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AIM Monthly Report

Instructions for Use
Reporting and Feedback Sections

Note: only fill in the fields for the topics that your team is actively working on. 

Demographics 
·  Please provide information about your clinic/program. Include information such as the number and types of providers, types of services provided, clinic type (e.g. family practice, specialty, program, academic, etc.), and any special characteristics that define your practice (e.g. urban, rural, geographic location, type of appointments used, etc.).

Measures 
· Indicate when (e.g. Tuesday at 10:00 am) and how (e.g. by consulting the scheduler) each of the measures is collected, and who is responsible for collecting that data.

Access, Office Efficiency and Clinical Care
· Please add new input in the appropriate “Team Report” that matches the report month you are in.  Please leave the Clinical Care section blank until you move into making clinical care changes/improvements, or until directed by faculty/facilitators to begin using this section. 

Overall Comments
· Please add any additional information you would like that further describes your clinic, your activities, and the improvements you are making.

Instructions for Controlling the Display 

In the Report Dates and Document Structure there are two important functions.

The dates of the 7 report periods are displayed to help you track the chronological development of this report and diary.
The “Add” and “Hide” columns allow you to control how much content is viewable at one time.  To add or hide all the comments associated with any Report period or feedback section, simply click to create an “X” in the appropriate box and then hit the tab key.  The “X” will disappear (so that you can use the function again) and the section will appear or disappear as instructed.  For example, once you are on the 4th report date, you may wish to hide the Access and Office Efficiency Feedback and first 3 report dates so you can quickly focus on the new text from Faculty.

At the end of this section is “Update Table of Contents”.  Checking this box and hitting tab will update the Table of Contents to revise all of the page numbers based upon the sections that were added or hidden.

Table of Contents

If this table seems to have incorrect entries or page numbers, go to the “Report Dates and Document Structure” to update the Table of Contents.
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Demographics

There is help for you on each field.  Simply look to the lower left hand part of the status bar at the bottom of the screen OR press F1 when your cursor is in the field you wish help with.

Clinic/Program:

Team Name:

Contact Person:

Facilitator Name:

Facilitator Email:
     
Clinic Description:


Faculty Feedback:
 
Report Dates and Document Structure

Date
Add
Hide
Faculty
1st Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


2nd Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


3rd Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


4th Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


5th Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


6th Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


7th Report Date:

 FORMTEXT 

     


 FORMCHECKBOX 


Access and Office 
     Efficiency Feedback

 FORMCHECKBOX 

 FORMCHECKBOX 



Clinical Care Feedback

 FORMCHECKBOX 

 FORMCHECKBOX 



Update Table of Contents

 FORMCHECKBOX 

Run Spell and Grammar Check
 FORMCHECKBOX 
   (Note: ignores hidden text.)
Measures
Third Next Available Appointment:

When and How is it Collected?

Person Responsible

Demand:

When and How is it Collected?

Person Responsible

Supply:

When and How is it Collected?
     
Person Responsible

Activity:

When and How is it Collected?

Person Responsible

Cycle Time:

When and How is it Collected?

Person Responsible

Panel/Caseload Size for the Practice:

When and How is it Collected?

Person Responsible

Panel/Caseload Size for Individual Providers:

When and How is it Collected?

Person Responsible

No-Shows:

When and How is it Collected?

Person Responsible

Continuity:

When and How is it Collected?

Person Responsible

Clinical Care:

When and How is it Collected?

Person Responsible

Measures Report and Feedback
Notes

These measures are appropriate and comprehensive; they will demonstrate progress towards the achievement of the aim. The frequency is appropriate. In the long run I’d like to see a compass of measures for the practice and for each provider in the practice which would include: 

a)  Waiting time or delay for the practice, and the waiting time or delay for each   individual. This represents the gap between demand and supply. 

b)  Unique patients cared for by the practice as well as the unique patients (case load) cared for by the individuals in the practice

c)  Demand for the practice and demand for the individuals, stratified by day of the week

d)  Analysis of the external demand by who sends the work, where it comes from and what it is  

e)  Supply in terms of clinical FTE devoted to the office (this is the supply diluted from all other duties),

f)  Clinical return visit rates

g)  Activity which could be an over-under graph or just an activity graph

h)  Future open capacity. 
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Access
Access Aim:

The Access aim is appropriate, measureable and reflects a goal of reducing waiting time and delay.  This aim is quantitative and achievable. 
Faculty Feedback:


Balance Daily Supply and Demand
When we attempt to improve patient access to care, we need to understand and measure supply and demand, and eventually balance the total appointment demand with the appointment supply.  The access problem is the delay or time lapse between the appointment demand and the appointment supply. Actually the concept is the same for any service that we provide: advice, telephone care, laboratory evaluation, or procedure-- but here we will focus on access for appointment care. 

First, to understand the demand, we need to measure both the external and internal (return) appointment demand --by the practice, by the individual, and stratified by day of the week.  Then we need to compare this demand data to the supply data measured in the same units, that is, measured in either number of appointments or time.  To measure the demand, we need to look at the external demand that comes from the world (and in most Specialty Care environments, the “world” is the world of Primary Care), and the internal demand generated by the practice itself in the form of return visits.  Recall that the word “return” refers to patients who are seen today and make a follow up appointment today.  Patients who have a relationship to the practice but return as a patient driven appointment or a second consultation are calculated in the external demand category.  This measurement is crucial to understanding how we can do this work or how close we are to being able to do the work, since any system that has greater demand than supply (measured by the year, the quarter, the month, the week, the day, the hour, or the minute), is in serious jeopardy.  So, the first idea is to measure the demand and compare it to the supply.

We need to further stratify the external demand into categories:  

a)  Who sends the work?  Referring providers don’t all send the same volume of work. 

b)  Where does the work come from?  Work sent from PCPs seeing their own patients in their own practice is characterized by “better” work-up’s and is “more appropriate”.  

c)  What is the work?  It is only by seeing the categories of work that we are able to influence that work.

Keep in mind that the office supply is often diluted in Specialty Care (SC) practices.  Any crucial non–appointment work or SC activity that keeps providers in another venue of care (OB-GYN physicians doing surgery and high risk OB; tasks that no one else can do) dilutes and decreases these provider’s time in the office responding to patient office appointment demand.  It is also important to note that all variation in time off (CME, vacations, etc.) all comes out of the office time since the other crucial non-appointment venues cannot be neglected or cancelled. 

The next step is to develop an understanding of the supply and demand matching dynamic.  Do we use a saturated model, a carve-out model (space carved out on a daily basis in anticipation of a specific demand), or a do-today’s-work-today model (which eliminates the distinction between the urgent demand stream and the routine or non-urgent demand stream)?  While some SC practices can accomplish completing all today’s work today (often a twenty-four hour day, not a calendar day), many will seek to balance the demand and the supply within five days or so.  This goal is driven by geography (the patient just can’t get here from the PC office), by patient preference, by the need for a test, and by the demand-supply dynamic in the office.  If the practice has a low octane (low ratio of external to internal demand), if the provider’s presence in the office setting is less than 50% of the week, or if the provider’s office work time is bunched to one end of the week-- then a carve out dynamic is necessary.  This is because there needs to be a distinction made between the new patients (same day patients or external demand patients) and the return patients (internal demand patients).  The overall principle is the same; we need to balance the demand and supply.  It is just the size of the box within which we balance that changes.

In those practices with a small supply because of the small number of physicians, any provider absence or patient demand surge can create more of a problem than in a larger practice where this effect can be dampened by the more abundant supply.  In these smaller practices, we have to use contingency plans more rigorously, predict and anticipate needs more completely, and adjust as needed.

In SC, and especially in SC practices of greater complexity, it is crucial to see the patient’s journey by flow mapping.  In this way we can see the patient’s journey, all the steps along the journey, and determine where and how to measure.  

a)  Map out the steps from one process to another on the journey.  

b)  Indicate where there are divergent streams, convergent streams, or intersections of multiple streams.  

c)  Measure the demand, the supply, and the wait time at each step, as well as the variation in demand and supply at each step.  

This flow map allows us to identify the constraint and to see the dependencies.  In addition, it allows us to create linkages between any unique value service and the office where the appointment work will take place. 
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Reduce Backlog
Backlog refers to any “work in progress,” that is, work that we are committed to doing but waiting to do.  There are two kinds of backlog; “good backlog” and “bad backlog.”  Good backlog is patients waiting because they chose to wait, or patients waiting because their provider asked them to wait and then return.  Bad backlog are those patients waiting because we had no capacity for them. 

Backlog reduction is not access improvement, but it is a necessary step or stage to recalibrate our system.  For SC practices, the backlog will primarily consist of new patients or consultations.  The internally generated demand, while often requested too frequently, is still, at this point, “good backlog.”  The keys components of backlog reduction are measurement, a deliberate plan, communication, and use of demand reduction strategies.

The key components of backlog reduction include:

Measurement
Measure either the wait time for the third next available appointment, or count the patients actually on the future schedule in order to determine the extent of the backlog.  Graph the results.  Use a run chart that plots time vs. delay for an appointment in order to demonstrate the progress of the team.
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Backlog reduction plan
Develop a plan to reduce that backlog.  The plan must include an intention to add temporary capacity.  Capacity can be added by adding an extra day, or by adding appointments on each day.  Those appointments can be added at the same time for everybody in the practice, or at different times.  If it’s the same time, it’s easier on the staff; if it’s different times; it’s harder on the staff, but easier on the doctors since it’s customized to their needs.  You have to make a decision. Hoping that backlog will disappear when the PC providers quit sending “inappropriate” referrals is not a plan. 
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Communication
It is crucial to communicate to the staff about the details of the backlog reduction plan.  This communication should include:  what it is, why we are doing it, and when it is going to end.  Staff need to understand that there are three sets of rules; what we used to do, what we do during backlog (add some capacity), and what we’ll do when the backlog is removed.  Without explaining that backlog reduction is a temporary strategy, there is often confusion on the part of staff about what it is exactly that we are trying to do.  Also keep in mind that during backlog it’s crucial to protect the doctors so that they see their own patients, and that they don’t have to see a disproportionate number of patients from absent providers, or a disproportionate number of new patients simply because they have a shorter waiting time.
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Demand reduction strategies
During the backlog reduction, it’s important also to address demand reduction strategies.  These include development of service agreements, maximizing the visit efficiency, looking at return visit intervals, using the telephone as a just in time response to patient demand or in lieu of return visits, group visits, email, and redesigning care delivery models, (what is the work and who does it).
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Final Deflection

Keep in mind that as the backlog is being reduced, the nature of the visits seen in backlog reduction slots will change.  As we move forward, the clinical nature of these backlog appointments will change towards less and less critical patients.  There will be a great deal of consternation on the part of the provider at this point, since they think that this is how the world will always be.  Explain that this is the work that is at the bottom of the backlog, and that it is necessary to get through it.

Many groups will get to the point where they’ve reduced the backlog and the waiting time is shorter than it’s ever been, but the SC practices that can get their backlog down to same day will hover at about a two to three day wait, never seeming to be able to get over the hump.  This is what is called the final deflection of backlog.  The final deflection of backlog occurs when everyone in the practice relaxes: the patients relax, the doctors relax, the staff relaxes, and all say “this is the best access we have ever had, and it’s just good enough.”  They quit pulling all the work to our “balance box,” and say “it’s only a something,” and put that off for a day.  

The second cause of final deflection of backlog is poor continuity, where patients see other providers and then come back within a day or two to see their own provider.  This occurs quite commonly in practices that share a lot, especially that share at the end of the day.  

Other causes of final deflection of backlog include:

   A script that is not strong and doesn’t explicitly pull the work towards our “balance box”.

   A practice where a provider either works a lot of mornings or afternoons-- and the work gets pushed into the future.

   Part time providers whose work is bunched up either at the beginning or the end of the week.

   Doctors who have repetitive time off for CME, vacation, or other duties-- and are not in the practice consistently.

   Providers who tend to bring patients back with a greater frequency than is necessary.
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Reduce Appointment Types and Times
Multiple appointment types and multiple appointment times create multiple queues and then multiple lakes of waiting and delays.  In addition, these multiple queues create the necessity to distinguish patients that need to go into one queue or into another.  This takes time and resources.  In saturated and carve out models, the appointment types and times by necessity are divided by acute versus non acute, since acute patients are either over booked in a saturated model or put into the carved out space in a carve-out model.  This distinction is important.  As a practice begins to do today’s work today, that distinction between urgent and routine is eliminated, and the key sorting criteria is the presence or the absence of the provider, and not the acuity of the visit.  Hence, appointment types can be simplified and streamlined. 

In SC, some practices can complete all the appointment work each day, while most will balance the appointment demand and appointment supply within a longer time frame.  If the demand and supply are in overall balance, then the practice can choose the time frame.  There is a great deal more flexibility and more buy-in from all customers when that time frame is five days or less.  At the same time, most SC practices will thus have to distinguish “new appointments” (new patients/new consults plus established patients with new problems) from patients who have been asked to return (“return patients”).  These returning patients are a part of “good backlog”.  This dynamic is dictated first by the ratio of new patients to return patients (the octane), and secondly by supply dilution factors (the presence of the provider in the office and the pattern of that office supply).  If there is a low octane (the ratio of new to return is low), or if providers are present in the office for less than 50% of the time, then a distinction must be made between the new and the return.  This is a carve-out model; the space for new patients must be carved out against the return patient space on the schedule.  If the appointment types are not distinguished one from the other, then the return appointments-- which are more numerous (low octane) will fill the future schedule, squeezing out space for the new patients. In addition, in a system with a delay- even if the delay is only two days, -- often a distinction must be made between urgent and non-urgent.  These distinctions, new versus return and acute versus non-acute, all contribute to the necessity of more appointment types and queues.  If these distinctions can be minimized, the queues can be reduced and the patients will be delayed less. 

Appointment times are meant to be a guide for the practice, to set a rhythm of work, not to set a limit.  SC practices have a distinct advantage over PC practices due to the ability to use the one to five-day window as a buffer.  This, however, does not preclude the necessity of balancing the appointment demand and supply within that specified time frame. In effect, the daily demand must balance with the daily supply since the work is being pushed consistently to the limit of the box, but no further.  The advantage of a balance box greater than a single day is that the daily variation can be dampened. 

Different appointment lengths (intervals) create different (and more) appointment types.  While the appointment length (time allotted for an appointment) ought to be the same within a single provider’s template in order to maintain patient scheduling flexibility, the appointment length of one provider compared to another does not have to be the same.  In addition, many SC practices will measure appointment time lengths and find that there are significant differences in time needs for returns and new.  In order to accommodate this need, use varied appointment lengths that are multiples of each other, for example, fifteen and thirty minutes. 

Team Report 1:


Faculty Feedback 1:


Team Report 2:


Faculty Feedback 2:


Team Report 3:


Faculty Feedback 3:

     
Team Report 4:

     
Faculty Feedback 4:

     
Team Report 5:

     
Faculty Feedback 5:

     
Team Report 6:

     
Faculty Feedback 6:

     
Team Report 7:

     
Faculty Feedback 7:

     
Develop Contingency Plans
Contingency plans address the variation both on the supply side and on the demand side.  The supply side contingency plans include provider time off policies, provider bookable hours, and post vacation scheduling.  Demand side contingency plans include how to deal with seasonal demand, unexpected demand, and demand surges, how to work with mid-level providers, how to anticipate appointment needs, how to manage the end of the day, and how to define the day. 

First, let’s address the supply side variation:

-  Provider time off policies need to be coordinated, and based on the demand for the practice.  In my experience, time off policies are a lot easier when there are low patient waiting times; there is just more flexibility.  

-  In looking at bookable hours and clinical FTEs, recognize that providers are often paid for more time than they are actually in the practice.  You have to subtract those other duties from the clinical time in order to see the pure clinical time.  In an environment where there is a shortage of supply, you may have to alter those other duties and transfer some of those hours to office duty.  The bookable hours will, to an extent, determine the maximum panel size that each provider can manage. In SC practices, the time in the office for appointments is often diluted by other essential duties.  In addition, since many of these collateral duties are essential, unique, and irreplaceable, all the practice time-off variation (CME, vacation, meetings, etc.) comes out of the already diluted office time.  Not only is this a factor crucial in determining the office supply (see first principle above), but the office practice requires far more contingency planning in this event. 

-  Post vacation scheduling is a strategy to reduce the demand surge that occurs after vacation.  When a provider leaves on vacation for a week, block that week and the following week.  The day s/he leaves, open the mornings of that following week when s/he will return.  Those patients who call during the week that s/he is absent, who are willing to wait for an appointment then can be booked into those morning appointments in the second week.  When s/he returns, open up the afternoons, either one day at a time or en masse.  This provides daily capacity or space to manage that day’s demand.  

There are some sub-contingency plans here: 

a) We don’t’ have to open 50% and keep 50% closed until the day s/he returns; the proportion may be different than that.

b) This closure time does not have to be morning and afternoon; it can be some combination of those.

c) If s/he sees a patient right before leaving that needs to be booked, use one of those future appointments.

Post vacation contingency planning works best when there is no backlog.  When there is a backlog, the block feature just extends the waiting time.

While most demand/supply variation is actually supply variation, we often believe erroneously that it is demand variation.  Demand, however, can surge during specific “seasons” such as “allergy season.”  The most activated practices will anticipate these needs and either flex their supply in anticipation, or shift some of the discretionary demand around those periods of time. 

One of the most important demand side contingencies involves the development of a strategy to work with mid-level providers.  A common method to work with midlevel providers is to have them see patients “at the front door,” as a screening mechanism.  In my experience this does not work well because customers (patients and providers) often feel that a referral to a Specialist means a referral to the physician Specialist.  Midlevel providers are far more effectively used in SC practices to see patients who are not ready to return to PC, but still need monitoring in the SC practice. I would call this leveraging at the “back door”.

Whereas in PC when the goal is often to complete all the work each day, managing the end of the day and actually defining what actually is today are essential considerations, in SC, where the goal is to complete the work within a different size box ( 5 days instead of 1 day), the challenge becomes not how to manage the end of the day or define the day but becomes how to manage at the end of the box. The issue is the same: demand variation. If a practice is going to do today’s work today, then the box is today and the end of today needs to be defined and managed. At the same time, in SC the issue of variation remains but the length of the buffer is enlarged. So in a sense this is easier since the buffer is larger, but it is more difficult since practices sometimes don’t pay attention to the work 5 days from now. SC practices need to be vigilant about completing the work within the box (set by the goal) and, while they have the advantage of a 5 day buffer, variation within that buffer still needs to be absorbed. 
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Reduce Demand for Visits
In SC, the best way to reduce demand is through the development of Service Agreements.  Service Agreements are agreements between any two entities in a flow system, one of which sends work to the other.  

Service Agreements have four essential components:  a)  Clarification of what is the work in the system of care and who needs to do it.  This component often is referred to as referral guidelines, protocols, “rules,” or algorithms.  They outline what work stays within the realm of PC and what work is appropriate for referral to the Specialist.  In addition, these guidelines define the work-up needed for that referral, define the requirement that the patient and provider reason for referral is clarified, and define the feedback back to PC.

b)  The reduction of delay between PC and SC.  PC providers simply will ignore the referral guidelines and requirements if the delay has not been reduced.  Service Agreements tend to keep more work in the realm of PC, and without the advantage of a quick, simple and easy referral to SC, the PC providers simply will not participate.  A stakeholder analysis clearly shows that the prime goal of both PC providers and patients alike is a quick and easy referral to SC when this is deemed necessary. SC providers are primarily interested in an appropriate referral that is packaged correctly.  

c)  A clarification of the referral process.  This process needs to be simple, well understood and accepted by all customers, and inserts the inspection step as part of the process.  The referral process has two components: 

-  A process for the known patients who fall under the guidelines developed for this purpose 

-  A process for the “unknown” referral patients who may or may not need to be referred.  Developing a telephone or email communication strategy for immediate questions and answers helps guarantee an appropriate referral, work up or continued care in PC.  d)  An audit.  The way we know that this new process is successful is that we measure the delay.  We can also measure process, for example, the number of inappropriate referrals. 

Service agreements can also work in primary care departments who consistently get work from Urgent Care or Emergency Departments.

Other strategies to reduce demand in SC include reviewing return visit rates, extending return intervals, graduating patients back to PC, and the full development of an activated care team that can take some of the appointment work away from the SC physicians.  In addition, some SC groups have used one of the various iterations of “group visits” as a demand reduction strategy.  Patients with common issues or problems can be seen together and, by utilizing other staff members, total provider time can be reduced. 

With regards to return patients, if a patient needs to follow up, make the appointment.  There is a tension here, however.  If the follow-up is too far out (perhaps past six months), the fail to keep rate may start to rise.  My recommendation would be get rid of the backlog and put a limit on the computer or paper schedule at three or four months.  Book return patients within that time frame.  For those patients who don’t need follow-up, ask them to call when they need to have a visit.  For those patients who need a follow-up that’s beyond four months, use a “tickler” or reminder file that does one of two things:

a)  Books the appointment in the future month, but in a shadow file that triggers a call to the patient in advance to remind them. 

b)  Books the appointment on the tickler file on a specific day.  Let the patient know that, and then call those who missed those appointments.
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Increase Capacity
This does not mean hiring new providers.  Recall that the strategy to increase capacity or increase appointments during backlog reduction is a temporary strategy.  At the same time, we want to develop permanent strategies to increase capacity.  Look at the work that the practice does or the providers do in terms of appointments, and make some decisions about what is the work that is necessary for the provider, and what is the work that someone else could do.  If someone else can take away some of the support work or the appointment work itself, then this increases the capacity for the provider to actually see more patients.  We could also label this strategy as manage the constraint, or optimize the care team.  In SC, there are often instances where patients cannot go back to PC but the appointment work in SC does not have to be done by the physician.  The classical example is chemotherapy being managed by Nurses in Hematology-Oncology.
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Office Efficiency

Office Efficiency Aim:  

The aim for office efficiency should reflect a goal to reduce the patients waiting time as they traverse the office. This office aim is appropriate, measurable, quantitative and achievable. Remember that a cycle time aim can be broken into various cycle times from one step to another. In order to best see the patient’s journey through each of the steps, and to see where and how to measure, a flow map has great value. Map out the steps from one process to another along the journey. Indicate where there are divergent streams, convergent streams or intersection of multiple streams of demand.

Groups will often use one of these sub-step aims as the overall aim. Be careful in doing that since it is possible to achieve a short waiting time in one of the steps but not reduce the patients total waiting time across the office. In addition, keep in mind that the goal is not to reduce the value added time except for the process time that is unnecessary, but instead to reduce that waiting time as the patient goes across the office, leaving the value added time or increasing it.

Faculty Feedback:


Balance Supply and Demand (for non-appointment work)
The goal in the office efficiency arena is to reduce the patient’s waiting time as they journey across the office. We recognize that this journey is a series of steps, each of which involves a process and each of which involves a match and balance of demand and supply. We also recognize that some of those steps involve competition in the sense that a number of patients are competing for the same supply time. Not only is there a process time that the patient needs to get through, but there is also waiting for that process time to occur if there is competition at that step. We want to reduce the process time, so that the process time is used effectively and efficiently. The main goal is to reduce this process time and the waiting time in between the steps. At the same time we don’t want to reduce the patient’s time with their provider.

One of the main reasons that patients wait a long time in between steps as they go across the office is that the providers and/or staff are “busy.” The providers and staff are often “busy” doing work, but it’s work that was generated from the past. The first key concept then, is going to sound familiar; “do today’s work today.” What we mean here though, is doing today’s non-appointment work today, as well as doing today’s appointment work today. Now, we recognize that some non-appointment work cannot be completed today and needs to be put off until tomorrow; this is in a sense, the same as “good backlog.” 

The initial step, then, is to measure the non-appointment work for each category of worker (provider, nurse, medical assistant, receptionist, other), and to compare it to the amount of work time that that worker can deliver. If any one worker has more work on average than they can do (supply) each day, then that work will either not get done or will get pushed off to the future. So, the principle here is the same: it’s to get a balance with the demand for the work and the supply for the work within the time frame of a day. The first task then is to measure the non-appointment work for each of those workers, to measure the process time, and to measure the type of work and that amount of time that it actually takes to do the work (the process time.)  For the providers, for example, the non-appointment work includes documentation, lab review, management messages, and medication refills. Each category of worker can only go as fast as the volume of work, multiplied by the average process time. So, while initially we need to measure this amount of work, later we will need to shape that demand, increase the supply, and work on the process.
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Synchronize Patient, Provider and Information 

Synchronization is the key strategy to an efficient office, and this is where we can have the biggest impact on patient delays. We want to get the patient, the provider, the information, and the equipment to an open room on time, every time. 

If we assume that our synchronization time is 10:00 am, and that is the time that the patient, the provider, the information, and the equipment all get to the room at the same time, then what do we have to do to ensure that we get the patient there on time? We have to look at the processes that take place in front of that visit: the check-in reception process and the medical assistant process. If, for example, the check in process takes 7.5 minutes and the medical assistant process takes 7.5 minutes, we can’t start the visit at 10:00 unless the patient arrives at 9:45. Understanding the average process time helps determine the difference between the expected arrival time and the synchronization time. 

In addition, we have to keep in mind if there may be a waiting time that occurs between these two processes, and look for any competition that occurs for any of these steps. Often patients will have to compete with other patients for a restricted resource time at the reception desk.  For example, we often see 8 patients checking in for a 1:00 appointment.  If the average process time is 7.5 minutes, the last patient can’t get into the room until all patients have had their 7.5 minutes process time and that last patient has had, in addition to that 7.5 minute check-in process time, the process time for the medical assistant, patient is starting about an hour “late.” Some practices have reviewed the reception process and moved some of the redundant steps to either the initial phone call or to a kiosk in the office. Other practices have explored the idea of not having waiting time between the receptionist and the medical assistant and/or staggering the arrival times so that we don’t’ get an intersection of competing patients at a single process. In addition, other groups will add supply at crucial times in order to reduce that bottleneck.

What do we do to get the provider there on time? 

The key to getting the provider to the room on time for the second visit is to make sure that the provider gets out of the room from the previous patient on time, and that the provider is not doing non-appointment work from yesterday.  In addition, it is critical that the provider begin each session on time, so that they can stay on time through the entire day.

What do we do to get the information to the room on time? 

We need to predict and anticipate those information needs far in advance.  For example, when the patient calls to talk to the appointment scheduler, develop a streamlined process with the medical records department to alert them in advance that this patient is arriving and that that information must arrive in anticipation of that visit.  Some practices have an electronic alert that is immediately sent directly to the medical records department at the time the appointment is made, saving a step in the process.  Other groups have worked quite extensively on continuously filing loose material and having a standard location for all charts, all of the time.  Information needs in SC practices often involve crucial information form the referring PC provider or information needed from a test or procedure. Agreements with the entities responsible for generating, processing, and sending that information are vital to SC practice.

What do we do to get the equipment to the room on time? 

Many groups will anticipate equipment need and have a planned communication from the reception to the medical assistants prior to the patient’s arrival and then use a huddle in order to communicate this to the entire team.

Synchronization is the key to an efficient office and to reducing the patient’s waiting times across the office. This is, in a sense, a harmonic convergence of five factors; provider, information, equipment, and room. The teams with the most informed communication strategies, not encumbered by yesterday’s work, will do the best in this regard.

Also consider how to incorporate pre-visit preparation and planning, including huddles. 
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Predict and Anticipate Needs

This strategy is all about communication:

On a monthly basis in anticipation of predicted supply and demand needs over the next month. 

On a weekly basis in order to fine-tune our plans.

On a daily basis with huddles to adjust daily.

On a minute-to-minute basis in order to be flexible to ever changing needs.

Data and information helps this communication.  Some groups use a rolling four week demand average to predict and look at seasonal demand variation and changes in the practice dynamic.  In addition, up-to-date cycle time data, summarized and broken down into the various steps and components, helps a great deal in looking at the patient experience and the areas on which to focus improvement efforts.  Remember, however, that we want to reduce the patient’s total cycle time from check in to check out.  Looking at various steps is valuable, but be careful of optimizing a sub-process such as fixing the waiting time between steps 2 and 3, but having the patients wait for step 4, which may not improve the entire cycle time.  Therefore, breaking the cycle time down into its components is helpful only if we can reduce the total cycle time from check in to check out time. 
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Optimize Rooms, Equipment and Staff

The key concept here is that we don’t want to let the absolute or even relative lack of examination rooms, or equipment and supplies become the constraint or the rate-limiting step.  Thus, we want to standardize the rooms so that even though there may be “preference rooms,” any provider can use any room.  To standardize the rooms means that the rooms need to have the same equipment in the same place in each of the rooms, and the rooms need to be fully stocked. 

There are strategies that work quite well to inventory and stock rooms.  When stocking the rooms, put an item with a tag on it (describing the item and room number) somewhere in the pile of usable items.  The place in the pile where the tagged item is placed is determined by how quickly that pile of materials is used.  The provider or staff member who uses that tagged piece of material removes the tag and puts it at the door or in a central location.  This way inventory control does not have to be done by looking at multiple items in multiple rooms, but the items are replaced only as needed and just in time.  This saves a lot of staff inspection time.

In order to optimize the equipment, recognize that equipment that is used quite frequently in every room ought to be stocked in every room.  If the equipment is either too expensive or is not used in every room, then it needs to be standardized, for example, prep kits and operative trays,--or it needs to be mobile and brought into the room, just in time.  Information that predicts the need for that equipment should be given at every potential step along the way, and the team needs to be alerted in advance that this equipment may be needed.  Then the equipment is brought to the room at the time of  “harmonic convergence.”  If it is determined that the equipment is needed after the provider starts the visit, then a simple signalling system that does not require the provider to leave the room is the best way to get that equipment to the room. Common equipment should be stored in the same place with a checkout function that details where the equipment is when it is not at its pre-determined station. 

Many SC practices rely a great deal on technology and the proper and appropriate equipment.  If technological tools or equipment can take work away from the SC physician, then all effort must be made to do obtain that equipment.  

In terms of optimizing staff, it is crucial to do an activity analysis.  What is the work that each of the staff members are doing?  Once we determine the work that they are doing, then we can start to divide those tasks appropriately.  This concept is discussed in Managing Constraints section (next).
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Manage Constraints

This strategy could be called manage constraints, optimize the care team, or can also be looked at as “increase the supply.”  The principle is the same.  What we want to do is look at the non-appointment work for which each of the work group categories is responsible.  Once we’ve measured that work and determined if there is a balance between that work and that worker, then we need to ask the fundamental question, “is this the right work for this person?”  We want to take unnecessary work away from the constraint. The constraint or the rate-limiting step (the person that governs the rate of the flow of value in the system) in our patient flow system ought to be the provider.  While we want no idle time for the provider (the provider should not wait for any process, for any information, equipment, or room, etc.), we also want to free the providers to do work that makes them unique and special.  Thus, we need to take all unnecessary work away from the providers. Sometimes this means not necessarily taking all the work away, but taking parts of the work away.  For example, a provider looking though piles of laboratory tests in order to review those tests is a fairly inefficient way of doing lab review.  On the other hand, if the laboratory returns are packaged in a way that the provider can immediately move to action, then sorting time is saved for the provider, but the provider still reviews all that work.  Recognize that the provider is the constraint and what we want to do is take the unnecessary non-appointment work away from the provider, freeing them up to do the things that are uniquely essential to the patient/provider relationship.
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Clinical Care

Clinical Care Aim:

Faculty Feedback:


Organization of the Healthcare System
Leadership Commitment to Improvement of Clinical Care
A clear and defined system leadership commitment to improvement in clinical care is a critical success factor toward improving that clinical care.  Leaders in organizations that successfully improve clinical care will clearly articulate that the organization’s ultimate goal is continuous improvement of clinical care.  This articulation of goal will be manifested in the written materials, in organizational goal-setting, in measurement efforts, within personal communication, and as a permanent part of the strategic initiative.
Clearly Articulated Goals Around Clinical Care

Successful organizations will have specific and clearly articulated goals for clinical care improvement and optimization.  These goals will be well-defined, based on the best possible evidence, customized to the specific department or setting, and will be incorporated into ongoing and continuous measurement.
Population-based disease management is expected

Successful improvements in clinical care focus on population, not visits.
Measurement Commitment

Successful organizations will, after defining the customized clinical goals, ensure that measurement systems are set up in order to watch progress toward these goals.  These measurements will be readily available, continuously updated, and may change as evidence changes.
Incentives Based on Quality of Clinical Care

Successful organizations set system wide incentives that drive behaviours of all staff toward improvement and optimization of clinical care.  These incentives are both cultural and financial.
Staff Duties, Job Descriptions and Evaluations Reflect This Goal
The entire staff is operationally aligned to clinical care improvement. 
Agreements that Facilitate Care Within and Across the Organization

Successful organizations understand that clinical care improvement and optimization does not occur in a vacuum, and that each organization lives in an arena of complexity, overlap, and shared accountabilities.  Successful organizations, then, will facilitate clinical care improvements and optimization by ensuring that, where applicable, agreements are made between entities within an organization and across the organization.  Clinical care improvement and optimization requires a number of departments, individuals, and entities to add contributions to the patient’s clinical care experience.  Successful organizations will ensure that these entities work well together through formalized agreement.
Organization of the Healthcare System Report and Feedback
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Delivery System

Access Commitment: No-Wait Culture

Successful organizations will recognize that clinical care cannot be improved or optimized as long as any waiting time exists.  Successful organizations, then, will create a no-wait culture to eliminate waiting time for services, at services and within services as a possible barrier for clinical care optimization.
Commitment to Panel Management and Continuity

Organizations successful in clinical care improvement and optimization recognize that continuity of care is critical for clinical care optimization. The most effective, efficient and satisfying clinical care is delivered by a clearly linked and accountable individual clinician supported by information technology and sided by appropriate support teams.  Organizations will thus identify, define and right-size the panels or caseloads for each clinician.  In addition, successful organizations will make a commitment to continuity a system property. 
Activated Practice Teams With Strong Leadership on Teams

Clinical care optimization occurs at the practice level.  Not only does the practice team need staffing and informational support, but this team also needs strong local leadership with clearly articulated clinical care improvement goals and strategies.
Clinical Care Teams with Clarified Roles

Successful organizations in clinical care improvement and optimization recognize that clinical care optimization requires teamwork and coordination of care.  Clinicians cannot possibly optimize clinical care in isolation.  These clinicians need operational staff support, specific clinical care staffing support, as well as robust information systems—all of which are clearly directed toward clinical care optimization.  Roles and responsibilities of each of the team components need to be clarified, defined, specified and constantly updated.
Delivery system that Plans for Care at each Encounter

Successful organizations will map how the clinical work flows through the practice, and develop appropriate signals, interventions, and strategies to ensure that all care interactions are planned in advance.  This includes “opportunistic” care during acute visits, planning for patients with chronic illness, planning for prevention and wellness, as well as specific plans for early detection of serious illness.  Planning can take place before, during and after any interaction or visit.  Planning is not limited to physicians, but is the responsibility of the entire care team. 
Standardized Care and Standing Orders

The delivery system is designed so that known interventions are embedded proactively into staff activity. 
Delivery System Report and Feedback
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Community Linkages

Identify Community Resources Including Local, State and Regional Resources
All potential outside resources are identified. 
Linking Patients to Outside Resources

Organizations successful in clinical care improvement and optimization will have well-defined plans to link patients to resources outside of the core organization.  These outside resources can include peer groups, community organizations, as well as written, spoken and video materials. 
Partnerships with Community Organizations

Organizations successful in clinical care improvement and optimization will develop specific, clear partnerships with community organizations, particularly around care needs identified in the organization’s clinical practice profile. 
Community Linkages Report and Feedback
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Practice Elements - Self-Management Support

Patient Empowerment and Involvement in Care Choices
Successful organizations will clearly ensure that patients are involved in all care choices, and will recognize that this involvement will improve compliance, understanding and outcome. 
Self-management occurs in an environment of reliability and trust

Self-management will not occur unless patients trust in the practice and believe that the practice is reliable.  The most important factor here is continuity. 
Self-management requires a plan

Self-management occurs with a plan, not with good intentions or patient directives.
System for patient support Strategies including Assessment, Goal-Setting, Action Planning, Problem Solving & Follow-up

Successful organizations develop systems and strategies to support patients in self-management skills.  These include supported self-assessment, support for goal-setting, action planning, problem solving, and will ensure follow-up on these strategies.
Options for Effective Behaviour Change Interventions and/or Peer Support

Successful organizations will offer a multitude of options for effective behaviour change intervention, will ensure that these interventions are convenient and easy to access, and will offer peer support alternatives in order to support behaviour change.
Practice Elements - Self-Management Support Report and Feedback
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Practice Elements - Decision Support

Set Standards for Care Exist
To create consistent care and set the stage for guideline use, the practice has to agree on standards for care. 
Use of Evidence-Based Guidelines

Successful organizations will use guidelines based on data and evidence to create standardization and non-ambiguous care plans. These guidelines for care will be considered a required, expected and integral part of all clinical care interaction, will be taught, explained and updated as needed. These guidelines will be easily and readily available to all clinicians in multiple formats and languages. 
Linkage with Specialists through SA’s, focused education and consultation opportunities

Successful organizations, in order to ensure standardized, evidence-based care, will create linkages with specialists, not only around service agreements, but also linkages with specialists that will ensure focused education for specified referring clinicians, and will ensure opportunities for informal consultation.  Within the service agreement, the clinical care component—the definition of work—will be structured around evidence-based guidelines. 
Provider Continuing Education for  Clinical Care

Successful organizations will provide ongoing opportunities for continuing education, both within the organization and outside of the organization.  Continuing education will be a requirement, will be supported by the organization, and will be a key cultural component within the clinician group. 
Involvement of Patients in Guideline Participation

Successful organizations will involve patients in guideline participation.  Patients will understand the necessity of standardized treatment protocols, and will be encouraged to be active participants. 
Pre-visit Preparation and Planning including screening and huddles
Workflow will be organized in such a way that all interventions and visits are seen as opportunities for planning.  The information systems will gather data to support visits in advance, and practice teams will use a huddle-like mechanism for advance planning. 
Customized Treatment Plans for challenging situations, including the development of case management
For those patients with particularly complex, ambiguous or perplexing clinical situations, customized treatment plans will be developed by the clinical care team.  This may include the use of case management as practice team support. 
Practice Elements - Decision Support Report and Feedback
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Practice Elements - Clinical Information Systems

Identification of practice and individual clinical profile from the practice and individual panels

The clinical information systems will be used to identify and update panel information, as well as practice and individual clinical patient care need profiles.  In this way, clinicians and their panels can develop customized support systems for their specific panel.  The information system will provide continuous data to support this. 
Identification of patients with targeted conditions and entry into “Registry”

For those patients with targeted clinical conditions, diagnoses or symptoms, a registry will be developed within the context of the practice panel, in order to track and measure change over time for these specific clinical conditions. The registry will include lists of individual patients, identify those patients by disease, symptom or diagnosis, will connect each individual patient to a linked guideline and or treatment plan, will link each patient to ongoing monitoring and will follow compliance and progress over time.  The registry will also display both individual and aggregate practice data and compare to Department data. 
Identification of Complex Situations for Case Management

Patients who pass pre-designated clinical thresholds in the clinical care “Registry” are identified for case management. 
Pre-Visit Signals or Prompts and planned response for Patient Needs

The information system will provide information to signal in advance clinical care needs at the time of each visit or interaction.  These signals will have a planned standardized response. 
Population Signals and Planned Response for Patient Needs from the Panels

The information system will search the population in order to discover unmet population needs and develop signals to link this information to the practice. 
Allows View of “Exceptions”

There are occasional clinical care “exceptions”/special cases.   These are identified and labelled. 
Monitors Performance of Individuals and Teams

The information system will provide an easy method to measure clinical care progress and improvement.  These measurements will be made available to the practice as well as to the organization. 
Measurement System Contains Feedback for Individual and Practice Improvement

The clinical information system provides specific feedback suggestions, based on the current literature, for practice and individual improvement. 
Practice Elements - Clinical Information Systems Report and Feedback
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Overall Comments:

Please include comments about noteworthy and successful actions, your analysis of your data, reasons for discontinuation of measures, newly discovered barriers, rationale for changes in strategy and/or any other factors that have influenced your activity and progress.
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