandoned or that their and are uncomfortable with it. They are afrid of missing something. Thers is a group 1
primary care doctor is stupid. Because all the pc docs sent stuff they shold be able o take | know about somewhere else with committees working to develop criteria for acceptable e-
are of, we brought together the dermatelopists and primary care docs so that they could mail,
hear descriptions of conditions and leam how te care for common conditions, The
dermatologists also agreed that if they are sent a patient, they will sce that patient the same
day. Some have developed some "carve out” appointments on a daily basis.
New patient sched@i risk assessment pt information

MS28 | A patient identifics a problem, we do a No data We use the SF36 — we aren't particularly

non-invasive test to identify

good at doing any

an ischemic problem. The cardiologist will do a work-up, do an SF36, and determine the
need for any additional tests. The patient may be referred to the shared decision making
library, We'll do the catherization, then PTCA or CABG. Patients will come in the same
day of surgery al 6 am or 9 am depending on the time of surgery, Patients are followed
from admission to discharge by a casc manager, They are usually discharged with the
VNA. They are scheduled for a repeat visit for one month later. Then they will be sent
back to their primary care provider or have onc more appointment with the cardiologist.

That's for the routine patient.

thing with it but we arc collecting the data,

Patients are sent a video teaching lape
regarding heart surgery.

Patients come (o surgery more educated
now than they used to be. We run through
the cath video with them to show them the
blockages.
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New patient scheduling tisk assessment pl information

MS29 People are seferred to the program - from No data No data No data
family, friends, a physician,
ctc, We send out an entoliment person 1o visit them in their home. Really we are cducating the eldesly person about managed care, We
bring them in for an asscssment - we provide the transportation. The nssessment is 2 part - first in the clinic, then a home visit 1o assess
home care needs. The tcam works up a care plan, how many days are needed in the center, what level of home care is needed, what nre
the medical issues. Then we go back to the home and present the plan to the person and to the family if there is a family, If they are
interested in cnrolling, we have them sign the enroltment plan at that time, That signs over the Medicare benefits to us. They can disenroll
alﬁw time, but we cun not disenroll them for any reason at any time.
New patient schedulinﬁ risk assessment t information

MS30 | Nodata No, but our surgery will stay open late to We don't do any health risk appraisals Use of the web is about 4 years behind the

accommodate urgent patients. We know US but growing. They have just begun 10

that 86% of paticnts can sce the doctor of their choice within 48 hours, 1furgent, they can | collect patient's e-mail addresses because contact is so much casicr this way. They do not
be seen within 2 hours, We make sure we previde nonurgent appointments appropriatcly vse cither for paticnt education, however
by calculating panel size, average number of visits and make sure we have the capacity for
access. We also track chanics in the consultation rac.
New patient scheduliuﬁ risk assessment 1 information

MS31 | Nodata No data No data No data

e
New patient sclwdulinﬁ risk assessment pt information
R

MS32 | First, you would find it hard to get through | We have a computerized scheduler. So, we | No data We have a pamphlet about the practice. We
on the phone. Well, actuslly some people can look up by explain things
come in and say it was 50 ¢asy lo gel day, or by physician 1o find appointmenis, We have available slots for same day verbalty. We explain on our answering
thiough, ther athers are very frustrated, appointments, But they fill up really fast in the moming. We have a policy to take machinc about how to make appoiniments.
Once you get in you would be warmly someonc really sick that day, So, if we don't have any appointiments the receptionist will | But that doesn’t mean that people will do it
received. If you have an acute problem we | ask what she should do, We find a way to work them in, right. Elderly people are befuddied by the
would see you voice mail. We pravide a lot of education,
the same day, or the next day. You would sign in and do paperwork. Then wait 20 - 45 minutes for rooming. Then wait again § - 20
minutes for the encounter. But we wouldn't just leave you there, someone would stick their head in and say "'l be with you in just a
minute, I'm runninﬂ behind.” Then we would plan for care. If you needed lab work you would wait aﬁain. Then check out.
New patient schcdulinL nisk assessment pt information

MS33 | Nodata Yes, Open Access. Beck Depression Inventory, AODA, We have introduced patients to the use of

Howsmyhcalth.com, Paticnt surveys

technology. We have a resource room that
has the usual pamphlets, also intemet
access, sites to visil, information about

groups they can participate in.
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Ncw patient

schedul inﬁr

risk nssessment

pt information

MS34 No data We don't have a good fix on this. Don't The welcome call screens for high risk Not clectronically --- our patients aren'n set
have o good way 1o measure this, We are patients, but it is not meant to take the up for that. We provide education during
moving toward open hccess, We have o place of w inore detailed health risk the office visit. We have an RN at each site
greater proportion of appointmenis left assessment, as a diabetes educator, We provide 6
open for same day visits, maodules of diabetes education. We are pan

of the IHI hreaklhmim serics.

New patient schedulinﬁ risk assessment i information
MS35 The patient makes a phone call - we ask, Each team builds a template around the No data No data

"what do you need?" Thecall is sentto a types of appointments

scheduler - appointments are made based | they want 1o have - within certain limits, of course. They block off times for different

on need. Most patients don't request a types of visits -- well child visits, OB visits, well adult visits, acute appointments. We've

particular provider, They arc told about the | just designed a chronic visit type. We've been participating in the 1111 disbetes

sliding scale fee and what decuments to breakthrough, We've been working on changes in leadership, decision suppon, delivery

bring in for the financial screen. Then the system design.

patient signs in at the desk and completes

the medical history form. They see a financial advisor before the appointment. Which program you qualify for is based on income. If you

don't bn‘nﬁ in the l'l'Ehl documentation Jou arc at ful] fee until you brinﬁ itin, Then the pgticm sees the provider for the exam.

New patient schedulina risk assessment o information

MS36 | Nodata In our system, patients call in to set

appointments for the most part, Usually
reminders go out to women, and then they
call to schedule a screening.

Whenever women turn 40 or are already
over 40, or il there is a reason before then,
they arc mailed out a survey to be filled
out. This survey covers rigk fuctors, past
surgerics, and other pieces of clinical
information. Our clinical roadmap tcam has
an annual survey of patients, however this
is focusing on the entire expetience., So, the
needs and satisfaction of the screening
program are distorted in this survey.

We use many sources, the key one is an
casy o understand pamphlet that we send
oul to women.
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are seen right away.

Ncw paticnt schcduliﬁn&_ risk assessment pt information

MS37 | A patient comes into the building, registers, | We have paticnt group meetings every once | Qur history and physical covers these The flow sheets we have for certain
and the team is notified. The LPN hims an in a while. We have done this for dinbetes, | arcas. illncsses as well as the expeciation sheet
automated list of who is coming in, Lab One ofternoon, our dinbetic paticnts are are hoth things that are self-created.
stickers are printed out and the chart is invited 10 the clinic and reccive education Patients can see this. The team has decided
given 1o the doctor, Some patients suffer by ane of the physicians ubout self- what data should be collected. For our
from chronic discascs, such as disbetes and | management and care, This is sometimes disbetic patients, we also have a booklet
congestive heart failure. Their chart also done with paticnts with cardiovascular out called the "Right Track," which
includes a unique cover sheet - a summary | problems as well. contains information on diabetes. We can
sheet on physician expectations prescribe this booklet right out of our
about what care needs to be provided and also a sheet that contains education material for pharmacy for our patients,
the patient. For example, a diabetic would receive current info on diabetes, There wonld
olso be a "diabetes” Aow sheet that has on it eye exams, foot exams, elc.. All this stuff’
goes in the chant. The difference between us and other places is that we actually do
somclhinﬁ with all the information the nurse puts in the chart.
New patient scheduling risk assessment pt information

MS38 They come to our hospice many ways - Nodata No data Nodata
(1)by self referral or a
family member calling; (2) several encologists routinely refer patients; (3) by a discharge coordinator, If they call, we do a short 1-page intake form that covers biopsychosocial
functioning, discasc trajectory, insurance (we have to get permission from their HMO), and ask M} if they will certify the patient as appropriate in terms of expected length of life.
Afler admission, an administrative nurse compietes an 8 - 10 page assessment that covers a range of issues from their expectations, pets, significant others, fears and concems, plans,
medications they are on for symptom control, whether they have a pricst or chaplain from their own parish. We then develop a plan of care. One or two nurses and a hurses aide will
care for the patient {at home) up 10 5 - 6 d'wk dcgnding on their needs.
New paticht schcduli_:_lg_ risk assessment pt information

P

MS39 | Paticnts are referred from inpatient No data No data We try to give them as much as they are
psychiatry, outpatient interested in or are able 10
mental health, or sometimes from a family member, The fitst cvaluation is by a psychiatrist, This is really a triage evalustion, We used to | take in, We have some videos, books,
have less clinically trained people do this but found that the patient got far along in the system before we found out that there were not reprinted pages. We encourage people to
cligible. Eligibility is defined by the state, The focus is on those with the most need; those who would benefit from a team based take personal charge of their lives, Thatis
approach to care. Eligibility includes most major mental illncsses, borderline personality illness, Schizophrenia, recurrent depression. something that happens all the time --- we
There is the diagnostic part and then whether they are impaired in a number of ways in their life. They need a few different services that help identify what works for helping
would he best addressed by a (eam. We engage them in the service the way they need, If they are cligible, they meel with a clinical case | someonc take charge of their life,
manager. They may meet with a vocational specialist. The clinical case manager will go over the service geals. We have a recovery
planning meeting where the family is included. The focus is to discuss what might suppont the person in their recovery. We develop a
service plan, which is reviewed every 3 months, The mcovmlmninimminss_are held annually,
New patient achcdulirm risk assessment t information

MS40 | Nodama Access issucs aren't a problem -- people No data No data
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New paticat scheduling risk assessment pt information
MS41 New paticnts are diagnosed, the MD asks No data No data We have classes, we have a resource list
us fur & consult, and we for every service area
walk the patient down to our affice. The RN or LPN assesses the demagraphics, what they do, risk factors, support available, medication, 1 (weight watchers, YMCAS, eic.), we have
lifestyle, and barriers to making changes. We do a leaming needs asscssment. Order Iab work-up, then plan for follow-up, If they are not | support groups. We have trained the staff
newly diagnosed they can be referred directly to us by PCP. We also send Ietters to patients with diabetes asking them to come in, The to teach when the patient is there for
first visit is usuatly 45 minutes to an hour long. Preventive screening visits are done yearly --- assess vital signs, behavior, willingness to | monitoring. We have found that one-size
make changes. We take retinal photos which arc sent directly to the opthalmofogist, instead of sending the paticnt to the opthalmelogist. | does not fit all.
We leamed that we need to risk stratify, You can’t offer a Cadillac to everyone. You need to fit the level of services to the level of peed,
Some people might call this rationing, We prioritize based on risk. Risk is based on age of onset of diabetes, presence or absence of co-
morbidities, etc. We use protocols to identify risk and then provide treatment Primary prevention --- those with diabetes, secondary
prevention -— those with diabetes and any other risk factors, 1ertiary prevention --- already had stroke, MU, er renal failure, Primary
prevention means they are usually directed to class and yearly exams. Tertiary prevention usually involves much more monitoring,
Services are less intense or more intensc based on risk.
New patient scheduling risk assessment L information
MS42 | Wenow have a standard pre-natal record at | No data No data No data

all of our clinics. Thus,

all family doctors, ob/gyns, and midwives usc the same instruments, The questionnaire given to women at their first visit is submitted into an electronic database, We arc able o track
folks that have increased risks, We make sure that referrals are made to ob/gyns if twins are projected. We have perinatalopisis as well as case managers. At the initial visit, educational
material is provided 10 women. We give them a water bottle that says on it "Pre-term labor,” Qur Care Process Model emphasizes how to prevent complications. Our high-risk
pregnancy protocol is designed to reduce the morbidity due to pre-term labor and the costs, which amount to about $28 million. A fetal fibronectin tests has been established 1o
determine who is really going into labor versus those women who are just experiencing pain. The $83 test is less costly than a woman coming inta the labor and delivery dept, which

costs $400/night.
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pt information

M543

A paticnt first comes to an oulpatient
clinic, They don't need

an appointment. They can come any day between 9 - 4 and wait for 1/2 hoor - 45 minutes
maximum. If they are from out of town, they are sent a questionnaire 1o be filled out by
their G.P. Usually they hear sbout us by word of mouth. We check the questionnaire and
screen out putients with cordiac discase, those whose weight is more than 10 - 15% beyond

No dnta

We encourage patienis 1o come for follow-
up anytime, especintly

4 weeks ofier surgery or to call with any
problem. Our switchboard operator is
instructed that if a patient calls during
waorking hours, please find a docler to talk

We have information about the technigue
on the intemet. We also.

have a video that ¢an be sent to the patient
or viewed after they amive. We also have
copies of several anticles that have been
written about our work

ideal. If they are willing to lose weight, we send them a diet. The day before surgery they to them
come for an exam. We are set on a beautiful 35 acre

site. It is a non-intimidating, house-like setting. The atmosphere is casual. They are offered food. It is well lit. A nurse asks some questions, check if they have lost the weight they
needed ta lose, BP check, hemia check, They go 10 a prep arca to shave and then are sccompanied by anurse who chats with them. Then they go to the finance office, manage any
neccessary ceftificates, fonms, letters to employers are all prepared in advance—before ndmittance. We keep in mind that these patients are not sick, and the surgery is elective, so they
are taken to their room but epcouraged to go to the lounge area. Blood is drawn and they have a cardiogram. They are given orientation, shown the dining arca eic. No meals are served
in the rooms, and there are no TVs in the room because we want them 1o be ambulatory carly, go to the dining area, sit together with other patients who are recovering. We have leamed
at the banquets that the patients value this as a very social experience and that talking with other patients allays fears about pain. Family are not encouraged to stay so that patients can
mingle with other patients, Spouses and children stay in a hotel close by or a reasonably priced senior citizen's home. That evening they have a snack and go to bed. The next day they
have a local anaesthetic 3 hrs before surgery, then a mild tranquilizer 45 minutes before surgery. They are in a holding area for 10-15 minutes, chit chatting with other patients, then
walk to the OR with some assistance from circulating nurse, A nursc wishes them good luck! and introduces everyone 1o each other, The nursc talks to them during surgery. Some
clderly have cardiac monitering, ond they monitor 02 saturation, but more than 50% have na monitoring. For 30% there is no drowsiness, no ncedles, There are 5 ORs, 2
anesthesiologists who circulate amaong the rooms. They have only light music, or they can bring their own CDs, After surgery they walk back to an open recovery arca, They stay in bed
for 3-4 hours, have some water, orange juice or ginger ale, Nurse checks BP, Almost all get Tylenol or Advil only for pain as soon as they get to the recovery area, another dose 3-4
hours later regardless of need. Within 12 hours they usually feel fine, can engage in movement. They are getting around at will and walk around the hospital or grounds the first day.
May have a light supper. Each surgcon visits his paticnt that evening. The surgeon checks that the incision is dry and that there is no nausea and answers questions. The next moming
the intercom announces that breakfast is available (patients can get coffec anytime). Paticnts sit anywhere they like, and pre-surgical and post surgical patients mingle and converse.
Housckeeping staff treat them very well, as though in a hotel, We try (o give them whatever they would like, At 8:30 the surgeons do rounds, remove 1/2 the clips, and the patients are
on their own for the rest of the day, We tell them they can do any sort of light exercise they want. We show them how to get in and out of bed comfortably and encourage them to move
and exercise (exercise bike, etc.) They see others doing these things and are told that they may have a little pain but they won't damage anything by driving, bending, lifting even a 50 |b
load, ctc. They spend the rest of the day. Those that live nearby leave that afiemoon or cvening, the others the next moming after the remainder of the clips are taken out. We give them
pamphieis about whal to expect (such as some bruising in the area), check their temperature, We emphasize they have now completed therapy. They do not need any further treatment
and do not have to go back to their doctor. They do net even leave with any dressing and don't have to keep it covered, They can return (o work if they wish, but most don't for 7- 8
days (by comparison, patients in other hospitais usually take 4 weeks!), 1 emphasize again that we have a casual atmosphere, a friendly environment rather than a "hospital” feel, The
areas of the house flow from one to another,
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Patient Experience, part 2

Referral/ = Sometimes patients have health problems such that they ure referred to a number of specialists and find the information they get confusing, information is
unusual problems  lost, or they are not sure who is in charge or where to ask questions. Arc there particular ways you have addressed this coordinating issue in your micro-
system? If a patient has an unusual problem that requires expertise from people in a number of disciplines outside your micro-system, do you have any ways
of bringing that expertise together?
Waits and delays = Are you able to tell how long it takes a patient to move through your micra-system to definitive diagnosis and treatment? Are you able to identify the sources
of delay?
Incentives = Are there any incentives that reward management and staff for meeting and exceeding patient expectations?
Community = Are there things you do seek input from the community about their health needs? Are there things you do to keep the community aware of your results and
what you are daing?
unusual problems waits and delays incenlives community
Msol No data No data No data No data
unusual problems waits and delays incentives community
MS02 | This is a big focus. Our working We are paying special attention to high No data No data
relationships with consultants arc good priority diagnoses, this included [diagnosis

and we usually get information back, They
are too busy for formal systems,

of 8 breast lump). We have been working hard with other sysiems and their scheduling. We gather the data and use it to idemtify their

problems for them and push them, An examp

unusuai problems

le is scheduling barium encmas, Access is a big issuc that results in a lot of e-mail, If the

wail is too Ionii we send the Etienl toa coﬂoc(inﬁ system. Delazs are ofien caused b: a Inck&fﬂ)ecialists

wails and delays

incentives community
MS03 | At the team meeting, the overall healthof  § We have some of the typical hospital The only reward is the knowledge that you | We function to serve the community. We
the paticnt and their needs are discussed, At | delays such as scheduling and completion are providing good personal have a community relations department and

other places, the care process may be
fragmented. The daily team meetings bring
people together, Everyone interacts with
cach other. It's not like other places where

of tests. However, additionally, many of
our paticnts have social problems and
issues that need to be addressed. This
lengthens the care process and can delay it.

care for cach patient.

they frequently organize talks by
community and hospital leaders. We are
also in touch with many different
community boards who give us input on an

people just read each other’s progress on-going basis.

reports in the charts,

unusual problems waits and delays incentives community
MS04 1) Family Practitioner maintains contact They track median LOS by type: CV Sute | Nodata No data

and ongoing role 2)cntical care point
person, gives info to family and patient and
also makes clear that this is a team-- no
secrets or gag rules for nurses. Others can
and do discuss plans, etc. with patient and
family 3) Doc in phone contact w/in 24
hours il need be,

ICU to floor within 24 hours {in hosp 4.5
days) MICU, chrenic lung disease 2/5-3 days
median values: 4.8 - 7 days. Their LOS is bel

CCU <2 days Surg ICU ~2 days They track
ow national norms.

Page 172




unusual problems waits and delays incentives communily
MS05 No data No data No data No data
unusual problems waits and delays incentives community
MS06 We are all in one building, so we have We have measured wail time and delays in | No data Our system docs two types of satisfaction
never had a big problem getting the exam room, Wailing for appointments surveys. We have a local community
appointments with specialists. The was a big problem before we went to open access, Most of the delays were related to advisory board. We developed o family
specialist will e-mail me notes or call me if' | hospital admissions (Dr, X had to go to the ER this moming to admit someone), So we practice newsletter that isn't about
it is urgent. No real turf wars over patients. | created a hospital service so our docs don't have to leave the clinic. 20 docs share rotation | weliness. It's 1o let people know about what
Our system accesses the hospital notes. The | in the hospital to handle all admissions, We created o phone center to handle problems is going on in the practice. When we were
specialist signs the note clectronically and | with phone access, Hasn't accomplished everything we wanted 1o do. We have 6 people maving fo open sccess we asked patients
it goes immediately to the primary care answering phones. I saw it as decentralization and didn't like that idca for the micro- how they wanted to be communicated with
provider - they don't have 1o think todo | system concept. My phonc nurse knows my paticnts --- she knows when a patient really and they said a letter from their physician,
that or look up the name, needs 20 minutes instead of 10, This has been borne out with the phone center and it is So we try to make the newsletter like that,
still hard 1o get through. We have decided to get rid of the phone center and go back 1o the | They didn't want to read & news release in
smallest replicable unit of the teams, We have had some problems making space for the ncwspaper,
adding the receptionist to the team and 2 people from the phone center. I'll not increase
stafling but just move them around. We are going to pilot test this change, It's not about
technology; it's about answering phones, We have a medication recall line that is used
about 75% of the time. The pharmacy has leamed to deal with our phone volume but we
haven't yel. They have used automation to sct up an answering machine for prescription
refills,
S S S
unusual problems waits and delays incentives community
MS07 In the unit, there is an attending physician, | Over the last 7-8 years, the average length | Nodala No data
who is also teaching and a critical care of stay in the Shock-Trauma ICU has gone
physician, Things only get complicated up 1o 5.6 days from 4.5, This is basically duc to the demographics, sicker and sicker
when an outside consultant is used. patients are coming into the ICU, Our APACHE scores have been getting higher and
Usually, we iry to have whatever outside higher every year. The acuity of the patients has goticn worse, however we think that there
people have to say filtered through the is stitl delay in our microsystem. In fact, this is an on-going project. We are trying to
house stalf physician. We do have a increase the flow rate of patients across the ICU. We think that there are logistical delays.
multidisciplinary team that helps out the The hospital right now has an extremely high occupancy rate.
coordination process. Every moming, we
have rounds at 8:30 am to 10:30 am, 7 days
a week. 1f there is a privale consultant in,
we usually go to their patient first,
Everything relies on communication.
——
unusual problems wails and delqs incenlives community
MS08 | Nodata No data No data No data
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unusual problems waits and delays incentives communily
MS09 Woe have been forced by the HMO No data No data Patient surveys are done periodically (so
networks to use approved panels. Bot we for we have only done 2), We have one
really have no limitation of specialists, We page cxit interviews, We haven't changed 5 lot based on these surveys. As fir as the
use a paper system. community, wc are hesitant to tout our results. We don’t want 1o appear to be doing
research about c-seclion rates for cconomic gain, [t is unique in clinical practice to be
doing rescarch. We presented our to the nursing stafl --- they said that they would pick
someone in the middie. Not someone the highest or the lowest,
unusual problems waits and delays incentives commmunity
MS10 { The neonatologist is the physician of No data No data No data
record. They coordinate carc at the
physician level. Cardiologisy, radiologists, etc. are consuliants, The same fcam takes care of the paticnt regardless of the problem. There
is always a nurse at the bedside, a case manager (usually & resident or NP or nurse), and the attending. That's the care team, Well the team
is the baby, family, bedside nurse, case manager, and atending physician. (I have to remind myself to include the family --- that's how
hard it is even when that is something we are reglty working on.) But the 1cam always expands to be larger, such as including social
workers,
unusual problems wails and delays incentives COmmunity
MS11 No data Depending on the priority, we can get No data No data
someone in within a week — for example
gestational diabetes, For most newly diagnosed patients, it's within 2 weeks, It really
depends on the priotity that the MD gives the referval, Immediute intervention is what it
takes (o prevent hospitalization,
unusual problems waits and delays incentives community
MS12 | We started as a multi-specialty group, When we looked at the subcomponents of | Nodata No data
Now, if 1 pick up a phone [ can connect cycle time we looked at waiting room time
directly 10 a specialist. This makes the and exam room time. We started working on improving the on-time rooming rate. Room readiness scems to be a problem. We thought
transfer of care smooth. The Epic system that the problem was that the patients are late for their appeintments but that isn't the real problem. We have changed nursing schedules
generates referrals for non-urgent referals. | from S 8-hour days to 4 10-hour days. We arc also going to room protocols. How to set up a raom, types of patients that go in different
My notes go with the referral. Ws thesame | rooms, We have also been tracking 3rd available appointment - we look at each physician's calendar and the time until the 15t available
method for getting information back tome. | appointment, 2nd availablc appointment, and 3rd available appointment. Three days or under would be really good. Working in teams
We are also connected via e-mail - we do | should bring this down. We have found that residents are underused and faculty are overused.
a fair amount of communicatinﬁ this way.
unusual problems waits and delays incentives com__nlunil!
MSI13 Every provider has a business card. Thus, We can track process length through our No data No data

all the patients know ¢veryone's names, We
are evaluated highly on patient satisfaction
because of this, We also receive back up
help from social service if the coordinating
issue is very complex.

real time "flight simulator” system. By
touching the screen, we instantly know
such things as amival (o bed, bed to nurse,
arrival lo doctor nggregated cycle times.
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MS14 This could be beiter. Now it's a note that Wait times are n big sourcc of delay. Human Resources came up with an No data
gocs out. If's very individualized according | Waiting in the ¢xam room before the MD Independent Development Plan (IDP). If
to MD. comes in, Now we have gone (o you come up with a plan for something to improve and achieve it there is n reward ---
standardized rooms, standard stocking of  { basically you qualify for a raise. We just staried this year and next year it will be
rooms, pulling up information about the mandatory to meet your IDP (o get & mise. We send out weekly news flashes on e-muil
paticnt visit before the visit, recognizing people's cfforts. For example one group of nurses wanted lo improve patient
satisfaction in their team. One (cam wanied to decrease supply costs -— they cut supply
costs by 28%. The IDP includes a plan, method, way to check results. It has to be
approved by the manager. Then we may have to provide resources to them, For example,
| lauihl one group how 10 usc excel.
unusual problems wails and delays incentives community
MS1S | Weinsist that specialists usc our record, TI | We don't track it, but | know how long it No data No data
sec the record that way, Specialists consult | takes at the medical center and how long it
with us a fair amount. We stay involved in | takes here. For a breast lump, it's less than a week from finding it to mammogram ar secing a surgeon, At the medical center it takes 6
the care as patients are moved through weeks, Delay is nol a problem for us. We are patient advocates. We try 1o get to know the people to call to work the system. | used to be
transitional care units, There is a common | more cffective at working the system 15 years ago, When you query me about me sitting here and about the medical center, Il tell you
record, a common siaff, and a common how | feel, One of my paticnts is being put on a rescarch protocol at the medical center for ovarian cancer. | don't have any way (o let
attitude. We have lots of hallway them know that she doesn't need 10 be treated this way,
conversations, Getting peaple in and out of
the medical center is very different. There
are 11 different managed carc
organizations with different approval
processes. We have poor communication
with the medical center, But they have
created an on-line medical record so I can
see it. [t's just the dictated notes. It only
sends records out — [ can't send records in
(if | had an on-line record), [Why?)
Attitude, { think.
unusual problems waits and dﬂﬂrs incentives community
MS1t6 | Nodata No data No data No data
MS17 | Nodata No data No data No data
| unusual problems wails and dellys Incentives community
MSI8 | Nodala Nodata No dala The leadership has tried to be visible by
giving community presentations, press

releases. [ often get direct feedback fram paticnts and providers, We have changed the
culture enough that they expect things to work a certain way -— if it docsn't it is seen asa
failure. The feedback loop includes expectations of the patient/family/practitioners that
things will work a certain way, When they don't, there needs to be a person to repont to
who will do something about it.
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MSi9 We have a manueal system, in which we About an hour. We have an actual position | Wailing time had been a problem. We We have held many workshops with
provide referring doctors with customized for facilitating patient flow on our stafl, measured how much improvement community doctors to let them understand
forms that arc casy to understand and hond- | The facililator acts like a "traffic cop” and | occurred per docter. We rated cach doctor | when they should consider refemring their
off, We fax these forms 1o the referming informs the technicions and the doctors os having a goud level, a great level, orthe | patients to us. We try 1o increase
doctor. If they don't send nnything back to | who the next patient is, what needs to be best level. This spurs competition to do everyone's knowledge about cach other,
us, we call them a day before a patient's done, who to take when, ctc.. You canonly | better. We also have an on-going bonus for | sbout whai each care site can do and what
appointment, have somecone like this if you have enough | all staff based on the conter's profits and each site has as its goals.

of patient volume to support this, However, | revenue, However, there is an important
we do. And its important to have someone | clause that says thal a certain level of
locking at the big picture and remind us if a | paticnt satisfaction as measured by our
paticnt has, let's say, wailed for too longor  § surveys is needed before any bonus
can be accommodated in a special way. payment. Thus, if we go through a year,
whete we substantially increased our
overall profits and revenue but patien
satisfaction was not up to par, no one gets a
bonus,
unusual problems wails and delays incentives COmMmunity

MS20 ] Nodata In most of hospitails you sit in the admitting | 1 think incentives would be a mistake, Itis ] Nodata

office for 20 minutes then you are takento | a slippery slope of not being good enough.
the floor and asked the same information you were asked in the admitting office. Wejust | 1f 1 do this, | get this. But what if I do this?
took out the admitting office step. Patients come straight to the floor, Before people goto | Should 1hold something back for more
surgery then (o a pre-op holding area. ! didn't know what in the world they were doing incentive? Then whe do you decide to
there. The only reason we did it that way was because patients need to sign a release form, | reward? The floor staff? The [CU staff?
We found out it was that way because one day semeone made it to the OR without signing | We try to align the incentives. Most of our
a refease form. Who had responsibility for that? The floaor, the pre-op holding arca, and the | nurses arc have young families —— they
OR. Everyone was supposed (o ask to make sure it had been done. So, now patients go want (o go home to their families. If we do
directly from floor to surgery. We assigned the responsibility for getting the release form | the best job we can we all get to go home
and took out al] the steps that were checking the checkers. We pay extreme attention to on time, That's an incentive.
standardization. We are done with bypass in 2 hours.
unusual problems wails and delays incentives communit

MS21 No data No data No data

We aren't doing anything to collect paticnt
satisfaction data, | asked patients to write

about their changes and the process, There was an article in the local paper, "Patients are
their own specialists” - it said that what the Saginaw program is especially good at is

helping paticnts take care of themselves.
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unusual problems waits and delays incentives conununity

MS22 Patients, when confused come back to me. | Physician availability is the biggest source | Nodata When people call our office, they will
1 coordinate things with radiology, family of delay. It helps that [ can confer with always be asked a scrics of guestions
practice, orthopedics, ENT, etc, Paticnts physicians and visit with patients here. For regarding their health status and how they
come to me and usually give me an updotc | the patient with the umbilical hemia, I was are fecling. This phone service allows us to
on how their follow-up care is going. [ like | able to take with the surgeons and give and receive quick information
this because we are really into caring for coordinme o schedule for patient care, §F it reganding patients’ heaith needs,
the body as a "whele." If thercis a is &n cmergency, we push the process of
problem with another care taker, 1 like care, Otherwise, we make sure we follow-
taking care of the problem right then and up as quickly as possible.
there in front of the patient. We get
physicians, nurses, social security people,
you name it, on the “speaker phone” and
talk with them,
unusual problems waits and delays incentives community

MS23 | 85% of our clinicians approved giving Sources of delay were the getting to No daa No data
radiology more responsibility. At first mammography, getting to surgery. We've
some of them questioned it — didn't want rcally focused on the gaps from step to
1o lose control of their patients, But now step.
that we've been doing this and most people
have been through referring paticnts to us, they don't question it. In the beginning, the surgeons wanted to stay in the loop with biopsies. They didn't like the idea of giving over the
biopsy procedurcs. We did a study of 100 patients —- did biopsics both ways, needle and open, Out of 100 patients, 36 cancers were found. 35 cancers found with needle biopsy, 35
found with open biopsy. Both missed 1 --- different ones. Needle biopsy caught one that open biopsy missed and open biopsy caught onc that needle biopsy missed, So the surgeons
said fine, do the needle biopsies, but we want to consult on them. Now surgeons have completely tumed to over to mdiologists --- the surgeons realized that their input was costly and
timely, We keep everyone informed and on track. We've had no problem with buy-in, but we are salaried, so we are not taking away their business, just the unnccessary surgical visits.
Others in the community have lumed over breast screening 10 us, The VA and HealthPartners have contracted with us to do breast care, Insurers and employers want to send patients
here because of our data on breast outcomes. The breast work here has been a big part of getting new paticnts into the system, We are going o be working on improving surgery
integration. And we want to widen our breadih to bring in more patients, We are always on the cutiing edge of new techniques and technologics, We are a training site for biopsy
equipment. We are one of 6 US sites to look at nuclear medicine and breast screening, We have a room for digital mammography. Qur system got a DeD grant to compare patients who
were on their own with cancer compared to patients with a care coordinator who would go with them to appointments and treatment, They did so much better with breast cancer nurses.
We will have 3 at the new center. The most time spent with patients is right at diagnosis. So the nurse can have a roster of several patients that she is working with, They arc available o
their patients day or niih_l.
unusual problems wails _a_:gl delays incentives community

MS24 | Nodata Na data No data No data
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MS25 | Wehave 2 full time people that coordinaic  { There is virtually no delay. Qur ancillary No data No, the only way we get info like that is
care. We write the note, then send the stafT is 5o good, [f a woman calls in with a from our MCQs.
patient across lh.e hatl to get it oll set up. Juinp she can be seen thay day, ITnecessary we can schedule an urgent mammeogram. Then
We couldn't do it any other way because of | we have the results within 24 hours, In our system an area that hos been a problem has
atl the different precertifications. Our been 1o do secondary studies ot the same visit. So the paticnt beaves, results come back to
mission has been 1o do what is right for the | s, then we have to order another 1est.
patient, We refer quicker than not. We will
contact the specialist by phone or letter. We
are good about getting feedback from the
s&ialisls.
unusual problems waits and dc_]ys incentives COmmuNity
MS26 | Nodaia It takes around 4 hours now --- we have a Nodata No data
goal of 30 minutes, # ol schedules (# MDs)
# of schedulers Part-time nature of providers, The nawre of urgent consults, They are unannounced and unpredictable. Actually they are
predictable in that they happen every day. One or Iwo everyday. But we don't have any contingencics for them. We started a "crash cart”
that is available for urgent consults. It's a rolling cart that is sct (0 go. There is a check list so that when the ER calls we can go down the
list —--have you done this, have you done this, We were finding that they weren't ready when our team gol there --- there is & lot that can
be done before pulling our docs out of the unit,
unusual problems wails and delays incentives community
MS27 | Nodata I think we could [identify sources of No data No data
delay), | haven't been practicing there for 2
yrs. If | were, the next thing I'd work on would be the huge practice silos. Patients don'i
experience their illness as involviﬂ these separate silos, Do today's work today.
_unusull problems wails and delays incentives community
MS28 | We have a proactive cardiac cath Patients are usually operated on within a No data Getting into the sysiem is what frusirates
conference for the more difficul cases, We | few days of the cath, the patient most. Once they get to us things
combine the dal_a we've collected on the go smoothly. | think that is something we need to improve, but we can't control it. We've
!micnl &t‘ld stratify the different tried moving the SF36 upstream 1o use it as a decision making tool instead of just a way to
interventions, show the patient that he or she has imgmved since M had the surgery.
unusual problems waits and delays incentives communi
MS29 | Nodata No data No data No data
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MS30

This is a problem, We have just hired
someonc whose 1ask is torcdesign care
across organizational boundaries, She is
being partly supported by us, partly by the
Community Trust. For example, if a paticnt
falls in the street and thinks he has a
fracture. He might contact their practice,
but more likely they would be taken by a
paramedic to the local ER, triaged, x-rayed,
seen by an orthopedist, taken 1o surgery,
then seen by a theropist, then discharged
under supervision of social services, and
sent back to care of their primary care
doctor, From the perspective of the system
they have passed through community
services, the hospital system and secondary
care, social services, and GP practice who
was a part of none of this. From the
patient's perspective, he just broke his Ifﬂ._

For a breast lump there is typically a delay
of 2 weeks after referral by the GP, Then, it

No data

is usually one stop 10 diagnosis and therapy. [t is waiting to be seen on referml. There isa

national project going on about this, looking at incfficiencics in the system -- it is probably

resource constraints, particularly personnel.

No data

unusual problems

wails and delays

incentives

community

MS31

No data

No data

No data

No data

unusual problems

waits and delays

incenlives

community

MS532

Well it depends on the type of patient, l's a
complicated process for managed care
referrals. We have a goal of 48-hours for
anything non-cmergent. If it's emergent we
will call the specialist riﬁlilhm.

No data

We use letters of commendation. If we
have comments from a patient. We are

moving toward team review instead of individual performance review, Point 10 what

people need to do hetter,

No data

unusual problems
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community

MS3)

We have one record for everyone, this is
less of a problem We have the "digital
dump.” We have timelines with what to
expect in terms of the partnering program--
specialist reminder {lags Information flow
is important; we are paying a lot of
attention to it

Timeliness a big issue, If you call into BH,
we can get you into therapy within the
week, We hope it will go to 1 day. We now
have only 50% carve out (unscheduled),
Time to third appointment is 7.5 days from
16.9 days last Seprember We have data
boards cntitled "How arc we doing?™

No data

next to the wailing room where we give patients this information, It provides information on preventive care rates (stool guaic, letanus)
eic. as well as access. We hope it will go lo 1 day in BH.

No data
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MS34 We have some primary referral No data Celcbrations and pats on the back are al No duta
relationships with specialists. [t depends on that we have, No productivity incentives.
the needs of the patient. Ofien the We are all on stmight salary. A strong
interpreter plays the role of coordinating cgalitarion spirit.
the care. We have established procedures
of how information is communicated back
to the primary care physician,
unusual problems waits and delays incentives community

M$35 | Nodata No data No data The community does focus groups and

gives us feedback. There seems to be an
interracial bias about quality.
unusual problems waits and delays incentives communitx_

MS36 | With abnormal findings, additional We are experimenting with different There are only incentives for high-level We have a consumer controlled board,
evaluation must be done. Our surveys show | measures, We do chart audits, However, administrators to meet HEDIS measures, They have asked us to do studies on breast
patient concem with the coordination of we do not have yet a good automated Nothing filters down. cancer patients, There is still a resource
care, cspecially with an abnormal finding. | measure, We have a fairly good idea of the issue for us. We work with limited
We have instituted a tris] study with a time it takes from an abnormal resources. We try to do many things to
"navigator.” We believe that navigators mammogram or biopsy to treatment, bul raisc awareness of breast cancer and the
can help guide paticnis about where to go not beforchand, And this is not the best importance of screening, it is mind
and when conceming their follow-up care | starting point for measuring time of care, boggling, therefore, for me to find out how
after screening. We are also doing another | We want women in within two weeks for little peaple know. We tell the media and
pilot study on the treatment side. Overall, diagnosis. We don't have any data though, vatious other mediums, however, people
we believe that from the point of referral to | s0 we can't sysicmatically look at delay. are surprised at what we are irying to do
eventual diagnosis, there is a large grey and the scope of the effort,
arca. We arc presently trying to improve
this arca,
unusual problems wails and delays incentives community

MS37 | Sometitmes, we do have to send patientsta 1 We are able to identify delay in some areas, | No data We do systemaltic satisfaction surveys via

a specialist. For example, if a patient needs
an insulin pump. Our microsystem is
unique in that here a specialist comes fo the
paticnt, instead of vice-versa. Specialists,
cvery now and then, make rounds with us
in our practice. This is different from the
ususl referval process. For diabetes, it
works quite well.

like CV, disbetes, and mammography, We

know when patients if and when patients have gotten certain preventive tests, We track
paticnts through preventive care, but not through the diagnostic processes.

telephone. We can assess each doctor's
individual performance in this way,
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unusual problems waits and delays incentives community
MS18 We moke one nurse in charge in the No data None. Anothcer organization [ know about We have a very active board with a lot of
inpatient unit. She is the conduit for any rewards aides for obtaining certificates in outreach activities including
problems or questions. She is the one paticnts and family members contact, and she will rehabilitation or end-of-life dementia, and | nonbereavement counseling services tied to
coordinate when there are problems, is aware of their needs, and has continuity. If need be, they geta highc.r sajary. It would be nice to acute care. The results of our audits
she calls the doctor. She knows, for example, patiems or family members to loak out for— | be able to do this. identify apportunities for improvement.
who may panic, obstruct the care plan, etc. In the home the majority of visits are by the
satne nurse and aide team. This works very well, and it is very rare to have patients call the
doctor first.
unusual problems wiits and delays incentives cofmumunity
MS39 { Nodala The idea of this care is that it is available as | No data There has been a strong consumer
leng as needed. It is rare that we would movement recently on creating peer
serve someone for less than 6 months. Nis | support centers. These are not run by us, but by consumers, We refer people to them and
more common that we serve someone for then we panticipate by providing some of the educational seminars, They encourage people
many years. to take control of their own care. For example, they use workbooks on living with mood
disorders. | teach residents about community mental health. I invite the peer suppon
groups to educate the residents, It really is an eye-opener for the residents. I think that as
physicians a lot of us don't have any idea what it is like to live with a mental illness, And
nonc of the education teaches that, The pecr support centers let people with the iliness
teach the residents about it
unusual problems wails and delays incentives communily
MS$40 | Nodata One day, one visit. A new patient is Nodata Nodata
generally one-hour visit, A retum patient is
usunll:j 30-minute visit.
unusual lems wails and delays incenlives community
MS41 No data No data No data No data
unusual problems waits and dela incentives community
MS42 The campus/community based structure The two main problems of treatment delay | We have an intemnal budget financial We derive our health plan members from

addresses the coordination issue, ITthere is
o high-risk pregnancy, perinata] case
managers are assigned to the woman and
care is provided. The multidisciplinary
clinics also scrve as a point in which many
issues can be treated at once. If the woman
is a diabetic, her specinlist care manager
may refer her to an obstetrician as indicated
by our care protocols.

are the unavailability of physicians and
patient non-compliance, Our case managers
arc the oncs who make visits (o patients
who are not following their health schedule
during pregmancy. We have a detailed flow
chart for normal and abnormal deliverics,
We have criteria for dystocia and fetal
distress,

incentive structure which has many
indicators, If at the end of a quarter, there
are savings from the unit, the § is split 1/
1o the facility, 1/3 to the health plan, and
1/3 10 the physicians, Ultimatcly, what the
physicians sce is an increase in their foe
schedule for the next quarter,

the community, We have a marketing
division that conducts focus groups in the
community. We survey paticnt satisfaction
in the clinics and study health plan-
population interaction. For example, we
know that women in the houschold make
tnost of the insurance decisions for the
family. We try and work with this data,
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[They screen out high-risk paticnts because
they do not have backup 1Ct.]

No data

No data

We visit meetings of chiropracters in major
citics 2x/yr. Many

times patients go to chiropracters because of back pain, but the reason is an abdominal hemia. Because paticnts tmvel long distances to
have surgery here, we go to other cities for follow-up, We send patients a letter Ietting them know when we are coming, We also let their
GPs know we are coming snd hope they have no objection. *Q: What do you lean from this? A: Sometimes we pick up someone who
needs surgery. Sometimes people bring friends or a relative who need surgery, Sometimes their doctors come as patients, We realize it is
hard for some peaple to come to hard, and our follow up is improved this way. We ask about the incision, complaints, how the repair is

£oing.
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Health Care Micro-systems Interview Responses

.

Information and information Technology

On the pre-interview survey, you indicated that your information system .. . Do I have that rislu?

Msol

We are working with someone to develop the information system we need. We will be pilot testing soon. [t will be intcgrated into our existing system. An independent practice cannot
fund information systems.

MS02

We participated in a large survey done by a medical sociologist of 600 paticnis. More than 60% had computers at home. The elderly are most rapidly increasing users, 1 consider
responding to e-mail pant of my call-time. We have a lab interface (since Feb) (the lab is hospital based) and are working on R-network fax for consultant reports, We looked into
scanning in the consultant report, but most of it is junk and just as fast to type in a few sentences. For the time being, | just type in pentinent findings on consultant reports and x-rays.
The EMR also provides pharmacy interaction alerts, The EMR is the best tool there is out there., Given the diversity and biology, it is very hard to devetop gls that would help with an
individual patient, The EMR has a Protocol Function, The hospital is gradually developing one for inpatients (by CERNERY). Another function of the Medical Assistants is to take the
responsibility for gerting the results of tests, e.g., CAT scan before a patient visits, | can access lab data, discharge summaries, x-ray reports for his hospitalized patients if their discharge
summarics haven't been sent to me yet, When lab results arc returned, they come back by provider, and | can attach them to the patient’s chan, When | open the patient record to the
“desktop™ flags alert me to deal with abnormal results,

MS03

We use a writien record for the most pant which includes lab resnlts and x-ray test results. Soon, the whole institution is going to switch to an "order-based" system, in which some of the
care processes will be computerized, We believe that this will probably crash and destroy the micro-system for about | month, and then it will be good. There is a huge learning curve as

well as a phase of "leaming and acceptance” that the staff must go through. The promise of IT is that it will generate &ll sorts of data for us, from repornts 1o graphs on all sorts of
outcomes,

MSiM

No data

MSes

We run our own reports every 60 - 90 days. We export data to the Society of Thoracic Surgeons and the American Cardiology Society, Our data becomes a subset of their data, In the
beginning of looking at the data, there was a lot of fighting and in the end there have been a lot of hard feelings. It's a matter of building up trust. How the organization is structured has
helped a lot. The Chicefs are salaried and are expected to work on improvement. They are well versed in the data. The physicians work at other hospitals as well, We have been involved
in population based cffons that focus on cost and LOS. We focus on the health of the native population. We are starting a state-wide disbetes discase management program, There have
been lots of starts amd stops. 1t's hard for us to reach a consensus about what to do, We have an "cxplore” database, This system has been up for about 2 years. It's a national program

[HBSI). 167 other facilitics are included. We can pull information by procedure code. The data can be categorized by scverity, Levet 1 = Jow risk, 11 = medium risk, IIl = Hi risk, IV =
extreme,

MS06

There is & practice in [location X] that is fully automated. It's a solo practice that is caring for 4000 patients, The only way he can do that is to be fully automated. We're going there for a
site visit. The needs of primacy care get lost in the greater nceds of the system. No one is willing to invest in automation. We are looking at a system to do a lot of the paperwork. LS. has
to commit the resources. They have to be willing to support anything that will interfuce with the overall clinical information system for the system, We are also looking at a new system
for pre-centification of hospital care. We lost $15,000 within one month with CTs and MRIs that weren't pre-certified. The bottom line of the clinic and hospital are tied, so that expense
falls on the clinic. We can't ignore this. We see that the insurance companics are just clamping down on this, There's no point in trying to fight it.

Ms0?

Our IT system in the ICU was established in 1964. It then later moved into other arcas in the hospital and today is corporate-wide, in 6 different hospitals. We have [aboratory data,
pharmacy data, administrative data, EKG records, x-ray records, and all sorts of other information on computer, The hardware we are using is actuatly archaic; it is more of a DOS
sysiem than a Windows one, We have a "complete medical record.”" Computer terminals are at the bedside of all patients in the ICU, A Medical Informational Bus (MIB) takes all of the
information from the technology and equipment at the bedside and direcily transfers it into the mainfranie computer. We could get updates to the minute if we wanted, but we usually
just collect the data every 15 minutes, Thus, information is coming into the medical record from various sources, including the MIB and from nurses/physicians who have terminals at
their work stations. | am able 10 download all the data collected and store it in a database (o do population queries. We also have an automated billing system. The first year this was
installed, the Shock-Trauma ICU increased its yearly revenue by $1 million, This was because before the billing became automatic, there were so many tasks that we just forgot to bill
for. At the corporate level, there is now talk about creating a longitudinal record. This would allow patient information from another hospital oulside the system or a physician's private
practice (o be integrated into the chart here at our hospital. The hospital might have spent close to $50 million on information technology. They are also trying to move 10 a different
format, away from the hardware system we have now 1o a client-server process, The IT system here also measures processes of care, Ag | said earlier, the data that comes from the
system is used to create new protocols and to tinker with others. Some of our computers are able to run very sophisticated programs. Usually respiratory therapists help out. But for
cxample, out ventilator protocol is almast entirely computer run.
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On the pre-interview survey, vou indicated that your information system . . . Do I have that risﬂt?

MSo08

Qur patient records vary from site (o site - one site js totally paperless. For diabetes all the resource nurses aee using a standard tool, There are manual - next year it will be computerized.
Information is available on our website. We have the capability of sharing information with the paticnts now - a3 the system level, but we don't want to do that yet because that would be
going around the care teamn. They [the care team] arcn't ready for that yet. I1's aHl part of building mutual suppon. At the system Jevel we have the opportunity to combine gur clinical and
administrative databases. We use the information system to gencrate risk lists and stratify risk, We asked it to give us everybody with a diagnosis of diabetes and 1o give us everybody
with a prescription for an oral glucose agent. Then we tested this way agninst a manual chart review and found that it was a very good, nccurate way to generate a risk list, This hist is
sent to the MD quarterly. it helps the care team identify patients who are at greatest risk.

MS0%

We are sianting a medi-tech system at the hospital, So far we can't access office records. We seem to be 2 - 3 years toward a fully integrated system.

MS1o

Our system is a mix of paper and electronic. Connected 1o hospital (c.g., lab, radiology, pathology, €ic.) We seem to be behind. Our institution is behind. This is a bamicr to doing
improvement work. The data that is available for populations of babics is very poor, That's one reason we participate in the regional database, There is no organizational support for
maintaining, developing data bases at & department or unit level, You can't expect the institution to develop it. Complaining about deficits is not uscful, For a while | was a "consuliant”
to the institwtion about information systems. The patient record should contain the same information we need for the organization on financial and clinical outcomes. The outcomes and
administrative data should be part of the patient record. ICD-9 codes nren't specialized enough.

MSt1

Our system allows us 1o track who didn't come back for a follow-up each quarter. Then we use non-clinical people to make the calls. This woultd be impossible without computenized

medical records. You can't drop out of the program without talking to us and Jetting us know why. This really is an important pant of chronic care. We are using a clinical algorithm that
is computer based,

MSi12

No data

Ms13

The physician group, who has contracted with the hospital, invented the tracking system and brought it 1o the hospital. My collcagues and | invented the "dashboard” approach to
measure cycle times, 1t's been here for three years, For this sort of stufl to expand, there needs to be a radical revolution involving the cument market of sofiware vendors. They are so
monopelistic, so customer unfriendly, so unhelpful. These vendors have done nothing to help clinical sysiems and administrative databases. Right now, I'm staring on my screen at
Microsoft Word and Excel, Bill Gates has probably done more for modem medicine than any of these other software vendors!

MSi4

We are going to an clectronic medical record --- 1DX. The medical group will be up by 3/1/00. People arc ready — we've been hearing about this for so long. Lab, x-ray, and hospital are
already on line, But there isn't a way for us to import data yet.

MS15

I'm using Wasson's FNX -— o multi-task system. All my paticnis > 70 fill cut a questionnaire. It gives me a printout of their health mainienance flowsheet, It uses the Dartmouth Co-op
charts. 1t tells me what the patient's needs are before [ walk in the room with the patient. It give socisl, geriatric, and clinical information. I pay for o booklet that [ loan to patients about
geniatrics, I have them read the chapters that apply to them. It gives me feedback sbout my population as a whole too, | have 93 patients in it. For example, | know my rate of living
wills. 1 want ta link this system to the office system. My partners don't use this sysiem. My partner has entered all his patients in a database file. The FNX doesn't rack everything that
he does. So 2 out of 5 of us are trying. We came (o practice because we like the dr-pt relationship. All these bells and whistles aren't what we came to practice for, For example, wo are
leaving our automaied phonc system. We're old timers. What does information technology do? How much is it just documenting to outsiders what we do? If we thought that collecting
excclient quality of carc data would keep us in business we would do it, That's not what will keep us in business.

MS16

We don't have a fully fledged electronic medical record. Every exam room has a tenninal, We have a diabetes screen that can be pulled up as an interface on top of individual databases.
The guidelines are available on screen (00,

MSL7

Our patient tracking system is used for at-risk patients. There are several thousand patients in it. Perinatal reasons is the largest reason to be in the iracking system. The diabetes registry
is on the tracking system too - that’s 500 or so patients. The physicians make a judgement about what at-risk means. The staie has made some of these decisions. 1t has to be something
that is important to track or important to get the patient to other services. Once they are not at risk they are taken out of the system. Siaff are assigned 1o the patients who are at risk and
who are in the tracking system. The information can be looked up at any PC, Any inform that is kept in the overall system --- sppointments, encounters --- are added to the patient's

record in the tracking system. We designed and deployed the software ourselves. The computer can update the screen or the case manager enters the data, We've added a column for
numcrical values in the diabetes registry.

MS18

We haven't made a great effort vo do this [use information technology to document/irack advance directives]. We are just overwhelmed at getting records on-line, We have to find the
clectronic green sleeve [how they document advance directives). The one clear advantage is that this has been adopted throughout the community, MDs see the same thing in different
settings. The 2 things | see coming are 1) an ¢lectronic green sleeve, and 2) web-based curriculum of training. This would help us in the ongoing training and in orientation of new
people.
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On the pre-interview survey, you indicated that your information system . .. Do I have that rlsﬂ?

MSi19

There's not much to report. We don't utilize any information technology in the pmctice here. In the future, I hope we will be able to do so. 1 think that using the tool to increase patient
cducation is one of L. T.'s most promising advanlages.

MS20

We try hard not 1o collect information in a retrospective way, We collect info in real time and feed it back within days so that it can be useful. To do this you have to identify the
individuals who are able to collect the data and make it part of their jobs. Most of the information is there, you have to find o way 10 hamess it. Really all that is needed is a simple
system to get back information quickly. Computers, lines, high tech come to mind but it docsn't have to be that way. Talking is a way to communicate too, 1. T. doesn't have 1o be an
elaborate system, Think about a patient moving through the process from lefl to right. From the floor, to the OR, to the ICU, back to the floor. Communication follows the patient from
left to right. And cach of those different units has their own ficfdom. We should be communicating from right to left. We don't know why the floor can't take the patients from the ICU,
We just know that we keep telling them they need to take the patients and they keep saying they don't have beds, So it is impartant for cach group to talk to cach other instead of existing
in these sifos. And people don't think about how a change here will impact the rest of the system.

Ms21

No data

MS22

Right now, all data is kept on paper or on an EXCEL spreadsheet. | get my statistics from the spreadsheet. M. puts in information on patient utilization of services, appointment
schedules, lab results, ER admission, hospital admission, ctc, We don't have access to all of the patient information, we still have to go to each department to collect the information. We
could look at the KPDS, but it doesn't have all the information. My reccommendation is the system get the Point Program. This is through the Internet, and all you need 1o access
information is a password. This is meant for case managers, but can be used by any health care provider. All you have to do is pull up your panel and you can find out what's happening
with your patients, lab information, ¢tc. It looks fantastic, but the system decided not to do it, Instead, they went with the "AmCarc" system, However, this system docsn't allow you to
communicate with one another. That is, if your colleagues don't have an Amcare module, you can't receive data from them. Also, you must buy a module for every person, So, for our
micro-system, we would have to buy a module for all three of us, but then we would still only be able to communicate with curselves, not with others until they get it! Currently, we
keep hard copies of all patient information. Dr. D. signs off on the information, M. xcroxes the info and puts it in the patient chart. This is the "old-fashioned™ way. We arc supposed to
get an electronic medical record. We were told 5 years ago that we would get it in § years. They are saying the same thing loday, The reason why the Piiot Program is the best is that it
would be close to instantancous. The KPDS doesn't tell me dosage of medication, scheduling information, who ordered tests, and what is happening today, It only gives me general

information. Onc other cxample of IT involves pharmacy, | necd a special password for pharmacy information. This is good practice and good for security, but it might lead to disjointed
and untimely care.

MS23

We have a system-wide computer. We can get path reports, [ab reports immediately, We also have a sysiem just for biopsy paticnts - this is not completely integrated with the system
but is fust at the Breast Center. We have a person who is dedicated to the breast center system. Patients who need follow-up are on a tickler system. We look at statistics on biopsics
monthly. How many, lesions, positive, ultrasound, localization? For FDA we have to keep some statistics. We keep records for each radiologist too. This will be mandated by FDA
soon. We don't have the surgery information yet. That will be at the new center.

MS24

No data

MS2S

No data

MS2é6

No data

MS27

They are working on a huge IT investment for the whole system. Locally we have a local arca network for all current patients. Some of the med rec. is on-line, but because this is only a
part of the sysiem, it has 1o be printed ofT and put in the paper record. We adapted an until then uscless “visit registration slip” for this purpose and use a program that uses the Preventive
Medicine Task Force Guidelines, As a patient signs in, the computer generates a slip of paper with: age, sex, USPSTF gls for that cohort, when the test was done, and whether it is due
in 7 seconds. There are dumb computers in ¢ach cxam room to pull up patient information and "scwmi-sman" computers in cach office. They are also on c-mail. Our on-line medical
record has patient demographics, appointment history, major medical problerns, pharmacy, lab results, some x-ray (can call in and get by phonc). Laboratory results come by computer,
Print ouls are put on the clinicians’ dests and a separale printout is sent to the chart room.

Gieiting real time feedback of data that impacis what we do has always frustrated me. If we are going to collect all this crap we have to figure out how (0 use it to help our decision
making process. Data feedback in a way that we can be comfortable with, When we decided to shorten our intubation times we saw decreased LOS and increased patient satisfaction,
You can track LOS, but the nurse doesn't care about that or think that she can do anything about it. But if you show her the intubation times you are showing her something that she has
control over, I'm much more interested in finding out what | have some control over. You have to identify the variables that are important. Moriality is important, but what is driving
mortality? It's usually things that would rarcly make the front page of the NY Times. You have to get beyond the ranking.
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On the pre-interview survey, you indicated that your information system . . . Do I have that right?

MS29

We have a completely integrated computerized medical record, We developed it in house. We hired the programmers and they built the system based on how we operate. Some people

buy systems then try to adapt it for their needs, but we wanted to build it ourselves. | have a computer on my desk and I can pull up any patient record, All the providers have aceess 1o
all the patient records on their computer.

MS30

Othet infocmation can be gotten from national datnbases (morb. and montality reporting were discontinued, but they will be geiting utilization reports alsa informstion possible from
ambulatory group. Computer connection to other databases: Blood is collected in the office, sent by taxi to hospital labs {they have no office laboratory or private labs). They get an ¢-
mail notice af the results being held in a file to check. They review and a click anthorizes putting it in the patient record. When a patient calls about results, the receptionist can call it up,
Other practices (13 or 14) arc now daing this, but it was insugurated by their office. Began when a receptionist pointed out that the computer that prints out the results could also file it
in the record. They wotked with the lab to develop the system. It is a neater, more paperless approach. It is more cost efficient and avoids misfiling of filing lab reports without their
being seen. The system includes alerts for out-of-range lab values. They expect to be able to schedule on line before long.

MS31

Our current system is PDS 7000, It is a totally intcgrated network system. Tt includes pharmacy, diet, central services, We can cater orders, get lab results. The nurses can usc it to

document care and to retricve data. We ane now moving to a Cemer (Windows-based) system and are in the midst of transition. When implemented we will be able to track the effect of
an order | further down the ling),

MS32

Paper-based system. [Didn't ask follow-up questions.]

MS33

No data

MS3M

No data

MSJ3S

No data

MS3s

The larger system developed the software many years ago and told us to run the screening program. The program we arc using is in COBAL language, We need to rewrite it into new
software. This is a big challenge for us because it is tough to rewrile the program, Software is critical, We have quite a bit of stored datn, such as risk factors for women, age, date of
mammography, bilateral screening or not, etc. [t is proven helpful in not only storing this information but also for billing purposes. Pracesses of care arc also looked at by the
information systcms. Recently, we have taken a look at the timing of the invitation we send out 10 women (o get screened based on our data. We have also been able to link our database
with the SEER (Surveillance & Epidemiology & End-Results Reporting) system. This is a population-based cancer regisiry, so we can know cveryone who has breast cancer. By linking
our specific patient data with SEER, we are able to calculate population-based measures such as staging of disease for our members, age-adjusted incidence and prevalence of late stage
tumor. We have received extra money from the National Cancer Institute to do this, Qur system is obviously very interested in outcomes of care. We are HEDIS inspired and our system
wanted to produce oulcome measures themselves. "Clinical planning” is emphasized.

MS3?

We believe strongly in real-time care, Our clinical informstion system is updated within minutes. The sons of data we collect on it includes all patients seen that day, information on lab,
encounters, x-ray reports, pathology reponts, CBC, urine, ete... Every time, that we want an updatc, we just press the "refresh” key. The system is called OASIS. 1t is a commercial set-up
software plan. 1t took a huge amount of time for the IT people to leam and implement the system, To access it, you need multiple interfaces. Just the clinics have this system, You can
access information from the hospital. There is alse no direct input of clinical information by patients. In terms of clinical decision support, we don't have a system that spits out wamings
or reminder, however, For suppon, we usually go to another place, specifically clinical guidelines and access to the medical literature. All the doctors get information on their specific
perfonmance from a measurement group in the health system.

MSis

Some is computer based, We have the plan of care, orders, meds, treatment on computer. (Usually verbal) orders are entered by the cletk, The system they have was the VNAs and is not
hospital-friendly. We arc about to add pain scores, dyspnca, family anxicty to the data base.

MsS39

We have used the same system for a long time. It has everything in it. We have collected a lot of data but we have a hard time getting anything out, We have data --- we collect
information quarterly. We don't have a smooth way to get the information back. There isn't a good way te get it back out 1o the people,

MS49

We hired a data management person — we didn't get any CIS people ot support from they system, No one else has their own data management person, That keeps coming up. [ keep
saying, "And no onc elsc is doing what we are doing cither."

MS41

We have a diabetes registry that includes pharmacy, hospital, claims, and lab data. We have developed an intellectual property scparation agreement for the registry. The IS is needed in
the transitional support of the medical group. We are looking at & new information system for the new group - if we can afford the ane we want it will do everything,
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On the pre-interview survey, you indicated that your information system . . . Do I have that ﬂu’?

MS42

Our information management has three streams, data management, data analysis, and informatien technology. 1) Data collection includes a prenatat data set as well as o postpartum data
set, We use a "profiler screen” as an automated instrument in which data can be entered into, We do individual surveys and pallings, We try ta only store relevant daia and manage the
datg well without having any coding errors. 2) Data analysis allows us to Jook at the clinical, financial, and paticnt satisfaction outcome measures, For example, once data is collected,
all a physician can know is where they stand in regards to a particular compliance rate, for example, However, it is up to the data analysis team to sit down with the physician and
brainstarm why they are different, generate a hypothesis, and validate the hypothesis, 3) The Information Technology stream includes a database administrator end an electronic data
warehouse which collects data and pulls extemnal data, Programmers help to sutomate data collection and generate web reports for physicians to understand casily. This is important if
we arc to appear credible to the doctors, There are three phases of information. 1) Clinical data coming from the administrative system, such as ICD-9 codes, ¢tc... 2) A self-coding data
sheet, which can be input into the computer into profiler screens. 3) The final phase is 8 merger of the first two, and this is what we currently have in our labor-delivery system. Data is
charted right in to the medical record, It can be extracted from any of the clinical workstations in the labor area. Our "stork-byie” system was implemented so that everyone uses the
same record, In one month, we will have the capability of having all data from our clinics and hospitals "dumped" into the clectronic warehouse, so that care givers have instant access to
a longitudinal patient record. Right now, what we have 1o do is go to cach area in our system, extract the information and then merge it into the warchouse,

MS43

No data
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Health Care Micro-system Interview Responses

. Improvement, part 1
Specific projects = Can you tell me what sort of things your micro-system has done to redesign your services and to improve the quality of care?
Evidence of success = [n what ways were they successfid? Are there specific levels of performance you can point to?
Barriers What are the barriers to making change? How have you overcome them? {or are (rying t0)?
Awareness of results = How is everyone made aware of these results?
Funded projects = Do you have any internaily or externally funded quality-related research or quality improvement projects underway now? Whai are their objectives?
Leadership training = Within the micro-system have there been any specific efforts devoted 1o leadership training, such as creating effective teams, conflict management?
Mc projects evidence of success barriers AWareness ﬂ' results funded projects Ieadership trainin
MS81 | Partof our value systemis | Nodata No data No data No data No data
that we have never been
satisfied with the status quo, One project we worked on was changing physician behavior regarding flu vaccine and diabetes care, We did chart reviews and collected names that needed
a flu vaccine. We gave the doctor's the names. They set up the direct contact. Within 4 months those eligible for flu vaccines went from 78% to 99%. That changed the physician
behavior, People repeat familiar behaviars,
Mc  projects evidence of success barriers AWareness jf resulls funded projects ludcnhﬂ trdniu‘ |
MS02 | Nodata No data No data No data No data No data
| specific projects evidence of success barrkrs . awareness a‘;rmdu [unded projects [/ trainin,
MS03 { Weconstantly try to better | Nodata This is a big hospital. There | No data No data There is an annual retreat
ourselves. We have are many layers of that addresses these issues
on-going educational sessions for our staff. We have burcaucracy. We must adhere to a budget and thus make [leadership training, effective teams, conflict management,
many protocols, such as skin care protocols, mobilization tough choices. This is also a 7 day week institution, change management, ctc.] for the three shifts of workers in
protocols, On average, our length of stay is about 8-9 however, like in most places, the care on weekends is the geriatric unit. We also having meetings among the
days, Itis coming down slowly, and we expect it to never as good as that on weekdays, There is a staff’ leadetship and the teaching unit that addresses these issues.
continue to come down problem as well as a scheduling problem of tests, There is
also an incredible pressure to increase capacity. Since discharges happen so quickly, there is some bumout and
dissatisfaction. Finally, not all doctors like the interdisciplinary philosophy. They like to do whatever they want. We
have convinced most of the doctors that it takes a good muhtidisciplinary team to take care of the patient and address all
the major social issues,
spm’w evidence of success barriers awareness of resulls unded leadership trainin
MS04 | Nodata No data No data No data No data No data
speciﬂgrg{em evidence of success barriers awareness of results funded Mcm leadership trainin
MS0S | [Didn't understand what No data No data No data No data No data
happened beyond feeding
the data back to the physicians,] The itnprovements have
all been in the rates.
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specific projects evidence of success barriers awareness of results funded projects leadership rraim'ng_
MS06 | We've worked on No data Our biggest problem is the | No data No daia No data

oricntation nnd enroliment amounl of energy it takes to

The thought thai the paticnt shoutd access one person, We | accomplish these changes. There is an internal barrier between the docs and suppont staff,

set this up with an RN --- they did the orientation, assigned | They do the day to day work — if they don't wan1 to make the change they continue 1o do

an MD, took some medical information. A great change, things the same way. Even if they are part of the process of making the change, they may

everybody happy, but then we couldn't afford one person not do it, For example our goal was to see all pafients today, At first it was great then at

dedicated to this. We went back te no orientation, no the 3rd week the schedules were full again. We found out that if the RN saw the schedule

enroltment. Three years later we get a recommendation filling up 10day she started using lomomow's available appaintments, the next day's

that we need (o have someone doing available appointments, etc, Al the sysiem level the priorities for the sysiem are not the

orientation/enrollment. I said, "I've heard that before,” So samc as the priorities for me in primary care. It's not that they aren't suppontive, but the

this time we just assigned the role to someone in the team. | priorities are just different. At the local levet | don't get the measures that I need --- the

We still had ali the brochures we had printed up from the measures at the regional level aren't at the level | need, There is incredible support at the

first time around. What was missing is that we didn't assign | local senior leader level. But at the depaniment level there are barriers. We try to make

the responsibility. With the chronic care guidelines it was a | changes across departments because in the community we don't want to treat paticnts

similar thing. You can sct it up, but then you have to pay differcntly because of the department they go to for care (peds v, IM v. FP), The barrier is

attention to the details. The diabetes protocol is something | 1o get agreement for everyonc 1o make the change afler one group pilots it. Every group

we are working on now, doesn't need to pilot it before making the change.

specific projects evidence of success Dbarriers awareness ot results unded projects kadmh2 m:lnln‘ .
MS87 | We recently measured costs | Overall, things like lab Onc barricr is my paniner. | | Nodata No data No data

of carc in our ICU in 1991 | utilization, x-ray usc has am an "¢arly adopter.” | am

and 1992, as a contro),
compared to 1995, We

decreased 25-30%. We
have actually never done

quickly sold on quality improvement projects. He is mote of a mental person, he needs to sce double-blind randomized
controlled trial cvidence before supporting any change in process. He hasn't obstructed any project specifically, however

found that costs in this time | lab project to improve he does serve as an obstacle, [ have, however, realized the importance of having someone like that on the team, Another
period were reduced by 25- | quality or reduce costs, barrier is if the protocols designed do not work well. You have to make sure that there isn't a backlash with folks saying
30%. Total costs to the However, we did try to that the protocols are 8 waste of lime, Another barrier is if the nurses don't fecl comforable or agree with the protocols, 1
hospital were reduced 19%. | roise awareness and create | also think that there is a bamicr at the institutional kevel. For example, the institution has launched a Clinical Consistency
We hadn't even started on environment where by Program. Basically, they want cvery place in their system 1o practice the same way. However, this hurts us because we
looking at costs till 1996. this could happen. have found ways to do things efficiently here, and if we have to practice like the rest of the system, we feel that we'll be

Basically, this mcans that
though cutting costs weren't an objective in our quality
improvement cfTorts, they were a surprise bonus. One
example of a quality improvement effort involves our
sedation profocol, We saw that we were overusing sedative
drugs. Our first project was to design a protocol that would
maove us away from the highest costing sedative drugs, For
example, we were spending $290,000 on drugs for
advanced respiratory distress syndrome. We used te give §
¢ of Valium per hospital visit per patient. Now, we give
less than 500 mg. This has led to shorter hospital stays, less
complications, and a decrease in costs. Another example
includes kecping more attention 1o tightly regulating
glucose levels. This has reduced infection rates and thus
decreased costs.

practicing "mediocre” care. Thus, there is a philosophical barrier. One thing that has helped us is the credibility 1 have
within the organization. What 1 want is basically a mesaic of well-organized units within the system. | want (o sce
cooperative cfforts in quality improvemenL. Sometimes, when costs are high, the leadership acts with "juvenile behavior™
10 fix things and forces us lo micromanage. This is especially true when JHACO comes around. However, when JHACO
sees the stufl we do here in the ICU, they absolutely love it. Don't get me wrong, I think for the most part, our institution
has donc & good job
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specific projects evidence of success barriers awareness of results fiended projects leadership lraiuin&
MS08 | We've adopied the ICSL No data There is a perceived bamricr | No data No data No data

guidelines for decision regarding finances. The

support. We are also using Staged Diabetes Management, implications of phone care, group care. The system has evolved to provide acute care and episodic carc. The idea of

which is a little more robust, We give CME Juncheons stepping back and doing things differently is a real bammier.

atound diabetes. We've used the chronic care model 1o,

think about improvements, For sclf-management we developed a wallet care, we standardized the dinbetes education program, and we used our "Discaver” magazine to publish an

article on diabetes. We have planned visits - diabetes patients are scheduled for a certain half day It changes it from n random cvent in a chaotic day to a planned visit. Everyone is

geared and aligned for caring for paticnts with diabetes during those planned visits, We have group visiis, We set up stations they go to - feet, etc. Then a group session on a certain topic

and support groups, It's hard to assess the impact of each of these strategies, The Center for Health Promotion has a lifestyle change line to support patients - patients can phone in and

talk with someone. Assessilm a Eliem‘s readiness lo chanﬁe is & new idea - nuuinﬁ the patient in the drivers seal. We aren't uninﬁ A sage on the Slage anymore in our diabetes cducation,

specific projects evidence of success barriers awareness of resulls _funded projecits leadership mn'nluL
MS09 No data No data No data No data No data No data

specific projects evidence of success barriers awareness of reswlts funded projects leadership training
MS10 | Inaproject that ended in No data Inentia, not wanting to No data No data No data

1996 we were involved in a change, status quo,

collabomtive benchmarking project reducing nosocomial resistance to change. Our first project with the regional network was improving infection rate, 1t was showing how our
sepsis and reducing cost of care. (We reduced x-ray usc as | data compared to others that did it. At first | didn't belicve we could do it. The benchmark was 5% and a third of all our
a way to reduce cost of care,) As that ended we were trying | babies were getting infections. We went from 35% to 13%, You have 1o move from "we need to change”™ (o "we have (0
to decide what to do next. We began recruiting interest in change*,

this idea of parents being pariners, We created an adhoc

group to look at parents in NICUs. "We believe the parent/child relationship is essential. We belicve in providing a nurturing environment where the child is part of a family and the
family is part of a care team.” We all agreed on that, We held focus groups to ask parents what that would look like. How would we need 1o change our practice? We did this 6 months
before joining NICU 2000. We were lobbying to have this as a focus of the work, NICU 2000 is a benchmarking project. It is aiming to: 1) create a habit for change --- a flexibility about
changing. 2) look at care as a process --- process does create the outcome 3} evidence based medicine in choosing therapics. 4) collaborative leaming. 8 centers joined us in looking at
parents in nurscries, Now there are 1] centers. We did something wrong the first time. We created an adhac team to lower infection rates, They brought (he change back to the unit, The
unit didn't want to make the changes. The team was "off-linc". They had success in lower infection rates, but they met so much resistance. Our goal is 1o make a unit that creates
improvements. So, the first thing we needed to do was teach the leaders about improvement. We have shared govemance, We had the leaders take a course --- concepts and theories of
continual improvement --- but we told them that the improvements that they would be working on must be related to the parents as partners project. Some of the changes they worked on

were giving parents calling cards, calling the families post discharge to ask how's it going. Improving education to parents, We charged the entire operating structure of the unit with
improvement.
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specific projects evidence of success barriers awareness of results Junded projects leadership training |
MS11 No data No data At the top there have beena | No data Yes, from our foundation, No data
lot of changes. Hi tumover from pharmaceutical
for CEQ, CFQ, COQ. companies,
This is  rea) challenge for us. We have to prove ourselves again and again. We have 1o prove it by showing the data on readmits and unplanned admissions, Focusing purely on the
bottom linc all you see are the salaries, Direct reimbursement cannot match salaries. In Califernia they bill as educators, not as providers, The biggest barricr was thet organizations
didn't understand how 10 weave in the costs of dinbetes management. Any outlay was seen ag a loss. A success has been overcoming this barrier with the HMOs and getting them to use
diabetes educators. Information technology has given us many different systems but they don't communicate with each other. It is very fragmented. The cost is huge to overcome this
bamier. There is an ethnic barrier, A large Hispanic population in San Diego. Our relationship with Hispanics is not strong enough, We provide every service in Spanish as well as
English. Latino males are the most difficult for us, The ADA has a specific iniliative 1o address this but they don't have a solution yet. Some clinicians don't value diabetes education.
They are lone rangers. Protective of their own world, We have no leverage --- everything is voluntary. We depend of the good will and clinical judgement of the clinicians. From the
HMO, it is seen as aver utilization when physicians send a lot of patients to diabetes services, Education emphasizes the importance of the initial outlay to reduce costs later on, New
technologics are more expensive. This is classic for chronic illness --- an upfront investment in time and treatment for down the road payoff. This is a real barrier in an HMO
environment. To overcome this barvier you have to collect and feedback outcome data. Rocruilinﬂ ﬂualiﬁod Ersonnel is another barrier for us. Bilinﬁual, certified diabetes educalors.
specific projects evidence of success barriers awareness ﬂ results funded projects leadership training
MSI12 | Two things that we've been | Nodata A problem is that the No data No data Nodata
working on recently is organization is slow to
improving the rooming change - they are supportive of change, but slow. There are teo many handoffs in the decision making process. One of the great fears was that the 3
process and forming teams, | 1cams would become autonomaus --- this was a misconception of the larger organization, They have well-defined policies and procedures about how
things should be done. 1don't think we have had a lot of barricrs. Control of information is a barrier, It is hard to get the information we necd. Change
will be more rapid in the teams as we have more control over the information. We put together the guidance team and the idea was that this team would
tell us what to work on. But [ saw most of the good ideas coming from the front lines, The front line needed to be empowered to make the changes. So,
now the guidance team will become the quality council. It will have membership from cach of the three teams, Changes that tcams want to work on will
be presented to the Quality Council --- this is what we want to do, we want to use this method. The Cauncil's goal will be to provide guidance and
facilitation. "Yes, that project mects our overall goals, what resources do you need?”
mcwds evidence of success barriers awareness of results Sfunded leadership 1rainin
MSLt3 | Oneexample is that we No data 1) The failure to appreciate | No data No data No dats
have continually invested in that much of this quality

the pneumalic tube that goes to pharmacy. It has basically
paid for itsell. Basically, what happens is that if the ER doc
makes a request (o the pharmacy for a panticular drug, they
put the request up this tube in the ER. The tube shoots it
directly to the pharmacy on another floor. An alarm goes
ofT there. The pharmacist checks things out, puts in the
miedication, and shoots it back down to the ER. It's great.

Some of the other ones 1 guess | mentioned carlier on

stufl has been worked out somewhere else. Getting people to share ideas is how you get best practices. 2) You need o
passion to change. Right now, all hospitals are paralyzed with fear regarding the Balanced Budger Act of 1997, But
microsysiems can still move even when the macrosystem may be stuck. There needs to be continuous quality
improvement. 3) There must be reeducation/retraining and the spread of this knowledge.
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specific projects evidence of success barriers awareness of resulis Junded projects leadership rrainiug
MS14 | The corporate policy for No data You have to work side by No data No data No data

Open access was a bamier side with the staff, Gaining

and facilitator at the same time, The way corporate defined | trust, being available to problem solve, facilitate meetings,

open access wasn't really open access and they set Teaching about team work. Being scen by the stafl as

incentives based on their definition. Some people had someone who knows what they are talking about,

different views about what open access was, For us, it was

"doing loday's work today.” For corporate, it was "if your schedule is open 75% a week out you will get a bonus,” This incentive did get MDs intcrested and it did help the MDs sce the

beneidit. We had to do a Jot of training for the MDs about open access. We looked at each MDs backlog and gave them options for haw to work it down, For the stafT training it was this

is how you schedule for open access, this is how (o present available appts to the p1. There was a problem with how to track it. We wanted to give ownership of this to the managers, But

then there were problems because the physicians weren't getting feedback on time about how they were doing working down the backlog and meeting open access goals. Then the MDs

wouldn't get the incentive because they hadn't met the goals. Another problem was how do we get medical records here on the same day. Nurses were really skeptical about care teams,

They said "we'll do it, but we witl show you that it won't work." A lot of nurses identify with onc MD, The team concept sounds like more work, By noon that first day they were

convinced, They became advocates, Bven the design of a buiding can make ithard _ if the building is designed wrong,

spccw evidence of success barriers AWATENess o[ results unded projects Icadcrsh]lg lm'nlu‘
MS18 | 1wasinamecting —a No data We do try to change to No data No data No data

two-way interactive video improve the quality of care.

meeting --- where they were saying that 30 - 40% oftime | The idea of documenting a

in ambulatory carc is wasted time. Someone from Boston | process is new, We just do

said "the chassis is broken!” I thought he said, "the it.

chastity is broken" --- | agreed, because I feel like I've been

violated. One change that we are trying to accomplish is about the 2 parallel providers ---

you walk in one door and if you go 1o the left you ate 81 our clinic, if you go to the right,

you are at another clinic, We are doing the same thing, in the same place, and are in

compelition with cach other, If we could combine the two desks we could reorganize and

be more efficient, We would both like to do it but it has to be approved by 6 layers of

buresucracy at the system level,

c projects evidence of success barriers awareness of resilis funded grolccts lcadershz minbs‘

MS16 | Nodata No data There are patient related No data No data No data

barriers - getting patients to

make changes that nced to be made. We haven't hed any major physician barriers. The
physicians view this as a positive development, We presented it as reducing their work. 1
think that the single biggest barrier that can be present is around reimbursement issues,
This isn't a problem for us because we have a capitated population. But without that,
reimbursement for diabetes education becomes an issue, We did have some barricrs with
the Provider Support Report, The same report can be vicwed positively or negatively
based on how it is presented. We tried to present it in a way so that the physician doesn't
think that the data is going te be used against them.
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specific projects evidence of success barriers awareness of results funded projects leadership trainln&
MS17 } 40% of our patients arc Nodma We have financial barriers. | Nodata Nodata No dan
sclf-pay. We use a sliding There nre limited cases
fee schedule, Qur minimurm fee is usually $8. Sometimes where non-clinical workers are included in reimbursement. 1 hope that we can demonstrate how we are reducing costs so
the patient asks us to waive this. In January, Social that we can get reimbursed. s always hard when we get new clinicians. They aren't used to working with para-
Services started asking them to use "time dollars™ — that's | professionals in the community, We try 1o illustrate what works. MDs focus on what they do in the exam room but that's
part of our MORE (member organized resource exchange} | not enough. A third barrier is how do we collect enough data to convince our own physicians much less managed care
time dollar exchange. What gre you willing to do for your | organizations. We have to convince our communily 1o panticipate in these programs too --- especially bartering. It's easier
neighbors? Some people don't have any ideas, so we show | to get people to volunteer than to participate in the MORE time dollar program, The time dollars are only valuable if you
them a list of things people do --- reading to children, etc. | have a lot of things you can buy with them. People say that the dollars aren't that imporsant, but the funny thing is that
If they agree to pay their bill that way, someone will getin | most people know precisely how many time dollars they have in their account, We use them in 9 neighborhoods, In one
touch with them to follow-up. This has really been a shift we have created a8 MORE time dollar store. Costs are based on how long it takes to get something in the store, so soap
in thinking --- staff as well as paticnts. It's casicr for the could cost as much as a used stove, Staff manage the whole store and the donations, Last year we exchanged $86,000 in
staff person to just waive the $8 fee. Staff have 10 be MORE time dollars,
familiar with the program, spend more time
setting it up. We're evaluating the program now, Last year's staff waived $40,000 - $50,000 in fees, We need to evaluate whether the value of services equals the $40,000 - $50,000
waived. Another improvement is that we've been involved in the IHI Diabetes Breakthrough Series. We've adapted it, It is a populstion based evidence program ~- it looks at the total
population, who has diabetes. This fit with our patient tracking system, so we created a diabetes registry. We've identified every patient with diabetes over the past 14 months. We use
the health coach model and have created "circles of care®. That stands fer Change Iliness Response through Community Lifestyle Education, We use the community health nurse,
coaches and visit the patient at home to work with them on meeting objectives. The patient seis a lifestyle goal and 3 objectives related to the gonl. We work with them to make sure
they come back in 3 months, We have been testing a diabetes cluster clinic. 6 - 12 patients come in at one time, HbA ¢ has dropped 1% for all patients who are in the first 2 clinics, Our
goal is for 50% of all diabetic paticats to have a decrease of 1% or greater, We're doing the things that the other sites in the breakthrough series are doing too. Working on how the MD
approached the patient, lifestyle changes, self management, giving patient support (use of dicticians, other community resources), population based care (identifying all the people with
diabetes in the community, providing evidence based care. The collaborative has provided a lot of information about the evidence. Also we do pdsa cycles. We don't have a way to do
population management. Years Ao we used 10 look for pregnant women and ask them if they had an OB. That was as closc as we've ever gotien 1o &ulalion managcment
specific projects evidence of success barriers awareness of resulls unded projects leadership trainin
MSI8 | Nodaa No data No data No data No data No data
e E—— R A
profects evidence of success barriers awareness of results unded projects [/ rain
MS19 | §talked previously of our No data The barriers include No data No data Na data
cfforts to reduce cycle time antitude, acumen -

for patient waiting. We saw from our data that our wait
time was too long. Afier collecting the cvidence, we
decided to close down the office for a half a day and hold a
series of discussions. We divided the staff into 5 teams and
each team had a different project. For one, it was 1o probe

intelligence, persistence to improve, creativity, and building a culture to succeed. We've basically realized that we can't be
too concemed about the rotten apples, if we have them in our staff. Instcad, it is better for the entire organization if we
focus and support the carly adopters to change. It is the carly adopters who will pull the organization forward so that it can
realize its mission and vision. Those who don't have a good attitude, low acumen, etc, are hard to change.

into the pscyhology of waiting. For another, it was researching inte using information technology, in the form of wireless microphones, for easier check-in and check-out. Another group
rescarched Southwest Airlines' organization structure 1o sce how they cfficiently run things and have the lowest waits. We basically had a competition between teams to create the best
improvement project with the idea that we would implement the best project. The idea from Southwest Airlines actually did get implemented, though we are irying 10 work out the kinks
in the system. Basically, when a patient comes into the office now, they get a "boarding pass.” Patients are given appointments at the hour, like 8 or 10 or noon. These are analogous to

flights. Paticnts can "check-in" carly for their appoiniments and they receive a "boarding pass.” The carlicr patients get in, the less they have 1o wait, and they see the doctor first, We are
still trying to get the process right, but it is a start,
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MS20

No data

No data

Just ourselves. Barmiers are
really funny. It's just like

my two dogs, When we have

_specific projects

evidence of success

a dinner party we have to block them in the back hallway with
ge1 around but reatly all they would have to do is push, 1 think we nre the same way. There really aren't any barriers —- they

biﬁﬁcst gun aEainsl barriers. Once we all agree to standardize somcthinﬁ itis an agreement to make the chanﬁe --- otherwise then you aren't providing standard care,

barriers

No dala

No data

No data

awareness of results

u little wouden gate. And the dogs just stand there. They see the gate as a barrier they can't

arc all just little wonden gates,

Standardization has been our

tundd Em‘en‘s

Ms21

I've devetoped a checklist

No data

for the sdministrative

Initially, there were
physician barriers, They

assistant to use when creating

letters when they enroll and as follow-up, It reponts resulis
and problems, interventions. This is the type of information
that nceds to flow back and forth between the MD and RN,

As long as | tell the MD what

letters to the MD, We send

is happening with the

patient, the MD still feels in control.

No data

No data

Ieadershllﬂ mrluing ‘

No data

didn't know what this program was all about. It's a good thing patients could scif-refer, because that is how the MDs
learned about it. Qur program wasn't meant to compete, but many hospitals now view it as a competing program. There
are a lot of fallacics aboul diabetes and diabetes care - | see those s barriers too. There is a barrier of denial,

specific projects

evidence of success

barriers

awareness of resuits

funded projects

{eadership lmlnhl&

MS22

We needed a secretary to

No data

continuc to grow. | showed

No data

No data

No data

No data

the administration that last year alone | saved the system $2 million because of the CHF program. A lot of this money was then spent on heart transplants, but nevertheless, money was
saved. When, they refused to still provide me with a secretary, | 1old them that 1'd close the program for new admissions, That did it, because now ! have an administrative assistant, The
three of us now have monthly quality meetings. Recently, we decided to launch group meetings for our patients, We realized thal patients might want to mect each other since they are
going through similar discasc processes. At these mectings, we gave cach patient their own notebook which had information on their Jast visit, Tab resulis, EKG results, a list of
medication, and a schedule. This was a version of their own personal chan, If they went to another state or were travelling, they could take it with them, We have also started a group
program focusing on stress management for these patients. It costs $20 a person for a six week course, but volunicer services footed half the bill, This is conducted by a psychiatrist
within our system, We have also started sending cut a newsletter to all of our patients on issucs that might affect them. We are asking the administration for another case manager. They
have told us to put together a proposal, | often find myself fighting with administration. For example, | wanicd a ProPac machine that could simultancousty take blood pressure, pulse,
02 saturation (pulse oximeter), and other tests. | needed it for quality improvement purposes. | told my administration, but she didn't champion the issue, | went to another administrator,
and he convinced the board, They asked, "Why does she need this?™ He responded, "If she says she needs it, she needs it." And we got it. We basically never sit still. We want to provide

individualized treatment for all of our patients. When a paticnt dics, we send out a condolence letter, We correspond with lll_lc 'ﬁ_milies of the patients.

specific project

MS23

evidence of success

barriers

awareness of resulls

funded m

No data

No data

No data

No data

No data

leadership trainii

We've done some of this at
the Breast Center and

MS24

evidence of success

darriers

R
awgreness of resulls

No data

No data

No data

No data

nded
No daia

system-wide, It's been more directed at the support staff
tevel with conflict resolution and team work.

leadership traini
No data

c

MS23

evidence q'_succcss

barriers

Nothing. Our micro-system
is a prisoner of our macro-

No data

No data

awareness n‘ resulis ‘unded ﬂ"’E‘“
No data No data

system. If it isn’t important for the micro-system, we have no incenlive to do it and improvement hasn't been a priority.

fen'crsk2 lm’nin‘
No data
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specific projects evidence of success barriers awareness of results Sfunded projects leadership training
MS26 | Nodata No data No dasa No data No data Na data

specific projects evidence of success barriers awareness of results funded projects leadership training
MS27 1 Nodata Our experience was thatat | No data No data No data We had people apply to be

the beginning [gaing team leaders and chose the

Lo apen access] demand went up, fater it went down by best 15, In 3 centers we kept the current leaders and in others, assigned people to centers and assigned leaders, We also

6.3%, down by 8.3% . Overall, by 7%, | didn't have to hire | gave people the choice about who 10 work with. Q: 1 have heard people react in horvor to such u plan because they believe

new doctors [when they began, there was talk of this being | that demand is insatiable and that this will epen the flood gates. How do you respond to this worry? A: Well, if you talk 1o

necessary]. Our no show rate before we began was 20%, people in an HMO, they tell you that demand is insatiable. If you talk to people in FFS practice, they say, In my dreams!

Now we get calls from the head office about why we arc They can't both be assessing patient demond correctly, In the first generation of "open access” people carve out "slols"

not forwarding the fail-to-kcep rates. It is because when based on predicted urgent care demand. But you need to move beyond this and dispel the myth of "needs vs wants where

people make an appointment the same day, the rate is so wanis ure seen as unjustified demands. This is the height of amogance and b-s. In health care, what we scll is a

low, it doesn't even show up in their statistics. Interms of | relationship. But what we then do is put up a barrier in the form of "we think you'l) get better if you just wait™ If they

SUCCess; access is up; match rate is up; quality of care is come in for what we think is an "inappropriate” appointment, so what? First, they'll find a way to get in anyway. Second,

up, there is improved operations; satisfaction among it destroys the relationship. Third, it is an opportunity to do other things - preventive care, 10 explain how they might

patients and staff are up. We asked the doctors how many handle the problem themselves the next time, and an invitation to them to call me. Incidentally, the notion of "demand

would go back to the old system. Only 3/1 L0 said they management” by forcing people to call a stranger is completely misguided. The way to manoge demand is over lime, not

wanted lo Eﬁack. Cosls are down. with a call to a nurse, You explain to the paticnt what to do next time,

N

specific projects evidence o_f SHCCESS barriers awareness of resulls funded projects ludershk mlm':‘
MS28 | We've worked on No data No data No data No data Nodaa

pathways, decision suppont,

and cultural improvements, The challenge is to keep the improvement going. Now we are looking at low cardiac output after surgery. We discovered that the processes weren't defined

or owned. We define them, assign owners, then standardize, We've looked at how ofien patients are having chest pain in the 24 hours prior 1o surgery to develop a prediction rule about

the likelihood of devcloping low cardiac output, We steatify the care and use a multidisciplinary team to stratify care, It's been harder for us to get our arms around the post-0p processes,

In ths OR we put up the patient’s risk --- everyone can see iy,

specific projects evidence of success barriers awareness of results ﬂuda_'pmltm kadersh! tm‘nb_l‘
MS1% | Nodata No data No data No data No data No data
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specific projects evidence of success barricrs awareness of results unded projects leadership I'rﬂl'm'nﬁ
MS30 | Q: You've mentioned that No data 1) avoiding QI jargon. No daia No data No data

you use quality committees. When | first learned about

Can you tell me more about them? A: They arc not formal | CQ1 10 years ago, | came back envhusiastic about sharing what 1 leamed but made no progress. Now { just say, "Lets have

committees, They are groups of individuals who would 4 look at antenatal core." 2) remember that even when it seems you have accomplished something, new people come who

normally be involved in a given process. For diabetes, it were not party to the originsl plans. Before you know it, you've fallen back. We used to think that people would lcam the

includes the receptionist, diabetes nurse, and doctor witha | systems by osmosis, Now, we have a formal induction system to explain and show people [how the systems should

particular interest. We set aside "ring fenced time™ to work | work]. We try to get people to be analytical about what they do. For example, not just continually refilling prescriptions,

on this during a quict period, say at 1:30 for an hour, They | The receptionist coming up with an improvement on getting lab results is an cxample of this culture. 3) we are not quick

pick topics according to their stratcgic goals. An example | cnough. We need to leam how to speed up implementation. We've recently lost about 2 years of headway because of so

of one these quality groups is the one working on the many changes, loss of Fundholder system, threat to jobs. You need security and headroom for staff to allow them to work

tclephone system. They receive 135 calls the first 2 hours on issucs

on Monday, The group came to the unusual conclusion that

capital investment is necded, Their ol system has no voice

mail capability or direct (memory?) dialing. They believed

that a new system would save time that could be used in

other ways.

spedlﬁc projects evidence of success barriers awareness o[ resuls funded projects leadership Iraining
MS31 Doctors can enter their own | No data We don't have much power | No data No data No data

orders into the system.. [authority]. We can't tell

They can also say, "use my asthma orders,” Others are for | Dr. So and So to stop something (like IV Pepsin). Ultimately, we need 1o change the rules and set practices in the ICU,

use of heparin, feeding tubces, etc. There are 4-5 sets of This would include standards about the maximum time between when a patient is admitted and scen by the admitting

heparin orders. We have only fledgling atiempts to doctor, maximum time for calling back to a nurse, CME, annua! or biennial priviteging, perhaps requiring board

standardize the orders, and it would make work easier for certification in some specialty, These are all people in private practice, They have old ways of thinking, and this will take

nurses and resp. therapists. 1 iry to get the nurses lo time, The nurses already have stringent requirements and the quality of nursing care is very high. Other barriers are that

advance the work mther than directly telling the doctors to | we are short stafTed and that we have to compete for social workers, dieticians, etc. There are 50 many issues to be

use my protocol. For heparin, 1 have a weight-based resolved. Although the computer system will enhance what we do, now a lot of data collection is manual, We arc still

nomogram which is a standard of carc, Other docs who do | deciding on an acuity system. Also, the hospital is under major financial constraints regarding equipment, s1aff allacation,

not use this are at some legal risk of not using a standard of { cic. Many other paris of the hospital affect our volume. The ER volume is increasing, and if we don't have room, they

care. We also do a lot of manual tracking of classic have to hold patients there. OR patients come to the ICU, patients on the floor are coded and come here, It is o big

complications; for cxample: reintubations, readmissions, challenge to triage appropriately. In terms of the community, we try to convey that patients and their families can rely on

self extubations, ventilator-associated pneumonia, this our service (o help them with a place to stay and be comforted.

specific projects evidence of success barriers awareness o: results unded projects leadership trainin
MS32 | We have a doc meeting No data No data No data No data No data

once cach month, We have

a clinician meeting once cach month, Then we have a staff meeting. Any issucs mised are ok, It's a chance to give and get feedback. We identify lows and highs (in out patient
satisfaction) then work backward to figure out why, We set a goal of referrals within 24 hours and we did it. But that is somcthing that we must keep monitoring. In reception we seta
goal of answering within 3 - 4 rings and no messages on the answering machine. That might not cven be realistic.Processes arc impontant to clinical goals. Abnormal test results are
something we have worked on, Tests are reviewed every 1/2 day, certain tests are isolaicd, then those are expedited. It's sounds really simple, but we bought a "priority stamp™, And a
"received by" stamp. This lets us track lapg times. As a small business i is really hard to work on improvement.
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specific profects evidence of success barriers awareness of results funded projects leadership lralninx

MS33 | Nodata No data Awareness. Q: What have you done to No data These efforts take a Jot of

increase awateness? A: We time, It requices helping the

scnd out a newslettee within the dept. that includes summaries from each team. Data are posted on the data wall, Wealso | doctors understand that they have to be change agents. You

1alk informally to cach other. Willingness to change. 1 ask people: would you be willing to try? We have now found that can't prsctice [medicine] too because it requires full time

we are implementing change too fast for the support structures to keep up. We think the whole organization will be for guidance, sclecling strategics, assisting with a choice of

involved w/in a year. 25% of ortho is involved in open access, but the records and x-ray folks depended on 2-day notice. | methods, data collection, drawing on knowledge of

They de not yet have an EMR, but they have outpatient records and reasonable inpatient record access. Youcancallupa | changing staff behavier and relationships. All are

med list if it has been dictoted, x-ray, What makes this possible is DocNet [sp?Jiranscription. They have transcription important. As an "outside” member of the team | can say

stations in many units, and you can pult up the transcription {read anly) and see the last note, when last seen, what was things that team members can't say to one another.

done. You can get about 80% of what you need without an EMR requires coaching collcagues {including doing a critique

after a meeting] about ways of developing or presenting an

agenda, how to think in terms of systems and base the agenda on strategic goals. At GM, in aerospace, GE, etc. they have | coach/ 75 employees working on this [lcadership training),

usually engincers, We might not nced that many, but some at least. They pay me the same salary they would pay me if | were practicing pulmonary medicine, | am not an administrator

(like CEO or medical director). It is important to have someane in their prime and develop their interest. The way 1o start is to give someone 25% of their lime and see how they do, if

not, thank them and let them go back Lo clinical work, IT they do well, move to 40, 60%, and on, The change agent is crucial to making this work, Most m-s don't have organizational

goals, It requires someone wha takes this role. Q: It sounds as though you are saying that m-s need to be in a larger system that can foster these effonts. A: Not necessarily, in a small

business, you need someone with a vision; someene who can put the right people together, be an advocate, be confident and sell the goals of the business, coach people and help them

become experts. We have A lot to leam!

projects evidence of success barriers awareness of results jundegpmtm leademiz lm:'uin‘
MS¥M | When we were moving Lo Nodata No data No data No dala No data
teams, some people were

resistant, But reafly there was a minimum of that. The Medical Director and lead physician modeled this before rolling it out for the rest of the group. Then we had to increase RN
stafling in the clinic. No onc would want to go back to the way it was, We started March 1, 1997, We don't have a format QI team or council. Improvements stant with the board and top
management tcam. They will set the prioritics. Rather than have 15 goals, 1 like to have | goal cach year. Last year it was boosting managed care envollment, This year it is customer
service - our #1 goal. One of the improvements within this is working on the telephone systems, information systems. We've done a focus group, We have more mectings that you can

shake a stick at. Three times cach year we have a 112 day all staff meeting. On a weekly basis we have a full clinic 2-hour staff meeting. A lot of the improvement stuff happens at the
meelings.
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specific projects evidence of success barriers awareness of resulls unded projects leadership rral'nfng
MSS We have found that in No dala It will be a challenge to No dnta No data No datn

terms of how we deliver sustain this when the

services we can change the system and outcomes. Some of | collaborative ends. Another bamier is time and resources. No one has enough of cither, Once it was time to

the things that we've done around diabetes is set up group institutionalize something - moving from pilot tests - that was a real chatlenge. E.g., one of the nurse educators hes really

classes, schedule chronic visits around group classcs, resisted doing things differently, She has struggled in giving patients more control, She didn't go 1o any of the lcaming

create a focus on helping patient see own role in care. On sessions, she wasn't part of the improvement team, She did everything that she said she would do, but nothing morc, She

the diabetes register we put whether the patient has a never eimbraced the bigger picture,

collabomative goal with the provider. Providers get a copy

of their own registry cach month, Some providers didn't know how to set collaborative goals. We educated them about how to do this. Qur Jead doctor developed a seli-management

book that we give patients, i walks them through a goal setting process, This fthe lead doctor developing it] had more weight with the other doctors. We worked with the patient to help

them understand the diabetes guidelines. We empower the patient to understand the guidelines. Leadership has been incredibly important. Our Ieadership was very involved in deciding

to participate and then in pulling the interdisciplinary teams together, [t was an unstated expectation, This made it difficult for peopte to blow off the harder pants of the improvement.

We took the approack that you don't have to do this - we arc going to be doing some things. You are welcome to try them too. | am amazed at how many providers have a completely

different way of documenting in the chan, Before the collaborative [on dinbetes] the notes were strictly clinical, E.g., patient not compliant, Now notes are more alientive to patient

needs and goals, What is realistic for their circumstances. We have 233 diabetic patients in the registry, HbAlc has gone from 10,510 9.1, 50% of our libAles have decreased by 1% --

our goal is that 80% will have a 1% decrease, Blood pressures <140/90 have increased from 67% to 75%. We've redesigned the flow sheet - itis updated with the guidelines. The focus

of the reiist_rx is to E‘wc Emvidcls a (ool for Elann'mﬂ a visil without the chart in front of them. Who's cominiin, what will then need?

specific projects evidence of success barriers awareness of results finded Bra!ects leadership trainin
MS36 | Wehave involved nurses in | No data The biggest bamrieris $ and | No data No data No data

ail follow-up care of

screened cases, This is because we have found that
physicians don't always follow-up with paticnts. 2) We
have tricd to reorganize the timing/distribution of
reminders by having carlicr reminders and getting women
in the care process, We are also trying to reduce the
downtime involved in scheduling an appointment. Also,
we are looking at the way women cater the building/center
and are seen by radiologists, We are irying to make the
process even "physically efficient.” Plus, we have worked
to scparate screening and diagnostic work in mdiology so
that both of these tasks can be done simultancousty. 3) We
are currently Irying to improve coordination of care. No
examples can be provided yet. 4) We have a steering

the marginal cost to

implement information systems, We were "lucky” that the larger system established this many years ago, and though an
updatc of the program will be expensive, we think it is worthwhile. The second barrier is the way of thinking, We have
tried to instill a prevention/planning/public health approach. There is a key reason as to why population-based medicine
hasn't caught on among all physicians, When treating an individual patient who has let's say angina, a physician will
prescribe nitroglycerin and actually sce the patient get better. The physician takes comfort in knowing that the patient has
gotien better, We need to make population-based medicine the same way, Physicians have to know whether they are or
they are not improving the health of the population. They need data, their own data, to tell them how their patients are
doing on key clinical indicators. Only information systems can provide the necessary data most efficiently, However, just
10 recognize that information systemns arc necessary requires at least some progressive, broad-minded and flexible
thinking on the parts of physicians. So it's a tough task overall. So physicians arc a barrier. They need training. It has to
start in medical school, That's where the sceds need to be planted, and i1 is has to be kicked up a notch during residency.
And it's not a book teaming thing, rather physicians have to "see it, experience it."

committee for the breast cancer screening program, It has evolved to include a surgeon, primary care physician, radiologists, and various administrative people who oversee each site,
The larger system has replicated the steering committee model with different key areas of clinical care including depression and dinbetes. This steering commitiee is also called the
"Clinical RoadMap.” The multidisciplinary care involved in our program makes life casier for doctors, Even surgeons like it that roles and responsibilities are divided up. | think that

doctors are more open here. It takes a special kind of physician personality to embrace multidisciplinary care. 1t is not just "natural.” 5) We are also working on a project that works on
the notification of results to women, We have found through surveys that women want to be notified of test results in different ways. We are trying to individualize this process based on
a woman's preference, 6) We are also locking into capacity issues, We need enough capacity to deal with people coming in. There must be adequate stafl and resources, We have done

detailed analysis looking at screening patiems and demand. There are many peaks and troughs that we see. Our goal is to try and reduce them so that we can plan and organize our
system better.
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specific projects evidence of success barriers awareness of results funded projects leadership fﬂll'm'ilg
MS37 We have made sure to get No data The amount of change in No data No data We have team building
quanerly reports to sce how s1afT is huge, Staff changes retreats where goals and
we are providing paticnt arc as frequent as every priorities for care are set.
carc as @ whole. On a day month. Second, building
to day basis, we have made surc we have access to data, our team and dealing with the administration who deals with 20 physicians has also been tough, For example, our regular
This has allowed us 1o be more orgenized and see more staff meeting is attended by our receptionist, The administration board docsn't want cur receptionist attending the
patients. Having information like the mammogeaphy rates | meetings. They say that other receptionists for the other docs then complain that they have to cover another person's work.
for a populstion allows us to deal with the information and | So, on one hand, they say "work as a team,” and on the other hand, they don't let the team mect or work together. The
know whar's going on with our patients. other barricr is inenia. People don't want to change. They don't want 1o do things differently until disaster comes through
the door. Nurses also say that we have "done it this way all the time." It's hard 1o make change happen. The last barrier is
still having a paper based medical record. This is the primary source of information. There is definitely a lag time before
all the information is there,
specific projects evidence of success barriers awareness of resulls ‘uudcd Mms leadership trainin
MS38 [ In the inpatient unit, we We did a tclephone survey | Q: You've mentioned the We bring in and discuss the | (Toolkit project, notbased | No data
have been looking at two of bereaved families. We administrative bartiers literature review in hospice program)
areas; dyspnea and how we ] sent a postcard saying we stemming from your
arc trealing preterminal would call, but they could

delirium vs. other causes, |
am planning a new valucs
history form that clicits
patients hopes and
expectations and their
concems. We did the

opt out of the survey if they
wished. We lost a lot of
familics this way — it was
soon afler the death and 100
casy 1o opt out,

affiliation with the VNA. Are there other barriers? A: There have been two major barriers to improvement: (1) the
CEQ/organizational culture; and (2) the information sysicm. We need o nccess data and get clinical information back in 8
timely way. 1 think the way to do this is to start small and decide on perhaps 5 items such as: dypnea, pain, emotional
distress, problems of the family, and other and track these, To do such review, though, you need a safe environment, not
onc based on blame. I don't want this (o be part of the "blame game™ like we had with the VNA in which success

depended on having a certain number of people on "report.” These are very good people who are trying hand to do their

best!

project on dyspnea because many familics reported this as a bothersome symptom during the last ) days of life. We are now treating dyspnea as a 5th vital sign and flow chart it. Reports
have gone from 50% to 0% reporting dyspnea lasting more than 8 hours, We could do this because the hospital CEO bought into it, the Patient Care Coordinators belicved it, the nursing
staff believed it was important. Q: how did you accomplish this? A: Only 2 attendings had to be consulied, and the key was administrative buy in. You can't make change from the
bottom up. The breakthrough came when | showed the staff a timeline of the patient's care that showed what the patient and family were saying minute by minute, and how there had
been o response. Suddenly, the PCC said, "That is unacceprable!” Two nurses decided to measure dyspnea competencies of their colleagues, and we implemented the flow chart By
contrast with the outpaticnt program, the VNA has been in survival mode and only counted visits, We are also doing a project called Care Link on pain management with 8 not-for-profit
hospitals and nursing homes. Q: Many doctors say they don't want to frighten paticnts by bringing up end of life issues, and that may delay their eniering the hospice progmam? How do
you do it? A: We say, "Here are the altematives. One is terminal sedation, Tell me your thoughts.” 1 let the patients guide me. ] might say, "This must be a scary time for you. How are
you doing? What can [ do for you? What are your concemns? Most palients are on the brink of death, It is no secret that their body is dissolving in front of them, It amazes me how
courageous they are. Some have such peace in the face of homific discase, Q: What are the sorts of concems patients express? A: They are afraid of choking and suffocating — physical
symptoms. They may want to get it over with. They want to know who will care for their wife. They don't want to be a burden on others.
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specific projects evidence of success barriers awareness of results funded projects leadership training
MS39 | We have monthly quality No data Giving the information No dnta We have a lot of Medicaid | No data
council meetings. The back to clinictans. We have funding --- it supports the
structure -— tearn based care --- is just the way we are done a good job at recruiting and retaining physicians type of care we provide. Incentives are in-line with our
doing it now, We don't assume that it is necessarily the which has climinated a lot of barriers. service goals,
best, so we keep revisiting the way we do things. Service
planning has been the focus for the past year. We've been working on how to do this better. | want to get the information back that is related to service planning. Residential status, # of
cpisodes of hospital carc, time in jail, time homeless, employment (hours worked, wage camed), ather nctivities, involvement in managing own health, knowledge of illness,
panicigalion in service Elnni follow lhrouﬁh. dmﬁ use, substance use, caffeine, nictotine, hopefulness scale,
specific projects evidence of success barriers awareness of results funded projects leadership trainin
MS40 | Nodata No data No data No data We wete just funded $15 No data
million by NIH 10 do
randomized trials. We are hiring 38 people. We are studying the results of surgery v. no surgery for common spine
conditions, We're usinilhe model for data collection on all the sites,
.gm:lﬁc projects evidence of success barriers awareness o[ resulis funded projects leadership trainin
MS4l No data No data A continuing struggle for No data No data There was an initial 3 week
us has been the financial training --- team
justification. It's hard to prove that you've prevented development, brief negotiation, and motivational
somelhinﬁ. It's even harder to say you've reduced coslts, inlerviewinE.
specific profects evidence of success barriers awdreness a‘ results funded projects leadership tnluin‘
MS42 | We have a pre-natal record | No data The traditional medical No data No data No dat
that now all OB-gyns ate stuff like how specialtics

using. We are moving forward 10 aulomate it using our
"stork-byte™ approach, We also have a data system for all
the operating rooms, A commercial vendor helped us to

place this system and a scheduling system in the OR. We

are organized. It's important 1o have the peaple who developed the "best practice™ or who rescarched it to lead the quality
assurance programs. The independence of the medical staff is also a barrier as is the communication between carcgivers.
Physician cducation can also be a barrier if we don't do a good job teaching physicians about patient education.

have also tried 1o work across departmental units, We have four differcnt NICU teams and thus four different neonatalogy approaches. Now, we have overcome the physicians’ "pnima
donna” attitude, and have convinced them to use the same clectronic medical record, We have also worked hard in investing in protocols and guidelines as well as in the ¢linical

¢lc.

management structure. Concerning the latter, we have a unified physician agreement which has in it standard payment rates, which meetings physician have to go to, itles, payments,
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MS43 | Our besic technique has A great advantage here is Once we have good No data We cumrently have a project | No data

remained the same. We still
use stainless steel wire for
the decpest layer of repair,
for example. But we are
always looking at ncw
materials and processes, for
example suture matetial,
cautery technique, type of
local anesthetic (we've
gone from novicaine to

that we are able to study the
cffect of change and know
with great confidence
within 6 months to a year if’

information about the

usefulness of & new approach, most accept it. But they can
choose nat to.

under way

a change is sn improvement because our volume is so large snd the technique standardized. For example, we have a study under way on chronic pain
management and have begun another 5 year study on repair of femoral hemias which is the sceond commonest hernin (aficr inguinal). We arc irying
several techniques and hope to leam which is best. This will be very useful information, not just for us, but for the whole medical community, Here, an
individual surgeon can do 150 - 200 in a short time where a general surgeon could never get that volume. [n another study of chronic pain management,
we are working with an anaesthesiologist from the universily on a retrospective study, then we will move to a prospective study,

xylocaine to markaine), antibiotics (whether to give IV or arally), a new kind of dressing or equipment. For children we dor't use clips and use dissolvable suture instead. We have a
business meeting — myself, the CEQ, medical director, head of PR, hesd of nursing — and present ideas for something that seems (o present an advantage. We try to make it
unanimous. We decide whether to try something on a small scale. If we agree to try a change, we make the change for 2 1o 3 months along with the old process or material and irack it

by asking for input from gglicms. nurses, and sucgeons.
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Expert systems =

improvement, part 2, expert systems

Emerging clinical evidence = How do you and others in the micro-system access and incorporate emerging clinical evidence?

We hear a fot about guidelines, protocols, and expert systems to help clinicians get up-to-date information. Do you use any such systems?

Best practices = How do you identify "best practice" sites and processes?
Information sharing = flow is new information shared among clinicians and incorporated imto clinical practice?

LXDErT SYSIEmS clinical evidence best practices information sharing
MS01 | Nodata No data No dats No data

expert systems clinical evidence best practices l'nlnma:lon slmn‘n‘
MSa2 | Knowledge coupler is the best tool there is You can send information 1o the knowledge I read a lot outside medicine. 1t is not that

out

coupler.

there. Given the diversity and biology, it is very hard to devclop gls thut would help with an
individual patient The EMR has a Protocol Function. The hospital is gradually developing one
for inpatients (by CERNER). Another function of the Medical Assistants is to take the
responsibility for getting the results of tests, ex CAT scan before a patient visits, I can access
lab data, discharge summarics, x-ray reports for his hospitalized patients if their discharge

summaries haven't been sent to me yet.

different, | read the Harvard Business
Review. Right now | am leaming a lot from
Tom Petsinger's book, New Pioneers. | lecam
from the ID-COP program too.

We have regular provider meetings (EMHS)
on substantive issucs, We've grown rapidly
from B to 30 providers, so there hasn't been
much chance until now. We also have clinical
mectings and meetings with patient reps cach
week. We spend a lot of time on this,

expert systems

clinical evidence

best practices

information shnrgg

Mso)

We have some protocols that we use. The
problem with protecols in general is that we
find that they are too long, bulky, and
somewhat unrealistic. For protocols to work,
they have to be focused and testable,

Since this is an academic medical center,
teaching is done here on a constant basis.

No data

Teaching rounds make it possible for
information to be disseminated. However,

What we feel is good to preserve becomes incorporated in clinical care. In another hospital, it
might be only 1 doctor calling the shots, In our geriatric unit here, a group does this.

teaching also makes care slower and
increases the number of tests done on
average. Allowing students to see the patients
takes time,

MSso5

sysiems

clinical evidence

best practices

information slmriﬂ

There are CD-Roms available in med
libraries in hosp., not in ICU,

They monitor published guidelines from Am.

Thoracic Soc, ACP, 8. Crit. Care Mcd, adapt
them and can put them in place w/in weeks,

For head trauma, he could go to several
listservs, query others for their guidelines s
(e.g. (PA and pulmonary cmboli) iranslate to a

No data

protocal for their usc and be able to have a

reasonable on lo begin with in days.
18 Systems clinical evidence best practices information sharin
We try fo puli out protacols, guidelines,and | No data We have some benchmarking agreements No data

articles to give with the data, They can be

used as a resource, We try to adapt the guidelines some, but really we just try to use them as
they arc, Giving them abstracts from articles is a way to keep emerging evidence in front of

with other hospitals, We belong to the VHA

group for CHF and stroke. We have monthly phone conferences, My role has been to facilitate
these, We've gotten mixed feedback about how helpful they are.

i

' ems

olinical evidence

best practices

Nodata

No data

No data

information sharin

No data
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clinical evidence

expert systems best practices information sharhfﬁ-_
MS07 | One example involves protocols regarding No datn Both physicians and nurses come back with We don't have any formal mechanism by
brain edema. Our protocols were going well, new ideas about processes of care, which clinicians are kept up to date on,
However, new literature cmerged on aspects such as cerebral perfusion pressure. Thus, one of | literaturc in general. Only when there is a specific identified problem in our microsystem do
the neurosurgeons here recommended that we revamp the protocols (o incotporate the new physicians atd nurses read the literature and share findings.
findings. The neurosurgeon gathered the evidence and the first protocol was designed by o
team headed up by & unit nurse. The protocol was soon standardized and ownership was
created at the physician and nurse level.
expert Systems clinical evidence best practices In‘nrnmlon shnrlns
MS08 | Nodata No data No data No data
MS09 | Nodata No data No data No data
rl Sysiems clinical evidence best practices informasion sharin
MS10 | Nodata No data We found 4 centers outside the group (the No data
NICU 2000 group) that are excellent in
family care. We tclephoned surveyed all the sites that the Institute of Family Care suggested. We 100k the top 4 and did site visits. The thing that distinguished those places that are achieving
excellence is the organization culture, Qur culture was “of course babics get infections, they are not well to begin with.” But they saw an infection as a failure, not entitlement. All the way to the
bedside the unit knew that infection was a failure. The Ehilomghx has to permeate the orﬁaniulit n.
expert systems clinical evidence best practices information slum’u;
MS1t ] Nodata This is my job in particular --- 1 don't do aiot | We haven't done anything specific to No data
of other things. | am on the Board of’ diabetes. We were part of a large study.
American Endocrinology, We are pan of some clinical research projects, We read everything and are at every conference, [ would estimate that 10% of our expenditures are for keeping abreast,
Whenever there are retreats or medical meetings we show up to talk about diabetes. We have communily programs --- 2000 people will show up, We push to be in front of people. Diabetes is
always on the table. We make cducational tapes that arc sent 10 the MDs, We have ncwsletters.
expert Systems clinical evidence best practices information sharin
MSI2 | Nodata No data No data No data
A A
expert systems clinical evidence best practices information sharing
MS13 | Unfortunately, many of thesc guidelines by No data Our protocol process basically is stealing People wlk and share, that's when they have
the time the evidence supports them are 8 yrs from the Intemet. Also, IHI list serves are a fun, When they're not having fun, you hita
old. In the time being, medicine changes. Overall, it's hard getting people (o buy into protocols | big assel. This is where people brainstorm barrier. Change can be slow,
and guidelines. It's hard to get over 60% nationally. If you do, you almost autematically getto | protocots, from the management of asthma to
about 80%. In the ER, all the doctors work for me, | am the physician/leader. They love and increased security in the ER.
fear me. Our ED) projocols are followed 98-100% of the time.
expery systems clinical evidence best practices lulormudon sharin‘
MSH4 | Wedon't have an expert system. We haven't No data Participating in ID-COP has been one way No data

had much success with implcmenting

for us to compare. But it is hard to say what is

protocols. We are implementing guidclines for diabetes care. This has been a formalized cffort
to train and follow-up.

a best practice. We don'’t really want te identify a group as an ideal practice. We have looked a
tol at what works well and how i1 might work here.,
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expert sysfems clinical evidence hest practices information sharh;&

MS15 | Thatis a very complex question. Ithas tedo | No data No data Na data
with 1T, I we could afford a computerized
record we would do il tomorrow, Cookbook guidelines don't work. Evidence based guidelines only work if 1 know the details of the evidence and content. Some of the guidelines become turfl
battles --- two different groups taking different points of view. We have to make our ewn decisions based on what we know about the patient. Then they send in some administrative person 1o
look at our records and see whether we are following puidelines, There are a ot of factors that go into using or not using a guideline, Guidelines often follow practice by 2-3 years. We do things
based on the litemture more than 1hcjuidc!ines.
expert systems clinical evidence best practices information slmn‘ng

MS16 | Nodaa No data No data No data

MS17 ] Nodata Nodata Nodata Nodata

MSI8 | Nodata Nao data No data No data
expert systems clinical evidence best practices in‘omcﬂon slurin‘

MS19 | Weuse some guidelines from various No data No data The doctors may use computers and Web
speciaity socictics in our care, The 150 based resources at home, At the center, we
independent optometrists whe we work with look to us for our standard of care. We produce documents on eye discascs and treatments don't have computers in every room. There is
according to guidelines and then we distribute them to our customers. I think that the critical pathways have a great opportunity for growth, It's | no Intemel connection. We don't find time to
important for doctors to know what 1o do next in all situations. Thesc pathways give themn a 100l and adds to the scamless care process. Itis do this. We find oursclves cvaluating patients
important, however, for these pathways and guidelines to be accessible to the providers, something like Roladex would be helpiul, and doing tests rather than looking up facts or

litcrature, [nformation is shared via word of
mouth.
expert sysiems clinical evidence best practices information sharin

MS20 1 Nodaa No data No data No data

MS21 No data No data No data No data
EXpErT Systems olinical evidence best gnmlces iu‘omatbn: slmin[

MS22 | Our "standards committce” has put togethera | Dr. D. put together a protocol for the ER. It's | Nodata No data
list of medications, They asked me to write a quick check list and has a basic scale for
down signs and symptoms and her thoughts measurement. There is also a Lasix protoco! for fluid buildup, Dr, I3, also showed thatan [V
on medications. They have taken this into Lasix drip that worked slowly was the most cffective and satisfying for patients. The PCP's
account when writing Euidelincs. now are doin‘ this same lhinﬁ.
expert systems clinical evidence best practices information shadul

MS23 | Nodata No data No data No data

MS24 { Nodata No data No data No data

MS28 | Nodaa No data No data No data
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expert systems clinical evidence best practices information sharlng

MS26 | Nodaw No data I'm not really familiar with what they are No data
doing with clinical care, ['ve done s lot of

looking at best service delivery. 1tell people by word-of-mouth, our newsletter. Our goal is to create the capacity to see routine, non-urgent
cases today. [what do people say when you tcll them that is the 59“]—?-1 They are skeptical. "That's impossjble” "We can't work any harder."

cxpert sysiems clinical evidence best practices information sharing
MS27 [ Nodata No data No data No data

expert systems clinical evidence best practices information slum‘u&
MS28 | We had a lot of skepticism carly on. Using No data No data No data

them doesn't mean picking it up every day.
I¢'s become pan of the process - it isn't thoughit of as anything other than the process. Everyone
aﬁt_e_cits_wilh the concept of the standard care plan is what is important,

expert sysiems clinical evidence dest practices information shami
MS29 ] Nodats No data No data No data

expert sysiems clinical evidence besy practices information sharing
MS30 | Preventive care screens pop up when patient | No data Informal netwerking with people you know. No data

summary is accessed Also, government has identified 50-60

Beacun Practices — ours is onc of them.

The purposc is to capture the advances, innovations for dissemination. | believe the role of the GP is changing. It used to consist of someone 1o give a diagnosis and provide an expert plan of
management. Now, 1 may diagnose but the patient can become an expert on his health in his own right, more expert than 1 am. Patients were once supplicants with the duty 10 be compliant. Then
they became "consumers,” Now we are moving toward partnerships. Although we don't do much on c-mail, and paticnis are not on the web yet, we are getting there, We arc actuslly further
along than Europe. The Beacon Practice program involves the GP practices; all specialists are hospital-based. Different amangement in the GI's surgery as well. [ do not have a suite of exam
rooms to go from one to the next where they are ushered in by a nurse. Instead, | fetch the patient from the waiting room, take them to my office and have a curtained arca for examination, We

do not have vital sims taken for cvery ﬁliemI onlz when indicated, The buildin&! can be configurod much more Siﬂii' The computer is in my office, so [ can enter datn and notes immediately,

ms clinical evidence best practices in‘ommn slmr!n‘
MS31 | Sec above on multiple orders, and their desire | We suggest to the doctars that they might like | No data No data
to simplify to try something [new]. We never force them
0.
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expert systems clinical evidence best practices information sharing
MS32 | We pay aétemion to screening protocols, Sharing from mectings, reading, computer A Gl practice we konow is renlly gond, ahead | No data
Those from American College of Physicians, | search engines. But, I always wantto sce the | of the curve. We consult with their office
American Gerialric Socicty, American data myself, Just because someone says this manager, We encournge our office manager to attend meetings. But you really have to think
Preventive Task Force, But sometimes there | is better, that isn't enough for me. Idcally, it | nbout "best” overall. Perfect hip replacement don't do well in sick bodies. Even if we know
are conflicts in the written protocol. [what do | needs to be casily accessible. Give who is best, we don't necessarily send our patients there if they don't pay attention to all our
you do then?] Explair to the patient, that this | information to help prevent errors --- the patient problems,
one says this, but then this other one says Rieficnstrif Institute does this, But that just
this, isn't nffordable for us. At the hospital there are systems that tell if medications are contra-indicated, but we can't implement parallel systems, It
all needs to be part of the same system.
sysiems clinical evidence best practices information slurln&
MS33 | There are a lot of guidelines in most No data No data No data
institutions, but the way they are
implemented destrays their usefulness. For cxample, the diabetes guidelines are 40 pages. As a physician, [ look at them and decide on the 2-3 most important things that should be done and
work on getting those done consistently, Work on the others later. Ex: HgA §-C a1 6 month intervals, urine creatinine, if given diabetic educaiton. | try to set up a process to make sure that is done
100% of time. Example: they have a pe registry of diabetic patients. There is a flow sheet on the chan. Anyone who touches the chart (anyone) can order a HgA 1-C that is due. Even this is very
hard to implement consistently.
EexXpert systems clinical evidence best practices information sharin
MS3}4 | Nodaa No data 1 think it is limited by the amount of time we | No daia
have, We have participated in the 1HI
Breakthrough Serics --- that has been a buili-in infusion of benchmartking. FQHCs collect data
on our own health Elin&
S
expert systems clinical evidence best practices Information sharing
MS3S | Nodata No data No data No data
expery systems clinical evidence best practices lntomatlon slmrln‘
MS36 | Overall, guidelines are overrated. They are The multidisciplinary carc tcam takes innew | No data No data

outside the domains of medical schools,
Everyone knows that continuing medical
education doesn't change medical care. We
do need information technology for
organizing the clinical data and producing
new data. We need more selective sets of
data, as well, We don't need to know
cverything about the patient.

information by looking at different

guidelines. Qur Intranct has an "In Context™ scction in which physicians can check on
guidelines and outcomes of care, All physicians have access to this and we also use email to
inform and remind doctors to regularly check this site, We rarely get emails from patients
regarding the care process. We arc however looking at different web-based sources,
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expert systems clinical evidence best practices informarion shaﬂ'ng_
MS37 We have access to "In Context,” It is updated | Over our Intranet, we receive n "What's Hot" | There are some criterin for best practices and | No data
on current protocols in disbetes, CV, ete. By | bulletin where expens give the Jatest news on | clinical planning that 1 am net sure about, Tt is
reading and answering some questions, new trends and statistics. quite obscure how this is "filtered” dawn.
doctors can also cam CME credit. We are Systemic changes are sometimes unclear and
linked 10 the National Library of not always obvious.
Medicine/PubMed.
expert sysiems clinical evidence best practices information sharln‘_
MS38 | Nodata We do our own literature reviews, bring them | No data No data
in for discussion. Qur physician group
includes an intemist and pediatrician. We review our own protocols and update them. There are not a lot of guidelines beyond those for cancer
pain. We look at the Oxford Textbook of Palliative Care, A H Pall Med. | use the web for lonelydoc and do a search there.
expert systems clinical evidence best gucdca information slmriu‘
MS3¥® | Nodata No data No data No data
S S
rt Systems clinical evidence best practices information .rhadn&
MS40 | Guidelines don't work. You just can't force No data No data No data

people to practice a certain way, What we do

EXPEIT systems

is use the best evidence and challenge people’s decisions based on the evidence. We have a lot of standardization in what we do, but it allows the
ﬁgicims lo ﬂclicc and see the value, I'm wotkinﬁ here cveryday and scc the problems, You can't s¢ll a system unless you are in the system.

clinical evidence | best m

lntomadon slum‘n‘

—

MS41 | We have lots of protocols. The role that is No data No data No data

played by nurscs is at the limit within the law

of NC. Some nurses had problems with this. They were nervous about what they were being asked to do, but it was all within the limits of their

licensure, We had the state licensure board come in and tell them that it was ok.

expert systems clinical evidence best practices iu‘omcm'ou sham
MS42 | Nodata No data No data No data

expert sysiems clinical evidence Dest practices information sharing
MS43 | Nodata No data No data No data
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Improvement, part 3, errors and patient safety

What happens = What happens in your micro-system when someone makes an error?
Culture = Probe the extent o which there is there a blame-free culture, comfort in identifying and addressing errors, and effors to learn from ervor.
Procedures = Have you instituted any procedures to improve patient safely (e.g., standardize, simplify, training in teams, simulation, error reporting?)
Sources = What do you believe are the major sources af error or harm?
what happens culture _procedures Sources
MS01 | Nodata No data No data No data
what happens culture procedures sources
MS02 | Sharing information with paticnts is the No data No data When Iab results are returned, they come
biggest safeguard. The EMR docs drug- back by provider, and I

drug interaction alerts. When the paticnt leaves the office, he/she gets a printout of their
medication list, Once in a while a patient will call later and say, "I was looking over the
list, and 1 am not taking x anymare, but Dr, So and So has put me on y," It takes all of us.
Another safeguard is that the KC forces me to consider all the possibilities. For example, if
a patient comes in with headaches and vomiting, it has & structured sequence that makes
you consider the causes, including cercbral hemorrhage. When a mistake is made, T deal
with it openly. For cxample, a long-time patient of mine got very sick from
misunderstanding how to take her medication. When she came back, | apologized. She
told me at the end of the visit that if [ hadn't apologized, she had been prepared to leave the
practice!

can attach them to the patient's chart. When 1 open the patient record to the "deskiop” Mags
alert me to deal with abnormal results. | also worry about omissions for results not
computerized, such as biopsy reports on paper. Thesc are systems problems and amenable
to standardization. We can develop tools to deal with this. Alfred North Whitehead said
that you can recognize advanced civilizations by the number of complex actions that occur
automatically. These systems must be made as transparent as possible. Everyonc,
including patients, must know the risks and trade-oflfs. Not to share this information, with
patients, including unceriainty, is a disservice to them, Not all my paticnts accept this, but
it is changing over time, and 1 continuc to encoutage it We also do an exit imerview with
everyone who leaves the practice. | have found that the most important reason is a series
of systems emors. The last

is simply the final straw. For example their appointment was bumped 3 times, or someone does not get back to them. Their trust in the system starts to erode. The doclor-patient
relationship is important, but perhaps more important is how much they can rely on the system not to let them stip through the cracks. Patients want a doctor-patient relationship 10
protect them from the unrcliability or to provide a pathway through the unfathomability of a health care system. *Q: Don't they also want an advocate for their interest? A; The system
can be an advocaie, It can be a reminder that a mammogram aceds to be done, that there is a system in place to make sure it happens, that things go well, A system can cmpower the
medical assistant to insist that a patient be seen, cven if it means clashing with a provider. We should not let oursclves be put off by the sacredness of the doctor-patient relationship, We

Msod

need more Ecncralist s&iulimicm Sthough an oxm} because exﬁ’em:e couitts, For ex llI'lEll:l 1 focus on musculoskeletal Emblems. The NPs do more gy

what ns

We "cut off their heads.” No, seriously, we
hope that the error is comrected.

clilture

There is constant talk in the unit about
things like the time for when a patient
is"salc 1o go home." However, this is

SONrces
No data

different from giving the wrong dose of digoxin, for example. We have systems in place that try to ensure patient safety. For example, after a doctor first writes an order, the nurse picks
the order up and if he/she is not comfortable with the order, they check back with the doctor, The pharmacy also has s drug formulary for the hospital. If the phanmacist detects a wrong
medication or dosage, they do not give out the drugs. Thus, there are many checks in the system. The most frequent errors are medication ones.
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what happens culture procedures sources

MS04 Preventive: charge nurse reviews last 12 No data No data No data
hours of orders and lab results. Phormacy
software spots problems in route, dose, drug-drug interactions, elc.; pharmacy empowered to change order. PhannD on rounds reviews MARs; picks up problems {d-d interactions) and
suggest alternatives. Detection, Mitigation: depends on how detecied -- If drug, route, dose, ete. nurse is queried and patient and provider are tracked, Patient for untoward outcomes;
provider to make sure it is not a pattem; i it is, ICU not the place to experiment with remiedial actions--patient acuity too ]ﬂh.
what happens culture _procedures SONFCES

MS05 | No data No data No data No data

MS06 | Nodata No data Na data No data
what happens culture procedures sources

MS07 | The ICU is a very open and trusting No daia No data No data
environment. No one covers up problems.
We have multidisciplinary rounds during which cverything is looked at thoroughly, Computers would bring out errors if one occurved that no one knew about. There are random
personnel issucs, and we deal with those on a person-person basis, Thesc are usually errors of omission, forgetting something. However, system wide procedures to improve patient
safety have not been necessary. One arca in which we, like tveryone, slru“lc with is in medication emor.
what happens culture _procedures Sources

MS88 | Nodata No data No data No data
what happens culture procedures sources

MS09 | We have a formal system for doing this No data No data No data
that involves analysis by other physicians.
It is done case by case. We try to look for systematic crtors, for example lab repons not going to the MDs offices, We look a1 whethet they are recuming cvents and ask if there is
something we can change, One time an amnio sample was nat picked up on time. So, the paticnt had to be brought back in for another amnio — this is potentially a high-risk eror.
Although this had only happened one time we wanted to make sure it didn't ever happen again. So we instituted a phone call check up with the Iab to see if samples have been picked up.
It wag a one-time occurrence but we changed the system because this was &lcmiallx a lnmc efTor,
what happens culture procedures sources

MSI10 | Aired in public, exposure, lynching. Ifitis { Nodata No data No data
low rigk, it is dealt withon a 1 to | basis,
But we need to fix the system, safety mechanisms were bypassed il an crmor occurred and resulted in a bad outcome. The previous model was public lynching. This of course was
couched as building character, Now we discuss the crrors in 2 open foram, By the time it gets to this point it's non-judgmental and non-accusatory. It must be aired publicly to make sure
that the system is fixed. People need 10 recognize the potential for error and take it scriously. We have a critical incident debriefing. It creates a support group for the person to keep the
incident from becominﬁ dcbilitalins to mvidinﬁ Eood care,
what hg)!cus culture procedures sources

MS11 | Nodsta No data No daa No data
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what happens culture praocedures sources

MS12 We just don't have a mechanism for No data No data No dau
discussing errors. We're reactive, not
pronctive, [ guess it depends on where the error originates, It was not uncommon for us to have duplication crrors because we had two systems. We had to develop a system to double
check. To some extent, reponiing errors lead us to develop the interface between the two information systems, What has been mosi problematic for us is following up on abnormal lab
results, For example, an abnormal mammogram. The handofY just might not happen. Then the patient would be called in and the error explained. Epic has a drug intemction alert. 1 send
my nursc and myself an c-mail message 10 remind myself to check on lab results.
what happens culture procedures sources

MS13 | That's a good question. Because when you | The ER has fortunately not had any No duta The time needed 10 inculcate a protocol in
recngincer a process like x-ray cycle time sentinel events (bad). For improper the ER. The development takes time.
from 73 to 23 minutes, you ask, what's the | medications, there is a systems mechanism Physician need to embrace the protocols,
error ratc? We have measured this and
have noticed a statistically insignificant increase in the number of false positives, This is 3%, and is right around the national benchmark, So we have tracked and mitigated this issue,
Every staff mecting, we systematically go through all errors. All errors are presented as s1aff ervors, not individual emors. Everyone has 1o sign off on an x-ray. So, it's the
collectivization of responsibility just like the collectivization of data. Here is my thinking on ervors. First of all, I think broadly about errors, Long waiting times, patient dissatisfaction,
stafl confusion are all crrors in my book, Secondly, let me 1ell you my super-gluc theory, When my daughter a while back broke the litle am of her 1oy ballerina, she came me 1o me
and said, "Daddy, please fix this.” | ok out the super glue and gently put the ballerina back together, and she said, "Daddy you're the best.” That killed me. But the freakin' health care
system doesn't allow us 1o do that. For example, there is a new type of super glue like material that can be used during stitching. It is used in France, Canada, but not here, For me to usc
it in this hospital, | have to go through so many hoops, First, | have to convince the hospital to get it on the formulary. Then, [ have to sweet talk a committee to purchase it, Then, it has
to go to a protocol and credentialing committee. Then policy has to be drafted on it. It takes months and months, you have to go through layers and layers of burcaucracy. We haven't
reached the gxht balance yel,
what happens culture procedures sources

MSt4 | Nodata No data No data No data
whll_hgfzms culture rocedures sources

MSIS | First we apologize to the patient. Fordered  § No data No data No data
an MRI of a patient's back, When [ order
8 1est the result js put on my desk until 1 deal with it — | never got it so 1 never called him back with the results or to follow-up. Four months later his wife called to find out the resulis
of the test. And he had been in pain waiting all this time. This makes me think that our office system is faulty. One of the office system is anti-coagulation, We have 1o have a fail-safe
sysiem that the same thing happens to all patients, Punting people on blood thinners is high rigsk. Medications are one of the biggest risks. We make it casy for patients to switch MDs
\wljl.lg our practice if they don't like the care they receive.

| what happens culture procedures sources
MS16_ ¢ Nodaa No data No data No data
MS1? | Nodata No daa No dala No data
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what happens culture procedures sources

MSI8 | Pcople are willing to share errors, Thereis | No data Al 7pm one evening & person giving care to { No data
not a "lct's get that guy who made the a patient in a hospital who was recciving
mistake” but “how did this happen and how | cancer treatment. The paticnt wanted an advance dircctive --- if my heart stops, [ don't want CPR. The person told the nurse at the unit
can we keep it from happening again.” desk about this request and asked that the nurse please teli the MD. The MD never heard this, At 6 nm the next momning, the patient had a
"What do you think we should do about cardinc arrest and 8 code was called, 20 minutes into a code the request was seen in the patient's record that the patient didn't want this to
this?" Of course, sometimes there is happen. We saw that therc was not a clear responsibility to report the request to the nurse, to report to the MD, The physician always
incompetence, But incompetence is s decides whether an order will be written or whether 10 go 1alk to the patient before writing the order, The system worked a lot of the time,
personnel deployment issue. but it wasn't consistent.
what happens culture rocedures sources

MS19 | Wetake a systems approach to this Ne data No data No data
problem. It takes a little while for people to
get used ta our philosophy. Most people are from the school of though that somecone makes o mistake and they should be blamed. However, this school of thought flies in the fact of
using teams! Thus, we doa't usc it. It's important here that everyone buys into errors being a systems problem, If one person doesn't believe tha, it messes up the comfort level for the
rest of us, Luckily, we don't have these folks right now. If there is a situation in which a s1aff person is repeatedly incompetent, we may nced to fire them, but that's the only
individualized treatment. I recently made a pretty big mistake mysclf. I broadcaste this mistake 1o the entire staff including the medical director. I did this because [ wanted people 10
know that it's important 1o be up front and open about errors.
what happens culture _procedures sources

—

MS20 | We deal with emmors in a vaniety of ways, No data No data No data
We try nol to make it personal. We don't
nail people. 99% of the people working here are great, If something bad happens it scems o me that the system has set the person up for failure, When you gather the data it almost
never is what it seems to be, We had a patient who wasn't doing well. The physician ordered lidocaine, The nurse gave the patient a whole amp of epinephrine. We all thought "how
stupid.” But when we started looking at the medications they were beside cach other in almost identical boxes. Still she shouldn't have mede the mistake but you could see how it could
happen the way we had lhinﬁs set up,
What happens culture _procedures sources

MS2t | Nodata No data No data No data
what happens culture procedures Sources

MS22 | We have a set up that is close to fail-proof. | No data No data No data
11 something slips by, we try to take care
of it right away, 1 think because our patient education is good, we don't see foo many errors. Any errors are oversights, Many times the
pharmacy catches it. Other times, the paticnt catches it. Sometimes, you are surprised about how much the patient knows!
what happens culture procedures SoNrces

MS23 A patient fell through the cracks once. We | We go directly to the person who made the | No data No data

instituted a system where we prioritize
results and send letters to the patient
regardiess of the results, In the letter we
give the results and the next steps,
Sometimes the letter is everything is
normal all you have to do is remember 10
comc in next year for your mammogram.

crmor and go aver it. On a yearly basis we
present errors and discuss them, We try to
keep o record of errors that are made,
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Mechanical problems are brought to the attention of & nurse advisor, risk manager, MD,
We try to leamn what we can about how it happenied and how to prevent it. We don't pursuc
anything about an individual unless something points to a trend. This is not a punitive
approach. | am very slow to make an issuc of something. For incidents like a fire, staff
misconduct, malfunction of equipment we have medical staff procedures to deal with it. It
may have to go to the VP for Medical Affairs,

what happens culiure procedures sources

MS24 | Nodata No data No dnta No data
what happens culture procedures Sources

MS2§ | Inthe office an error would be taken very | Ne dat No data There are fewer and fewer people available
scriously. We identify all problems, The to do more and more tasks, There are anly
MDs, staff, ancillary staff have monthly meetings 1o talk sbout these issucs. We have open | so many systems that can be put in place. Time hecomes the limiting factor. You need a
meetings and have very lintle criticism of the people. Smali groups may get together to certain critical mass of people and good systems. Without either it doesn't work.
brainstorm and bring back ideas to the larger group. If there is something we can change
we will,
What happens culture procedures sources

MS26 | Nodaa No data No data No data

MS27 | Nodata No data No data No data

MS28 | Nodata No data No data No data

MS29 | Nodata No data No data No data

MS30 | Nodata No data No data No data
what Mcns culture procedures solrces

MS3 | As the medical director (or attending MD), | No data No data Equipment and medications are a special
1 have to sign off on an incident report. concem because they can be so dangerous.

The wrong dose, shocking a patient when O2 is in use, instruments, electric cuments,
monitors, misreading orders, blood are all of concem, It is very important that every
member of the staff and MD be made constantly aware [of the need to pay attention 1o
safety issues]. It may require education or acquiring new skills, but you can never rest
[thinking that safety is taken care of] Among pharmacy issucs, the wrong dose, the wrong
meds, the med not being there, and ancillary services not performing when needed are

concerns, Just as when rescuinﬁ [ dmwninﬁ gien& timeliness is critical.

| f.‘lt'_f-l_rt — ures sources

MS32 | First we figure out how it happened and No data We have standard procedures for approving | The biggest risks in primary care practices
back track through the process. We prescription refills, We have instituted are prescriptions and labs.
encourage open sharing. We try 1o double sampling if certain patiems are
be non-punitive and make the point that these arc systems isswes. detected in lab reports, Chasts with outstanding labs are kept in a separate place as a

reminder (0 follow-up.

what happens culture procedures SoNrces

MS33 | Inpatient crrors and patient safety is the No data No data No data

subject of a major effort going on now.

I will result in a monograph, but is only in rough drafl form now, That is another entive conversation. It is being done by Action for Change Today (ACT) supported by Fortune 500
companies, the National Coalition on Health Care. The monograph will highlight several institutions The big issues are : medication cmmors. They have identificd 45 things that hospitals

and outpatients can accomplish. They are interested in near imisses.
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what happens culture rocedures SONFCes
MS34 | Nodata No data No data No data
MS35 | Nodata Nao data No data No data
MS36 | Nodata No data No data No data
what happens culture procedures sources
MS37 | A pharmacist works on the tcam and has No data Communication. Training the right people, | Systems changes that we don't know about,
access 1o algorithms for patient education providing the right education, and relying or ignomnce.
and notification of drug-drug reactions, If it tooks as if it is a systemic problem, the on communication is the key.
hospital does a study and gives feedback. If it is one episode, we iry to address it
ourselves. It's hard to talk about “error” because it is culturally not acceptable for fear of
Ii(iﬁulion. But we ry,
what happens culture procedures Sources
MSI8 | We could improve. When complaints come | No data No data No data
in, we convene (o try o icam what went
wrong. We review them and get patient-centered repons to understand what happened. Is this a sysiem problem? Is this a pattem? This is very different from other approaches which
was 10 find who to blame. These are good nurses. In one example, a 4-year old child with meningitis was misdiagnosed. The parents were acting out, and the respotise was to stiff it out
(1 think she meant deny their responsibility, refuse empathy]. [ tried to explain, "Here arc parents who onc day had an active, healthy 4-year old. The next day he was s vegetable, Try to
understand their fcclings of anger and E‘cfl and helE them find somelhinﬁ positive.” This [both approaches] come from leadership.
what happens culture | zm_c.e_d urey sources
MS39 ] Nodala No data No data No data
MS40 | Nodan No data No data No data
MS41 | Nodata No data No data No data
MS42 | Nodata No data No data No data
M_Wns culture procedures sources
MS43 | You mean medication errors, follow upof | No daia No data No datn
abnormai Iab resulis? Let me give you an

example. We don't have intemnal medicine specialists on staff, so all EKGs arc semt out by courier to be read, Sometimes the reading comes back abnormal--ST changes ctc., and we
have to redo it, and sometimes cancel the surgery to be on the safe side and have them worked up with a stress test, etc. This upsets the patient who is anticipating the surgery, Other
crrors — we have patients who are on anticoagulants, and sometimes the lab makes errors in reporting pro-times, If we suspect an crror, we put ofT the surgery and repeat the Iab work,
We don't rush to surgery — after all, this is elective surgery. Occasionally, the wrong concentration of antibiotic or anesthetic is prepared. Fortunately, the anesthetic we use has very
wide latitude in terms of toxicity. In once case, we had a series of post-op wound infections. We fooked at the OR, the time, personnel, swabbed all personnel and finally treated one of
the surgeons for a staph in his car and removed him from the OR until he tested negative, We pay a lot of attention to making sure we don't do surgery on the wrong side. The nurse and

surgeon both examine the patient and confirm the side. The circulating nurse who takes him to the ER asks which side. When the patient is sent 1o shave, he is told to shave only on the
side of the hernin. We've never done the wrong side yell
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Health Care Micro-systems interview Responses

V.

Macro-system helps
Macro-sysiem ix toxic
Ideal financial siructures

Leadership

Can you give me some examples of particularly heipful ways in which the larger organization affects the care provided by the micro-system?
Can you give me some examples of particularly toxic ways in which the macro-organization affects the care pravided by the micro-system?
What financial structures for payment and rewards do you believe would be ideal for improving the guality of care?

Replication = What would take to replicate what you are doing? What do you think are the key factors to your success?
Barriers = iWhat are the major barriers to replicating this elsewhere? What barriers have you overcome?
macro-system helps macro-sysiem is toxic ideal financial siructures replication barriers
MSO01 | Nodata No data As far as rewards, 1 think a Leadership must be a dynamic In this country, MDs arc

standard of performance is

expected. Any bonus should be shared by stafl. Qur MDs have seen no inercase in compensation since 1994, If
we don't define the cost of care and the cost of quality, we will destroy healthcare, To develop a financial
structure, we need to take a multi-factorial equation that defines the micro-system, the outcomes, the number
of patients and the patients' morbidity. We can use the multiplier based on our level of quality target
achievements. For example, in a practice producing 30,000 hands-on units producing at the 99th percentile of
quality targets and 20,000 remote targets it would be; 50,000 x $50 = 2.5 million, Take a model practice and
sec what it would yield to support the site, Then come up with the formula, If you want to survive you need to

perform at the mode] practice level.

living example of CQI. In 1987, 1
brought CQI into this practice,
Those who have the same values,
dedication, and mission can
accomplish this. That special
understanding has to be there, We
a3 a society have to allow it to be.
There are unconditional principles

disillusioned, patients are
disillusioned. Financial mavens
started saying "we're failing".
What has happened is that we
have failed to properly educate the
laymen. We have partnered with
the bottom line.

- independent of the condition the principles prevail. This is a social

issue that is at a critical level, We as a society must make value
jud‘emenls.
macro-sysiem helps macro-system Is toxic ideal Mcial siruciures re barriers
MsS02 | It provides money! Provides Qur System includes 30 providers, | It doesn't make any difference if No data 1. Pay attention to the mushy,
support for bilting, It provides including outlying hospitals. We you operate on the principle that if cultural issues, Leamn how
cross coverage for weekends. arc working to develop a values you don't need to do something, industries train and use people, on developing collaborative
These systems were in dangcr. It statement. 'Ihey have had focus don'tdo it. For example, we rc]u[ionship’, Thisisa particular pmblem for medicine and its fierce
took a big risk in supporting the groups, town mectings. It has an stopped doing certain (esis for socialization process. It requires the recognition, training, A management
EMR. Another large IM groupis | Exec. Committe trying to form patients with diabetes and htn philosophy. 2. The medical schools are way behind in understanding
also implementing this. The group | an integrated system, Each of the because the literature showed it system and having a commitment to training. 3, The intcgrated sysiems
has been working on a pension PC sites (5) are unique, and are was not needed, There is plenty of | like HCA might have been a locus for this change. Now there is a
plan. We usc an RVU system flor spread over 8 wide geog, area, other work to do! Managed carc tremendous pressure lo divest themselves of practices that are losing
incentives to get productivity up. 1 | Therc was a large clash of values | has not changed our behavior.

don't feel comfortable getting
rewarded for others' work, and
one issuc | have been pushing is
for a plan that would share some
of the bonus with stafT. It works
this way. From revenues, we take
3% for retirement and divide this
66:33 with 33% of that distributed
among staff,

when they first formed the healih
system. The are doing business
plans, | am helping them develop
systems thinking.

§80,000/provider/group. The financial problems stemn from making
strategic decisions, not organizational ones, They made faulty
assumplion about purchasing profitable practices and the benefits that would be derived by using the pe
practices (o feed paticnts to the secondary orgs. They were profitable before, but when bought, they draw on
finances and are asked to do things they weren't asked to do before. For example, they were making meney on
their tabs (about $15,000/ycar), but after purchase, the office labs were discontinued and went ofT the bottom
linc, Same with x-ray. They shouldn't have to lose that much money, or any money. We are still far in the hole and are so far behind business. For
cxample, information is the quintessential business tool. This doesn't require a huge capital investment, Medical education is even further

behind than we are. At one point, HCA (before collapsing) threatened to build its own school. The implications are toc threatening to them. If you
cxist as the font of knowledge, and if thal knowledge is now part of 1ocls that are available to anyonc, then you have lost your reason for existence
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MS03 | The administration has continued | On the converse, rarely do units 1 think we need a nationnl health No data Dedication, hardwork, and
to support the geriatric unit by exist in o vacuum, So, where there | sysiem and a system that pays. paticnce to organize, implement,
providing both staffing and is a larger structure, there are health workers well, We need a and stay committed is vital, | have a bias ta the team approach, ] am
general resources, Getting a yes always potential negatives. staff that wants to be there and an | "content” oriented as opposcd to “process” oriented. The latter deals
for a request from the administration that is responsive with who is in charge and who gets 1o speak, etc, The former depends on
administration depends on how u team of professional people who have various experiences and
they fecl about you and expertise. They respect each other and their opinion. They substantively add 1o the issucs at hand. It is
department, impossible for ane individual to take care of an elderly person. Older and frail people have many health needs

that can only be met by a group of dedicated individuals. The other thing that is needed is buy-in from all care
ivers.

macro-system helps macro-system is foxic ideal financiel structures ﬂlm barriers

MSn4 | Nodata No data No data 1. Importance of support from top: | Goethe: not what we know, but

(hospital management) VP Patient | what we dolt is here that the
Care Services (a nursing position) coordinates all nursing warkforce issucs, very important 1o have her help. CEO and COO - strategic planning, biggests gaps lic--what we do is
support when they need help, equipment, etc. Sometimes all 3 come to unit meetings; he has "leamed to speak COO language, Sr, VP for Medical not based on the best experience
AfTairs-- helps in understanding how medical staff and others will react, how to anticipate and knowledge.
2. Start slowly (we began with | protel for vent. management, | DRG, ! unit, a few of his own patients) Specialist, subspecialist
3. Show they arc serious resistance~ income,
4. Show that cveryone is part of the process referrals practices threatened,
thought they were being devalued;

networking is critical; emphasize you are not trying to make others look bad; now they have track record and are comfortable with how they got there, Recognition that premorbid events
important (Ex: JCAHO 72-hr ¢val of patient on admission not soon cnough.} Transport services not good -- they organized their own mobile transpornt services to get patients admitted and
stabilized in community/rural areas. Also found they need to atiend to nutritional status, mminii mouth Sumll carc aficr on floor.
macro-system hel mdcro-system is toxic ideal financial structitres barriers

MS#S | They have been very supportive. | No data No data Databases are important - you No data
The VP of Medical StafT has have to make that investment,

worked with the physicians. The Chief of Staff was supportive of
disease management, The 12 Chicfs work closely with our department.
If they are given numbers they don't like, the VP of Medical Staff will
not let them get by with that. They have 1o work to improve it.

That has been a big deal for us. You need buy in from the physicians. You have to make sure that you keep the
data concurrent. Make sure the databascs arc in place. Then the internal resources must be in place - the
statisticians, the people who are working with the data. An clectronic medical record would cut down on the
need for some of the databases that we've bought. What has been most important is the manpower - someone
who has the educational background and can work with clinicians. The administration must be supportive and
endorse working with the data, They have to have the guls (o support the work, There needs 10 be a structural
link from the medical staff to the improvement staff. The Chiefs get education about improvement and use of

data. We communicate regularly and give progress reports.

Page 215




macro-system helps macro-systen! is toxic ideal financial structures replication barriers
MS06 | Nodata No data No data First you have to believe in it No data
Then, you have 1o be committed
--- a commitment 10 follow it lhmuﬁh 10 the 1:ndi not i ust to get started.
macro-sysiem helps macro-system is foxic ideal financial structures replication barriers
MS07 | Nodaa No data Somc of the physicians here are in | When you get to the bottom line, No data
private practice so they are it deals with leadership.
compensaled via FES or capitation. Others, in the Physician Division are on salaries, which are augmented by | An RN, and [ work as a team, almost 1 person, I can't overemphasize
productivity resulis. | am pretty much on o hospital salary, Thus, there ore a variety of payment schemes, | how close she and ! work. She has a unique ability to communicate with
dont think that the current payment scheme is ideal for improving quality of care, I think that the incentives people like I've never seen before, She makes people enthusiastic and is
need 1o be aligned better, For example, trauma surgeons are paid $1000 for 24 hours here. If the hospital is able to intetrelate to everyone. My strength is my credibility, My
full, however, the paticnts go under "Divert” and go to the university, Ifowever, the surgeons are still making personality is of a type that is able to let things go, [ let others do things
money. There should be incentives for moving the patients into our hospital quicker so that surgeons here can | their own way, I think one of the reasons our cardiac service line is
take carc of them, floundering is that they don't have good Icaders. I maintain good
relations with physicians, We present the ICU as a service, maintaining
the environment is a key.
macro-system helps macro-system is toxic ideal financial structures replication barriers
MSO8 | We've reached a level of We set corporate goals around No data To replicate this model you nced: | There is a general distrust of
integration with diabetes, diabetes (reduce complications To know whao the population is programs developed outside here.
by30%, increase screening to 90% and their risk;
for those at risk for diabetes} without including the physicians, A lotof | Leadership suppont;
the rank and file physicians didn't cven know that we had these goals, At | Agreement among whoever is involved that thesc are our common goals,
times we've gone around the clinicians to the patients and that has been a | processes, roles;
big problem. One time we sent aspirin to physicians, saying "here, you A shared vision - we will need to change the sysiem to get there;
— should be giving these out to your patients.” Inww interactive chanses at all levels,
macro-system hﬁla macro-system is toxic ideal financial structsires replicarion barriers
MS09 | Nodata No data No data Working with providers whoare | No data
very interested in evidence-based

important o patients (oo,

outcomes. Look at results and apply results using CQlL. You have to measure oulcomes. | wish we could
measure more outcomes. You have to look at the most important outcomes, Almost all health care sysiem

should be doing some clinical research, Analyze something important, Something important to us and

Page 216



macro-system helps

great effont in helping us out with
paticnt restraint protocols.
"Restraint management” has been
an area where they have excelled
and this has made the ER a safe
place to work. They are also
helping us out in quality end-of-
life issues and how cultural
differences of people necessitate
individualized care,

created an environment that is not
conductive to quality
improvement. There was a
paranoia here before JHACO
came, The hospital reccived a
98% or something. Bu, | told
them, it's only an cxam, and then
it's an open baok exam, for god's
sakes! And if they had taught
JHACO philosophy in the last
four ycars throughout the hospital,
they wouldn't have had to rush

things in the end.

in the right dircction. We ike
performance linked compensation
strategies. We like a "balanced
scorecard” approach. However,
we don't want to go too [ar in this
regard, otherwise you overly
incentivize things. We want a
mixture of prospective and
retrospective linked
compensation. You have to stay in
the safe zone.

are a not-for-profit. They are dead

macra-sysiem is toxic ideal financial structures replication barriers
MSI10 | Nodata No datn No data Somcone at the leadership tevel No datn
has 10 be committed to good
quality. You must keep the stimulus there to be the best, Leadership must think of ways to encourage, support change, and think of ways to change. In our survey of family care we asked
"what is most important in your mind in creating a place where family carc is successful?" We found that: 1) leadership 2) philosophy of ownership and unit culture (the philosophy, but
then acting on that phitosophy) 3) parent participation 4) a stated philosophy and core set of values 5) multidisciplinary care. You must have leadership that is forward thinking. Work on
undersmndinﬁ the micro-sxstcm and onl'ﬂanizinﬁ the micm—sxstcm so that |hc: can make chanﬁes. Communicate the core values so that people can act on them.
macro-system helps macro-system Is toxic ideal financial structures replication barriers
MS11 No data No data No data You have o start with the buy-in No data
process. ldentify the non-diabetes
opinion leaders to get the system’s atiention. (It's a given that the diabetes opinion leaders will already be on board.) We had a serics of meetings and asked, "Why don't we have the best
diabetes care here?" We heard everyone's opinions, Then said, "1 think we have a way to do this . . ." You have to look at the information system capabilities. Look at the flow of
information, Find out whether you will do case finding directly or by referral. Then put a team under good leadership. The leader must be antentive to detail and supportive. The issucs that
come up are strictly economic and political. The model has to be clear. We can reccommend but we can't legislate, I'm really proud when people listen, 1 think micre-systems for cancer,
diabetes, and heart are the most replicable. There is a clear need that is readily identified, They are costing us lots of money. Things are changing quickly. And no one person can do it
alone — there is a great need for ﬁ\gle 10 work togcthcr.
macro-system ke{zs macro-system is toxic ideal financial structures replication barriers
MS12 | Nodaa No data No data Information management has been | No data
the lubricant to improvement. 1
think that is key to our success, We have a seamless flow of communication. Our information system has allowed us to move through many barriers, People need to have on-site tracking
for problems, The development of an instrument panel has been very important, then feeding this back to the s1afl has really stimulated cur thinking, We are bringing on a new chairman
who is commitied to improvement and population based care, He has bmt_lﬁhl an open altitude to leadership
mac em helps macro-system is toxic ideal financial structures replication barriers
MS13 [ The hospital system has shown The hospital's fearful responsc has | 1 think the way we have itnow is | Join the IHI collaboration! They No data

en in terms of error reduction, ICU improvement, ER improvement, eic.
Hospitals are so frightened by cost-cutting, They need to realize that an
investment in quality improvement will go a Jong ways, Other places
should stay tuned to the IOM repontl Hopefully there will be a lot of
great and interesting things coming out of itt
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macro-system Is toxic ideal financial structures replication barriers
MS14 | Nodata No data No data There has to be a high degree of No data
commitment --- from
administration and also from someone willing to do the work, collect the data, There has 10 be a commitment of resources (human and $8). You have to ask what do we need (o do 1o make
this our own, How it is done doesn't have to be written in stone, but huve the flexibility to make it work for us. Another important point is recognition of the stafY, That has been key.
Individual recognition and 1cam ucoinition. It's inumﬁiblci but it rcallz r«w@.
macro-system helps macro-sysiem is toxic ideal financial structures replication barriers
MSIS | Nodata No data You have to reoganize heaithcare, | No data We don't see young MDs being
not just the payment of treined in our model, We need to
healthcare. We need the healthcare dollars to come to the community train MDs in systems. They must have a sensc of accountability and they
and then we decide how to take care of the community, The trustees of must have a sense of the pi-dr relationship. We don't know whether we
the hospital has no idca about healthcare or affecting change arc dinosaurs and going extinct or spotted owls and our forest is being
cut down, Or shakers with & heajgl_im religion but no way to uce.
macro-system hﬂs macro-system is toxic ideal financial structures replication barriers
MS16 | Sr. management support is critical | At various times they have pushed | Nodata You have to have the right team, The financial bamicrs are the
becausc it consumes sysicm back and said that really what we For us it was a joint effort of biggest barricrs 1o replicating this
resources. Our CEO had the idea | were doing were just individual specialists and primary care providers, The sdministrative support from | somewhere clse, Often physicians
to work on disbetes, so we had his | quality improvement projects. the senior leaders must be there. The financial issues have 10 be resolved | have difTiculty working with non-
support. This has been a bump along the before you start. If you can have those threc things in place before you | physician providers, giving them
road. We prevailed in saying that | stan - the right team, the sr. leader support, and the financial issues the control, Some physicians don't
this is system-wide disease resolved - you can replicate what we have done. What we are doing is do well sharing responsibility for
management, not just individual | not undoable in other places, In many cases it's just common sense. patient carc like this. The need 1o
quality improvement projects. develop programs that show shon
term costs savings is also a
barrier. This is not achievable,
When we started we had some
cost savings indicators, but we
dropped those. That just wasn't the
— ionl.
macro-sysiem helps macro-system is toxic ideal financial structures | replication barriers
MS1?7 | Nodata No data No data Wherever you have a community | No data
health center, you weuld need to

add the neighborhood component. We serve the neighborhood and help the neighborhood strengthen itself. A majority of our board of directors are registered patients, There has to be a tic
10 a neighborhood or small community. A key starting point is defining the physical boundarics of the neighborhood - that is where our outreach focus is. We'll serve anyone, but we focus
on our neighborhood and the surmounding geographic arcas. We have 5 small centers instead of one large one. When we want to expand we go (o the boundaries and plop down another

one,
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MSI8 | Nodata No data No data Top leadership commitment, Nao data
commitment to collaborative
work, formal Q] projects, and feedback on the perception of failure,
macro-sysiem helps macro-system Is toxic ideal financial structures replication barriers
MS19 | Wehave a very decentmlized Ot the other hand, 1 am a free market kind of guy. | Care givers need to aspire to o No data
practice management company. decentralization hurts leaming belicve in a system that shifts higher cause. They need fo be
We can make changes quickly and | from other practices. They help more burden on patiems, Right something special. They need to be diligem, make fast changes. Many
are free to make investments and | run 22 other practices. However, now, in our system, there is no gains are only achicvable with a leap of faith. A Jot of commitment for
commil resources to change, We none of these practices knows recognition of practice cfforts for | excellence is required. Sometimes, it's a lonely fecling to believe in
recently crealed a management what the other is doing in terms of | quality improvement. Sure, we quality improvement, but you try and make a difference by being
setvices division here at VAC. We | improvement, No one is leaming | makes money becausc of volume | persistont, A leader has 10 accept the insecurity and ambiguity that goes
help other clinics and care sites to | from cach other. They coulddoa | and because optometrists and with the job, It takes guts o lead, ] guess you just noed fo make sure that
do marketing, quality much better job in this. patient are happy. But, still, I get | a1 the end of day, you've enjoyed your work and that there is more net
improvement in patient Now, etc. paid the same for a cataract good than net bad,
This is our entrepreunerial spirit. surgery as the guy around the
They provided us with some corner though he deesn't invest in
resources to allow us to do this. any quality improvement. The
paytment sysiem needs to reward
quality improvement, in and of
itself.
Macro-system helps macro-system is taxic ideal financial structures replication barriers
MS2¢ | Nodata Na data No data No data You need to have a good team.
You need to have good leadership.
Without MDs as part of the leadership, you aren't going to get anywhere. Q1 can't be dirccted from administration. 1read a book about 7 tcams that accomplished different goals. What
were the cotmmon things they all shared? Good Ieadership. It keeps the encrgies from being disbursed in different directions. 1 has to start with the first step, For us it was agreeing to
show up at the OR on time, That seemed easy, Then we decided to work on somelllinl else, The bi‘Et baryier is the first step. All you need i3 a modicum of success.
macro-sysiem helps macro-system is foxic ideal financial structures replication barriers
MS21 | Nodala No data No data You need to have the right people, | No data

and a basic philosophy to help

other people and to educate other people. You can do the empowerment training, but then people have to leam by doing. You have to educate the patient, then let them work through the
process, When one person is truly present 1o another person, something happens. | remember being with a patient one day and connecting with that person. ! thought, "Take off your shoes
you are sitting on holy ground.” If you are not there for the patient, you might as well be a technician.

Page 219




macro-system helps

macro-system Is toxic ideal financial stritctures replication barriers

MS22 | We have aregional CHF case The administration is a baricr, No data No data The key lessons for others arc a
management group. 1 is helpfut to | Sometimes [ wish that they would systems stress on good cducation
talk 10 other case managers. Itis | just open the door, and get out of the way. | FTE is nceded, but the $is | fo the paticnt. Treating the body as a whole. Having staff that is
also helpfut that Dr. D. is so well- | not there. Budgetary problems are always there. knowledgeable and not just ready to pick up their check every week. We
known and highly regarded. need RN's social workers,casc managers, and others here. Right now, we
But, other places don't pick up patients with an ejection fraction of >35%. We've noticed that many of these just don't have the staft. It takes a lot of time commitment to do what we
patients also need help. Other places only have protocols that handle left heart failure. We do both right and are doing,
len side failure. It also helps that we have someone who is bilingual. She also makes sure that labs are
gt_&anized and cormect.
macro-system helps macro-system is toxic ideal Etm‘m' structures reﬂlcadmu barriers

MS2) | They have been very supportive in | They have not been a barricrat all. | No data You need to have acliniciananda | Nodata
terms of wanting to do cutting Of course they are limited by radiologist that want to make ita
edge W?“‘- The priority for the funding, but they haven't been a barmier. better system. You need to have overall leadership give the go ahead.
system is patient care, They You can train the suppon staff to make the system wotk. You need to
identilied areas where CQI teams were needed. That is where the Breast Care tcam came up, They supporied have a CQI team to look at and improve what you da,
us financially too. They have paid closc attention to the results, They have identificd breast care as an arca
where they want a center of excellence. It is a priorily of the system.
macro-system kelps macro-system Is toxic ideal clal structures replication barriers

MS24 | Nodata Nodata Nodata No data No data
macro-system helps macro-system is toxic ideal ﬂuudd structures replication barriers

MS25 ] There are no ways in which they There are pressures 1o se¢ more A capitated system could work No data Time and financial pressures are
have been helpful. Unfortunately | patients in less time and be fair to everybody. A the biggest barriers. If you have
they only say we don't have the capitated system where the time (o listen to patients you can figure out what to do. I have & 15-

resources so you have to deal with
less. On the one hand though, they
did force us 1o stop seeing patients
in the hospital, I think that the
patient outcomes are better, but
something is lost overall if we
dont see our paticnts in the
hospital.

there are both utilization and quality factors, but quality is valued at least
as much as utilization. | belicve that good care is cheaper care. It may be
more expensive (o give up front, but savings are realized on the other
side. You have to build in rewards for quality. The rewards have to
provide extra money depending on how you perform on member
surveys, HEDIS outcomes, ¢ic. Then you sct up a grading system. The
top 10% in the larger system get the biggest rewards and the bottorn
10% have money taken away from them.

year contract that is coming 10 an end. [ am the senior physician. | ama
good physician - [ provide excellent care. 1 don't know whether my
contract will be renewed, | am not as productive as they think I should
be, so they don't know whether they can afford me. Public opinion polis
say that people are maore satisfied with their care than 2 years ago. Why
isn't there more of an outcry? Why isn't the public demanding change? If
I were designing the gystem - | think there are a Jot of good
organizations providing good data. HEDIS, NCQA, JCAHO, cic. |
would put a priority on providing that data to physicians and incentivize
them based on that data, There needs to be a system approach 1o this,
Otherwisc people will do what is expedient and not what is necessarily
right. If it is not incentivized, it won't happen, People change what they
do when there is an incentive to do so.
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MS26

No data No data No data No data Changing culture is o major

barrier. 1 try to heip people
undersiand that "we can work smarter”, You can feel rotten about how you are practicing. It comes down to job satisfaction. [ tell them "you nre right --- and it's going to get worse.” But
change is possible. When I can deliver hope 1 know 1 got them, We have a workshop --- 3 drys. Monday afternoon unti] Thursday at noon. During this time they forge a team, It's amazing
how they don't know what the others are doing. You have them look at the process and they say, "you're doing thai? [ didn't know you do that.” For example, the clerical stafl were writing
demographic information on each patient on the top of 7 different forms - that's ridiculous - someone suggested we print labels. That's so simple. We don't need & billion-doilar
solution. We nced a billion one-dollar solutions, You have to create the will to change, It's there --- I delve for it, Then I bring it out. There's the will to change, then execution, then ideas.
A lot of my work is fighting the complacency to change. I work with those who ate willing to change. You have 1o find the choir. To some extent 1 have to just trust my gut about whe is
wilting to change, The top leadership support must be there ~- if the CEQ is directly obstructing you, just pack your bags and leave, You must have the CEQ's permission pilot test
changes. So | push from the tap and push from the bottom.

macro-system helps Macro.system Is toxic ideal financial structures ﬂucmn barriers

MS27

No data No data

All incentives must be aligned.
Then everyone wins

what patients want and what doctors wanl, side with the patient. Stay the between course, Knowledge is out there.

Build systems around what people
want, and you can't lose, Al cvery
fork, if you have to decide
Recognize that you will make

mistakes, Viability remains a problem. Since | left the panels have gotten much bigger-too big, they are bulging. Patients want a relationship. They

want someonc whom they can trust. When you try to "manage demand” you teach them not to trust you,

The habit of trying to manage
demand. Not all doctors in this
system are self-actualized. They
are barriers to change. They put a
lot of emphasis in autonomy and
determining how they want to
practice - it is b-s and makes the

system too chaotic for patients. This is understandable. They arc conscrvative and worried about managing clinical conditions, they work under pressure and stress and try (o find a way to
control it, The myth is that they can control it with highly specified systems that raise bamicrs. They all claim that "my patients are sicker.” Ireply: Give me your sickest patients—those
with CHF, the anes on coumadin, patients with diabetes, hypertension, the ald, sick people, anyone who scems to require more than the average resources and time. When they ask why |
would say this, | reply; Because I will enlist help, resources -- clinical pathways, care managers. We provide these resources to the practice and should never charge {or penalize] the

doctors for this help. The doctors have not leamned yet how to enhance the tieam with other kinds of providers -- ¢,

macro-sysiem b macro-system Is toxic

Ms28

I am the instittion - it is up to me  } Nothing, really.
to make it work, Making time

available for the key people was very important, They haven't gotten in our way ¢ither. In the late 80s our
hospital's CEQ was smitten by quality, I was just a rank in file surgoon then. [ took it upon myself to goto a
conference lo leamn about quality. | was the only physician there, I saw the value in creating a customer
centered culture in healthcare. We created a workshop - half a day on Friday and all day on Saturday, This was

supportive too - that they helped make this happen and financed it. They also facilitate the regional work we
do.

., health education, behavioral medicine, physical th

Macy.
barriers

ideal Mcm struclures ' n@
Nodata

You need to have the leadership in
place - have the vision, be able to

Nodata

anticulate it, and have the passion to camry it through, And you also have
10 have a high level of credibility, Must have leaders who are effective -
without effective leadership we would be back to where we were in

1985,
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MS29 | Nodata No data No dnta We've done a lot of work in A big barrier is hiring peaple who

replicating this model, so 1 can have some experience working
1alk about replication. We started other sites nationally, We hnd funding in 1986 10 start 6 other projects. All diverse populntions. One thing that this way. You have to find the
came from this was that in 1997 Clinton signed the PACE Provider Act. We always had 10 go through the waiver process, which is only for a few people with the clinical
years and has to be repeated, And of course you may not get the waiver next time. So the PACE Provider Act sets up a permanent system of care that | competencies, but then train them.
is available to anyone without the waiver system. One thing that is important in replicating this is the collection of partners. You have to have You have to train people to work
energetic and powerful leadershin that believes that this is the right thing to do. They really have to be willing to take this on as a missjon -- in a different way, This is the anly
understand and embrace it. [t has to be coltaborative in nature. You can take the ideas and principles but then you have to be able to breakthrough place you sce true integration of
with the implementation. acute and long lerm care. In the
first three months after hiring

people we provide in-services on team work, resolving conflicts, working together, etc. We are an established program, so we have the critical mass - by that [ mean that the experience of
the team and bring new people along. New people can see what it is like to work that way. A lot of the physicians have a problem working this way. Sometimes they aren't used to working
as a eam player instead of in the starring role. Another barrier is financing - if financing isn't integrated, then forget it. Also, payment varies from state to state. A lot of our most costly
services we contract out, Then when we renew contracts the people we are contracting with want more money. We can get squeezed in the middle of the contracts and Medicare and
Medicaid. Also, we have to be competitive, We have to compete with other providers, We need time to be able (o create the relationships but often physicians won't refer patients to us
until they are very frail. We don't get them until it was a problem for someone else. Hospice has o similar problem, I think the average time they have a patient is 15 days. They can't build
a rclationship with a family in that amcunt of time. Another barvier is just making all this work. We do this and we do it in three different lanmﬁes.
macro-system helps mac em is foxic ideal financial structures replication barriers

MSM | The NHS has begun forming 1 am not employed by the NHS, [ | Nodata Isn't the pattern: norm, form and No data
primary care groups, In theirarea | am self-employed and contract storm™
this involves 130,000 paticnisin | with the NHS. Some advisor has had 2 "bright” ideas that have resulted in the NHS instituting two new programs: 1)NHS Direct — a national phone
about 60 offices. They will number to get you through to a triage nursc2)Drop-in Primary Carc. They have 40-50 pilot locations [for urgent care).] worry that the traditional
contract for secondary carc on strengths of the system of care we have may be weakened, These include: 1, The GPs are independent with a flat, flexible structure 2, They are
behalf of the practices. It began in | gatekeepers to secondary care, This keeps down costs 3. The have a registered, defined population to look afier, All three are threatened by
April 8o too soon to know whether | widespread adoption of these programs,
they will develop a sense of
owntership. It will not take into account the different populations and their characteristics. It will not reward efTicient offices and may hinder them. Q: Do you think it could be helpful? A:
Perhaps. The group dynamics needs to sctile, | hope it will result in a levelling up of quality, not downward. It could be a vehicle that helps in deploying improvement. They are
developinﬁ the idea of "clinical govemance. This is analoious o cotporale governance. The standards would be somelhinﬁ that offices should ensure,
macro-sysiem helps macro-system Is toxic ideal financial structures replication barriers

MS31 | Suppor of management No data Tam not sure that ICUS can be No data Well, I've already mentioned the

money making for an institution, importance of support form high,

‘They are necessary, but it is not possible to charge what it really costs. It is a "Joss leader.” Whatever financial
sysiem it has, it would be impottant to have a small controlled, closcd system with a small group of MDs and
nurses managing the care, Payment should be based in part (above a base) on indicators of patient satisfaction,
decreased mortality and infection rates. Rewards might be in the form of pay or an extra day off. Until the
doctors and hospital are paid globally, we cannot get ¢very one's cooperation. For example, under Medicare, |
get paid for each day the patient is in the hospital. ! have no incentive to get them out and no incentive for
good carc and to get the patient out. [t doesn't matter to the doctor — they get what they get, regardless.
Performance-based payment would bring about the most rapid change and improvement in quality. If LOS is
used as an indicator, it has to be balanced with mortality and readmisston.

ond well respected.

senior management, It is critical, Second, support of the nursing stafl.
They drive this, they are the core group who are there 24 hours, They are
crucial to making change, Third, the MDs must be willing to give up
some of their autonomy and to be a part of a team. You can't bring
someone in from oulside to do this. It has 1o be someone who is there
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MS32 ] Nodata Nodata Capitated network, risk adjusted Well, ! think I've already totd you. | The barriers are huge. Getting
Pay for other types of core, for But they are: Listening. Our through an the phones compound
example phone calls, e-mail. If 1 spend 20 minutes on the phone witha | values are reflected down the line. | the patient's problem, This is all
patient and then the patient doesn't have to come in, that's great. But | We listen to the staff, We inke cxtremely challenging.
don't get paid. There is all sorts of kookiness in how things are paid. serious the whole patient. We see Coordinating all this is daunting,
Measurement has to change too, our role as primary care. A They talk about the hospitality
problem isn't solved until the industry --- it's casy 10 respond to
patient agrees that it is. someonc who feels good and is on
vacation, The work of primary
care isn't rewarded. We are reimbursed at $35/visit, That makes it hard
1o recruit good people. We had trouble finding someone to do our billing
because the dollars are g0 small, compared to orthopedics or other
specialties.
— I A
macro-system helps macro-system is foxic ideal financial structures replication barriers
MS13 | Nodaa No data No data No data Administrative structures and
leadership that will go outona
limb and make time available, They estimate the direct cost savings (ROI) to be 5.8:1 Bul it takes guis, A credible change agent is necessary, Everett Rogers talks aboul homophilia — a
change agent scems (o be most effective if he/she is like the people he/she is trying to change. For their setting this means being a physician lcader, but not an administrator, Find a partner
to work with, For us, it is [HI, They will push you and point out where you need to go. The collaborative was invatuable. It was not for getting the project done, bul for timining the change
agents and providing technical assistance. Allow the teams to do the work. Empower them to make change, spend $3 if necessary, Example: in the record room project, they had been once
been told that although the files were arranged around the perimeter, and it was an inefficient arrangement, they could not move them because the files would not stand up. We told them
this was cmzy, and they could do whatever lheLlhouEI_ﬂ best. After the meem ended, they did it. Qur philosophy is Just Do It
macro-system helps macro-sysiem is foxic ideal financial structures replication barriers
M5} | Nodan No data No data You have to b able to do whatit | The financial craziness is a major
takes. In December 1996 [ siarted | barrier. Sysiems can trap people
this job. This effort was already well underway, I just stood back and tried not to screw it up. It took a lot of vision to pull this ofY. I think what is with the financial craziness.
important is to have a visionary medical director, A capable management group, Other physicians were champions. There was a combination of Community Health Centers vary -

physician leadership and sdministrative leadership. They started with a challenge 1o reduce unit cost by 30%. I pointed out (o them that they weren't | - often there is the tyranny of
focused on cost but on increasing value for a population, It seems to be similar to pioneers, scouts, and urbanites. Look at open access, for example, | piece work, We don't have that.
A lew years ago this was radical but now lots of people are trying it. The redesign of our medical

center was world class change,

Being small helps. Going 1o the team aspect has its barriers —- the elitism, there is a tendency to be in professional boxes, It really sets up a caste system. When I got here some work had
been done around the lcaming organization. A lot of vraining in interpersonal communication. We try (o equip people to bring themselves to the change. We have a manager for stafl
development. She works on skill building and coaches the teams in how we get along. It's important 1o assign the role of stail development (o someone, There is a lot of variation in how

well teams are working. We have a culturally diverse staff. 150 staff, 31 different languages. Some of the lcams aren't great and they need outside coaching from time to time. This would
be especially true in an environment where physicians are self-important.
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MS3S | Nodata No data Na data Leadership paves the way, then No data

keeps them involved. We have put

diabeles on every imporiant meeting agenda, The good evidence around diabetes care helps, We got into this because it would help us get money for our patients. But then we came back
from the first leaming session 120% behind doing this. The excellent way in which THI presenied the work and their experience made a difference, We've been doing TQM for years - they
just snail along looking at old data, It's an incredible relicf to try small changes on a small scale. It's so simple it's brilliant, My time was dedicated to this - a dedicated person's time helps.
A dedicated person keeps everyone connecied. The team makes use of the strengths of the individual team members, People were not pushed 1o do more. We had been managing indigent
diabetic patients for years and didn't think we could do any better. The provider antitudes nnd beliefs were that these people are so hard. But the patients responded to the changes we made
- they felt it and responded to it. You have to craft something that is doable, Create steps and plans that are doable. Don't try to tackle things thut aren't doable in a short period of time.
You have to look for the simplicity in complex lhinss.
macro-sysiem helps macro-system Is taxic ideal financial structures replication barriers

MS36 | Weare lucky that there was The problem is that right now, the | No data You need population-based No data
enough money in our health care vision is not there. And we have n clinical information systems with
system back then to create an problem that requires on-going support. We need 1o update the data data. You need the system 1o be flexible so that change can be
automnated clinical data system. system, modifying it has been very difficult. The administration needs (o | accommodated. You need leadership to understand what you are doing,
The leadership in 1985 putinthe ] stant helping us.V/e also have a problem with capacity that the however boring it may be. People have to know what you can do. The
personnel, the §, and with some administration is not doing enough about. leadership must stress integrated multidisciplinary cross-department
vision created something pretty projects. Currently, our leadership doesn't have the experience 1o do this.
good. They weren'l taught like this in medical school,

hel macro-system is toxic ideal financial structiures replication

MS37 [ Ttisa mixed message. The No data Capitation reflects the reality of No data First you have to train leaders, |
organization talks about team care the world. Culwurally, America is don't think that nurses arc well
but then subverts their vision. They 1alk aboul team-care but then putin | not ready to hear this, | am not 100 | used. Nurse practitioners are used as cheap docs instead of being used to
a centralized phone system with a nurse in charge of scheduling optimistic about this. play a complementary role to physicians. They have unique skills which
appointments. Well she has no way of knowing whether Doctor X and Y arc an assct 10 the care process. Doc's have to be better leaders as well.
are on the same team. [ a patient of Dr. X cannot go to Dr. X because he Second, you have (o have some kind of IT system. Third, the
is on vacation, the nurse may send the patient o Dr. Z though Dr. Y is environment has to be stable for icamwork to prosper.
on D1, X's team. So instcad of the patient going 1o Dr. Y, they go to Dr.
Z.
macro-sysiem helps macro-sysiem Is toxic ideal financial structures ication bdarriers

MS38 | Il tell you what is critical: thal Noe data A focus on number of visits is No data Top down leadership, Information
the CEO focuses on patient needs wrong. For us it is medisn about quality in aggregate.
and expectations, That is fundamental to what is important o me—that length of stay. The hospice bencfit (§109/day) is loaded up froit such Understand patients’ expectations

the focus be on the individual--a complex person--and you try to do the
best you can for them. It seems odd to say, but that is what is fun. The
rest is just dials, We did focus groups with families and learmned 4 key
things that are important: The organization and delivery of care, Sharcd
medical decisionmaking. Treating cach person as an individual,
Attending to those who care for and love the dying person, The building
blocks to accomplish this are: information and education of the patient
and family coordination and continuity

that we lose money the first few days. h is not until paticnts have been
there 5 - 6 days that you begin to break even given DME needs and
paperwork. Yet a quarter of our patients have a J-day or shorter stay. In
this environment, it would be better to have a longer, not a shorter LOS.

and needs. The nurses aides are
members of the tcam. Include
them, listen to them.,
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MS39

They have a sense overall of an
organization trying to lcam,
develop, and improve. They
pravide training for managers that
places a high value on
communication. If changes are
made they are well advertised
within the group, There is some
interaction between micro-
systems, The psychiatrists have
meelings --- we know what is
geing on in the other micro-
systems

It is too much work to get
anything out of Information
Scrvices, The child team has been
trying to collect information from
intzke and the information
resources have been a real
problem.

To encourage improvement you
need a structure that makes you
responsible for a defined
population --- some sort of
capitated system. In a couple of
sections, the payment scheme is
FFS --- this makes people less
involved in the team. The
incentive is 1o maximize own
profits, This hurts improvement
efforts,

1t is helpful to have a clear sense
of goals, a philosophy of the
service, Line everything clse up
with that. Funding must be aligned
somchow to make the model
possible, It is helpful 1o have some
leaders who arc in the micro-
system all the time working on the
administrative and organizational
suppont of the model of care. We
get visitors a lot. It helps them sce
where it is happening. They

It is hard to get a clear notion of
consumer satisfaction. We can't
get a clear idea from a very small
group. We have found it hard to
get that input. We need to identify
ways to assess needs more
clfectively. How do we get
information from the quicter
people in the community?

are interested in how everyone involved understands the goal of the care, the high lcvel of communication,
Productivity expectations, but paid on salaries, are helpful for improvement, Plus recognition for those
working on impravements, There isn't a hierarchy of how much opinions are valued. Everyone's opinions are
valued, The meetings and carc plans are done for a thought out reason, It isn't by accident that this is how we
got here. It would help to have supervision from someone who has done the model. Our vocational model has
been replicated -— mentoring has helped. There needs to be a connection over time, Someane to talk to about
difficultics and barriers as they occur. Talk it through with someone who has been there. IWs hard to setup n
model just by reading about it, A longitudinal ability to talk with people, connect with people is very

important.

Mac lem A

macro-system is toxic

They provided space, moncy,
people, and a chance to make my
vision a reality,

They don't understand me and
haven't spent the time in planning
this, Things haven't been done this
way before and it's hard for them
to understand,

barriers

ideal financial structures replication
No data When things are successful it is

because someone had a vision,

There are people that aren't replaceable, I've watched what has happened
to the program | started somewhere else. The longer I've been away, the
more it has fallen apart. Computers can continue to work the same way,
but people aren't computers. They won't work the same way once you
walk away from them, You have to look for the person with the fire in
their eye who will take the ball and run with it. Only centain people have
that. A lot of peoplc want what we have here but if you can't give it to
them and turn it on it's dead in the water. You can provide the tools but
only a handful of people will be able to do anything with it, 1 try to
become unimpoitant - give people the 1ools that will enable them. It's
all in the leadership, you have to enable the people around you to be
successfil, | think it is possible to take a system that is working and
transfer it someone else. Some of the people will take it and make it
better. Some peeple will want an of1 the shelf product. But if you aren't
continuously improving it won't work.

Bariers are that no onc lives here,
we are just a place to visit. Also,
we have no residents — 0 we
aren't teaching. We are still
overcoming the barriers,
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MS41 | In 1994 the sysiem commissioned | There really were o toxic ways. We need to be reimbursed for There has to be a cost justification | An initial barrier was getting MDs
the design team. We had 172 day cducation, {show averted costs in the shon to sign standing orders. This was &
meetings every 2 weeks. We ferm or that you bring in revenue}. | wholesale change in physician
bad lavish amounts of time. This was a major investment. We had a facilitator, o managetment enginecr, 4 The program has to break cven. practice patiems. But as we
MDs, a diabetes educator, and someone from behavioral medicine. The vision was that the corc team would be | We will use Medicare FFS .reduced work for the pep, the
the paticnt, the RN, LPN, and PCP. Then there was the extended team - the endocrinologist, the nutritionist, patients 1o generate revenue --- barrier was removed,
clerical/administrative support, podiatry, and opthalmology. Then there was the ongoing sponsoring of the incident 2 billing. You have to
team, We followed the Juran Institute process of design. The Iast step is to hand ofT 10 operations. We never include the care nanagement role,
did that, so we created a new program "Chronic Discase Programs®. it would have been beiter to have a robust | protocols, and behavior
enough operations department fo hand it ofT to. There has always been a tension between us over that, We fight | modification.
this on every front - space, receptionists, support, supplics, —
macro-system helps macro-system §s toxic ideal ﬂmclal Strictures replication barriers

MS42 | The system is the basis for quality | We hope that we don't impede the | Nodata No data It takes a major commitment to do
assurance activities. Qur Ob/gyn microsystems, But it works both what we are trying to do. It is very
development team isagroup of 6 | ways, For example, the Northem region can't just go off and sct its own | expensive. But once someonc has done this, and there is a model out
sinting around with nurse priorities for programs. We hope that we are not holding regions back, there of data driven quality impravement, the cost of replication will
managers, perinatal managers, and | but it is important in having some organization and structure, This is decrease. We have commercial vendors involved in some of our projects
others who crilique best practices, | why we have guidance councils for cach clinical program, so that who will develop and scll these techniques. So, we are just one success
They generate flow charts, everyone is involved in discussions. There is no "taxation without story away. We happen to be dominant in this area, and we have talent,
implementation tools, education representation.” however we are 10 more unique otherwise than anyene else, Jus like
material. They help in bringing it quality improvement theory was applicd in the automobile industry,
all lgiethcr. quality improvement theory can be applied (0 medicine.
macro-system helps mac is roxic ideal financial structures replication barriers

M$43 | Nodaa No data No data First, we are very cost effective, No data

The total cost is 50 - 60% of a

gencra! hospital. Second, we do only 1 or 2 techniques. There is definite merit in having all staff familiar with this, It decreascs complications and is more cost effective, [s it

monotonous? Some would say yes, bul there is certainly diversity even within this arca! *Q; Have you considered broadening your work 1o include more high risk paticnts? A: Yes, we
have approached hospitals as partners to provide back up for high risk patients. We wouldn't necd to block OR time and thought we might have 3 - 4 per month. Now we have o refuse
10 - 15 patients per month because they present risks, We have not yet been successful, though, in finding a partner hospital,
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