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Module 23. Documenting Your Work With Practices

Instructor’s Guide

Practice facilitator (PF) competencies addressed in this module:
e Professional method of process for working with practices

Time

e Pre-session preparation for learners: 45 minutes
e Session: 40 minutes

Objectives

After completing this module, learners will be able to:
1. Use the sample facilitation practice record to document a practice encounter.

2. Understand the importance of documentation for internal quality improvement and performance
monitoring.

Exercises and Activities To Complete Before and After the Session

Pre-session preparation. Ask the learners to review information in item 1 and complete the activity in
item 2. (45 minutes)
1. The content of this module.
2. Ask learners to use the sample facilitation practice record to enter data about a fictitious
encounter with practice TheOnlyOneforMiles.

During the Session. Presentation (20 minutes)
1. Present key concepts from the module.

Discussion. Ask questions and explore answers with learners. (20 minutes)
1. What experience did you have using the sample facilitation practice record in preparation for this
session?

2.  What experiences have you had in the past documenting improvement work with other
organizations?

3. How can you use a sample facilitation practice record to support and improve your work with a
practice?

4. How can you use a sample facilitation practice record to communicate with your supervisor and

other facilitators within your facilitation program?
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Module 23. Documenting Your Work With Practices

Practice facilitators work independently in the field much of the time and must manage
improvement work across multiple practices and organizations at the same time. It is
important to document the content and outcomes of your encounters with practices routinely to
help:

e monitor the progress of practices through a particular improvement program or project
and
e keep track of the different priorities and activities across multiple organizations.

This documentation will help your program director know which issues to focus on during
training and supervision sessions. It can also help both of you identify practices that may be
experiencing difficulty in a particular area and need additional help.

Good documentation supports team approaches to facilitation by providing a way for team
members to stay up to date on developments at a practice and to communicate their progress at
the practice with each other. In addition, it provides a historic record of your work with a practice
that can support handoff of the practice to another facilitator if you leave the organization for any
reason. Finally, it helps maintain continuity between the practice and the facilitation program.

Identifying Tools for Documenting Encounters and Progress

Facilitators use a variety of methods to document encounters and track progress with their
practices. You can create paper-based forms or simple spreadsheets on a computer or you can use
online spreadsheets and survey programs. Online solutions can be a good option because they are
dynamic and can be accessed by both you and your program supervisor. Figures 23.1-23.3
provide an example of how to document encounters with and progress of a practice.

The process you use to track your own encounters with each of your practices in many ways will
parallel the process used by your practices. Instead of documenting patient visits, however, you
will document practice visits; and instead of managing a panel of patients, you will manage a
“panel” of practices.
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Figure 23.1. Sample facilitation practice record—summary sheet with encounter notes, exemplar practices, and key drivers

Praclice Fadlitalor (PF] Lisa Helps Alol | Call: Email:
PF Standing Visil {dayitimea): Moredays 1-4
Praclice slalus Aclive
80% af indicated
Preumcciccal Vaccing delivery W&, 20 in similar
oraclices in area

iPprovemant & Study Projecis participating

i Starl dale Ened dais Dascriplion

1) Chronic Kidray Disease guidaling o . — ) I
inplecnantalion a2 V23 | Imgrove quality and cubsomes far patients with XD
2] Implemant Cana Teams 1172112 1172112 | Imglemant care 1eams 10 support ransformation o patient-centered medical homa and o improve access and qualily

Encounder Mobas - Ovandaw (dala)

: Met with Cx0 champion lor preclice and his tearm: beld project kick-oll meeting; academic detailing on CKD quidelines and Seir vse in pimary cane
Ml with registry manager &l reguest of Or. Like Data. Theare are problams p aEFR data inlo the registry. Also, dindans ae cading CKD a5

101212 CKD: Dr. CKD nof able 1o mesl bacause praclice busy irealing palients wilh Nu; regisiry manager oul on vacation, Dr. Like Data nol resporsding io
iz CHD: Mo progress wilh registry because manager oul on vacation, Dr. TXD says can meel nexd wesk Slarted first perloemancs awdil on patienls with
11ranz 2 CKD: Mal with Dr. CKD ard reviewad pardormance dala. Dr. CKD indicaies thai infformation on medications is probably inaccurate dua fo oul of date

11M1EM2 CHD: Providesd 15 minule raining 1o CKD Frprosaement team on Model Tor Improvemsant; provided iraning alss on affective mestng facililaton.

PRACTICE PROGRESS DASHBOARD
PROJECT
Dwerall Assesament Scales: 0 = pda activity; 1 = Plarning; 2 = Activity, no change; 3 = Testing; 4 = implementaton; 5 = Spread; & = Completes
A, Create Quality mprovement teamicmt and
performance monifoning system

CHD
OVERALL SCORE: I
L]
[
3
3
G

HNOTESSOMMENTS

A1. Designate Project team leader Cr. CKD is the chamgicn.
A2, lderfify padormancs metrics

A3, Cevelop performance reperl genaratar using
EHR and regisiny cata

Ad. Map workfios for performance meparting & use
A5, Tramn Project team on Mode! for Improvement
and POEA cyclas

A, Review perfarmance report manthly ang carry

L

ol POSAs

B, Uso registry to manage target population C¥D HOTESCOMMENTS

OVERALL SCORE: 3 . |
81. Create registry 3 Undearway, wailing Tor regislry manager bo relum fram vacalion

B2. Populabe regeiry

B3, Assess & loverage exising popuiaton
MANAQNMEN? MESOUTes

B4. Tran staff in populstion management

B5. Map workfiow for populstion management

B, Creates mepars beenplalesialers 1o allow
papulation management & planned cans

B7. Monitor use of negisiry 1o manage palient care
and suppart papulation managament

€. Use temalates CHD NOTESICOMMENTS
OVERALL SCORE: I ————— ||
;u'u‘r'; ect template: toal from regisiry/EHR (o . Dr. CKD plans bo reel with EHR manager 1o create template
C2. Map workflows bo uss temalate
Cd. Use lemplen cery patient visi
Cd. Ersure regis iR updated afier svery
patient vist
CH. Maniar uss of templales
D. Standardize cane CHD NOTESICOMMENTS
OVERALL SCORE: | |
Cr. CKD and beam have adopled the CKD guidelines provided by the project Are discissing modilying lab requiresmants since some af
iha labs are expansive and hard io obtain Tor uninsured patients. Wil help schadule viriual conferance with Acadesmic Detailer Tor Dr.
01, Select protoooligudeine for dinical care issas 3 CHD ared his team Lo discuss this issue with b
D3. Modify for use in safety net envirForment
D3, Man workflow %o implementiuse proboood
Dd. Usa protocol at every pationt visit
D&. Monar use of protocol
E Seif Management support C¥D HOTESCOMMENTS
I —— ||

OVERALL SCORE:
E "".seinss existing SMS resources al pracice

_1 {'_‘nntactsi Encounter Nates‘l' BASELINE Performance Data A Perf. Data Monthl‘{' Perf. Data Month2 A Perf. Data RUN CHART A PIJSA_IA' PDSA_ZA' PDSA_3 I+ ]
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Figure 23.2. Sample facilitation practice record—PDSA sheet
PLAN DO STUDY ACT (PDSA) REPORT

Aim: (overall goal you wish to achieve):

Describe your first (or next) test of change: Person responsible 'When fo be done Where to be done
Plan

List the tasks needed to set up this test of Person responsible |When to be done Where to be done
Predict what will happen when the test is Measures to determine if prediction succeeds

Do: Describe what actually happened when you ran the test

Study: Describe the measured results and how they compared to the predictions

Act: Describe what modifications will be made to the plan for the next cycle based on what you learned

=] 4 = =i ] Contacts | Encounter Notes | BASELINE Performance Data | Perf. Data Monthl | Perf. Data Month2 | Perf. Data RUN CHART | PDSA 1 J PDSA 2 | PDSA 3 [ +
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Knowing Which Encounters To Document

It is important to document all “meaningful” encounters with a practice. This means any
substantive work that supports the practice’s improvement goals. This work includes onsite
visits, virtual support, email exchanges, and independent research or information gathering you
may do for the practice in support of its quality improvement (QI) goals. The key words are
substantive and meaningful.

Sharing the Practice Record With Your Practices

Depending on the system your facilitation program uses for documenting and tracking progress
at the practice level, you may be able to involve individual practices in updating and maintaining
their practice record. This is most feasible when you use Web-based or cloud-based information
systems that allow multiple people to access and collaborate on the same document. For
example, a quality improvement group in Los Angeles uses a combination of Smartsheets and
Google Docs to create a dynamic practice record that both the facilitator and each practice can
access and contribute to.

Inviting practices to contribute to their practice record increases the transparency of the process
and helps the practice track its own progress with its improvement work. The practice record can
also serve as a shared space and project management and collaboration platform between the
facilitator and the practice.

Protecting Confidentiality and Privacy

When you opt to share and jointly maintain the practice record with an individual practice,
remember that much of the information you work with as a facilitator at a practice is sensitive in
nature. You need to be careful about the type and level of detail of the information you enter into
the practice record. For example, you should not include detailed notes about personal
conversations with a staff person about a conflict with another staff person at the practice.

In this case, you will need to find another way to capture and convey sensitive information of this
type to your supervisor and address the issue in the shared practice record in a manner that
preserves the privacy of the persons involved. For example, you can include a comment in your
notes that the QI team may want to consider training on conflict resolution. But leave out any
specific information about the staff persons involved or the content of the conflict that might
make it possible to identify the parties involved.

Similarly, do not post any identifiable patient data on the practice record or information about
other practices you are working with that has not been cleared for sharing. You will need to
remind your practices and their QI teams about these limits as well.

Transparency and the ability to collaborate and share information are essential to effective
improvement work. At the same time, sharing too much information or the wrong type of
information can derail the process. A good rule to use is: If you are in doubt about sharing a
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piece of information, don’t. You can always make it available later, but you cannot retract it once
it has been shared.

Reporting Progress Across Your Practices

You will need to report to your supervisor how your practices are faring as a group. Figure 23.4
shows one way of conveying the big picture by charting practices’ progress in implementing key

changes. Note that progress is not linear. Practices that completed a key change in one month
may backslide the following month.

Figure 23.3. Sample graphic showing progress across a panel of practices

Key Change 1.1: Organize the lead QI team

May-11

Apr11 ® No Activity
Mar-11 W Started
Feb-11 B Partially Completed

Jan-11 B Completed
Dec-10 B Exemplar

o 2 4 & 8 10 1z 14 16 18
Number of Clinics
Key Change 1.2: Familiarize the QI team with key improvement
strategies

May-11

Apr-11

B No Activity
Mar-11
B Started
Feb-11 ® Partially Completed
Jan-11 B Completed
Dec-10 B Exemplar
o 2 4 & a8 10 12 14 16 18
Number of Clinics

Note: this module is based on Module 15 of the Practice Facilitation Handbook. Available at
https://www.ahrg.gov/ncepcr/tools/pf-handbook/index.html
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Module 23: Documenting Your Work With Practices

Appendix 23. Sample Facilitation Practice Record

Encounter Notes

Practice Fadilitator (PF) Lisa Helps Alot Cell: Email:

PF Standing Visit (day'time): Mondays 1-4
Practice status Active

of indicated
Pnreumococcal Vaccine delivery vE. 20& in simiar

oractices in area

Improvement & Study Projects participating

in: Start date End date Description
1) Chrenic Kidney Disease guideline
mplementation

2) implement Care Tearmrs 1172112 11/21/12 Implement care teams 10 support transformation to patient-centered medical home and 10 improve access and quality

112 102/13  Improve quality and outcomes for patients with CKD

2| CKXD: Met with CKD champion for practice and his team, held peroject kick-off meeting; academic detailing on CKD quidelines and their use in primary care
1 CKD: Met with registry manager at request of Or. Like Data There are problems pulling eGFR data into the registry. Also, dinicans are coding CKD as

9812
11212 _ CKD: Dr. CKD not able to meet because pra e busy treating patients with flu; reqistry manager out on vacation, Dr. Like Data not responding 10
1novzz212 CXD: No progress with registry because manager out on vacation, Dr. CKD says can meel next week Started first performance auwdit on patients with

/iarz 2 CKD: Met with Dr. CKD and reviewed performance data. Or. CKD indicates that information on medications is probably inaccurate due to out of date
111168012 CXD: Provided 15 minute training 1o CKD irmprovement team on Model for Improvement; provided training also on effective meeting facilitation.
PRACTICE PROGRESS DASHBOARD
PROJECT
Overall Assessment Scales: 0 = No activity; 1 = Plarnirg: 2 = Activity, no change; Testng: 4 = Implementation: 5 = Soread; & = Complete
A. Create Quality improvement teamicmt and
performance monitoring system CKD NOTES/ICOMMENTS
OVERALL SCORE: I e —,eeeee———eeeeeeeeeeeeeeeeeeeeeeeee |
A1l. Cesigrate Project team leader 6 Dr. CKD is the champion
A2. identfy performance metrics 6
A3. Develop performance report generator using 3
EHR and registry cata
Al Map workfow for performance reporting & use 3
AS. Tran Project team on Mode' ‘or knprovement ~ I
and PDSA cycies ©
AS. Review performance report monthly and carry o
out PDSAs -
8. Use registry to manage target population CXD NOTES/COMMENTS
OVERALL SCORE: 3 e —— |
81. Create registry 3 Underway, wailing for regisiry manager Lo retun from vacation

82. Populate regstry

83 Assess & leverage existing popuation
management resources

B84. Tran staff in population management

85. Map workfow for population management

85 Create reports ternplates/alerts 1o allow
population management & planred care

B87. Monitor use of registry 1o manage patient care
and support population management

C. Use templates CKD NOTES/ICOMMENTS
OVERALL SCORE: ___________________________________________________________________________________| I
C1. S templa | registryEHR (or
;L;: ect template 300l from registry/EHR (o 4 Dr. CKD plans to meet with EHR manager to create template
C2. Map workflows to use templste
Use tempiate at every patient visit

£HR updated afler every
patient visit
CS. Monitor use of templates
D. Standardize care CXD NOTES/COMMENTS
OVERALL SCORE: e ———— T ————— T —————————— T —————————————— |

Dr. CKD and team have adopled the CKD guidelines provided by the project Are discussing madifying lab requiremments since some of
the labs are expensive and hard 10 cblain for uninsured patients. Wil help schedule virtual conference with Acadermic Detailer for Dr.

D1. Select protocol/gudelne for dinical care issue 3 CKD and his team to discuss this issue with him
D2. Modify for use in safety ret enviFccoment
03. Map workflow 20 implement/use protocol
D4. Use protocol at every patient visit
DS. Monitor use of protocol
E_ Self Management support CKD NOTES/ICOMMENTS
OVERALL SCORE: . __________________________________________________________________________| |

£1. Assess existirg SMS resources ot pracice

’r;\_r—xl << > | Contacts | Encounter Notes | BASELINE Performance Data | Perf. Data Monthl | Perf. Data Month2 | Perf. Data RUN CHART | PDSA_1 | PDSA_2 | PDSA_3 !" + J




Baseline Performance Data

N for
performance least 2x from 8-30- collected
data abstration _ 30 10024/11
% #
ra - N
Male 2667%] & Race/Ethnicity Insurance status
Female 73.33%[22 — 100.00%
wverage age ¥ 20.00%
A 3&7:1 - - oo 00%
Latino T6.67% 23 powos 000%
African American | 10.00%| 3 20.00% H00%
White (Hisp & 60.00% 50.00%
non: 0.00%| © 50.00% 2000%
Not Stated/Other 13.33% 4 40008 3000%
Insurance status 30.00% 2000%
None 3.33% 2000% 10.00% l
Medi 20.00%| & 1000% - o0%, — -
stk 0.00% | KO aron African White [Hisp& | Not Statedy o::'x
Other govn't Lating . ) oxthe Nore | Medicare | Medcaid (?WIIA Srrate
(HWLA. etc) 76.67%|23 [sorsst|  reern 10.00% 0.00% 13.33% ae)
Private 0.00%] 0 [seres1| 333% | 2000w | ooox | 7eerx | acom
~__CKD patients
W& e Sex ... CKD on Problem  » ~
K % o List? 100,008 Medications
?: "ale 90.00%
80.00%
10 7333 ®female 20.00%
% Yos
15 a% 60.00%
3 50.00%
1 40.00%
- CKD patient eGFRs P
6.67%| 2 .
CKD on problem 30.00% 0.00%
list? Aspicin/
93.33% | blood ACE/ARB NSAIDS | Matformin
VN:. 9::;: ”é 0.00% < PR B0 thinner (yes) VitD3 Iyes) tyes (yes)
[sertesa|  an33x nase | oom fyes]
[sariest|  sn00x 60.00% 20.00% £3.33% 30.00%
- Labs within the past 12 months Comorbidities/Risk factors
100.00%
20.00% P
20.00% -
70.00% —
£0.00% oome
50.00% -
40.00% 40.00%
30.00% 000%
W00% 20,00%
10.00% 10.00%
0.00% 0.00% - F !
Referral ,
25 Sort Caldiu
GER OG:«: Hbalc :‘:":. z‘:"" HGB | fydrowy | PTH vhos‘z:a M DAY Ox | HTN Dx D.:",: ",:,m Lmoqo ,efg__ <:zf. Smoker
vith te -
2 [seriesn] 3.33% | 13.35% | 20.00% [ 5333w 3.33%
[series1 | 96.67% | 3333% [ 5333% | 6000 | 85,673 | s0.00% | s0.con
10000% Prevention
B00%
H00%
2000%
2000%

i<+«
A

>

Contacts / Encounter Notes

b
BASELINE Performance Data / Perf. Data Monthl

Perf. Data RUN CHART , PDSA_1




Performance Data Run Chart

Adherance to recommended labs CKD on Problem List?
1 ——cGFR
03 wmReferral if
| eGFR<30
08 e HbALC 1 —
0.7 0.9
’ s ipid panel 0.8
206 | ounE 0.7
e sweSerum Cat++ 06
05 .
5 “——HGB 0.5
o 04 0.4 —es
w25 hydroxy VitD 0.3
03
0.2
02 Fies 0.1
01 Serum phosphate 0 ) ) ) '
. Baseline CKD progress CKD progress
[ M/ data 1l data 2
Baseline CKDprogressdatal  CKD progress data 2
Prevention Medications
1
0.6
0.9
05 0.8 s pspirin/blood
’ / . thinner (yes)
0.4 Flu v::cine last 12 z: w—CE [ARB
o months o
= E- (yes)
) 05 AN ——
L] - - R Vi1
3 wsPneumoccocal vaccine 3 \ Vit D3 (yes)
ever 0.4
0.2 x
0.3 s=NSAIDS (yes)
01 “Vein preservation 02
01 s Metformin
0 0 (yes)
Baseline  CKD progress CKD progress .
data 1 data 2 Baseline CKD progress dataCXD progress data
1 2

l=mll '« « » » T Contacts | Encounter Notes | BASELINE Performance Data /| Perf. Data Monthl / Perf. Data Month2 | Perf. Data RUN CHART | PDSA_1 / PDSA 2 | PDSA 3 | +)




Plan Do Study Act Reporting Template

PLAN DO STUDY ACT (PDSA) REPORT

Aim: (overall goal you wish to achieve):

Describe your first (or next) test of change: Person responsible When to be done Where to be done
Plan

List the tasks needed to set up this test of Person responsible When to be done Where to be done
Predict what will happen when the test is Measures to determine if prediction succeeds

Do: Describe what actually happened when you ran the test

Study: Describe the measured results and how they compared to the predictions

Act: Describe what modifications will be made to the plan for the next cycle based on what you learned

=1l '« <« =+ [ Contacts | Encounter Notes | BASELINE Performance Data ] Perf. Data Month1 ] Perf. Data Month2 | Perf. Data RUN CHART | PDSA_1 | PDSA 2 | PDSA 3 | + )




Module 12: An Introduction to Assessing Practice Systems: Issues to Consider
Appendix 12C. Case Example: OnlyOneforMiles

The practice OnlyOneforMiles is interested in working with you to implement panel
management and to improve their diabetes care. The Chief Medical Officer is excited
about the project and responds to your emails to them about the project within a day.
You schedule a meeting with him. You ask him to identify key individuals who might
participate on the Care Model project team for the intervention period. He says okay.
When the day of the meeting comes, Dr. Enthusiasm shows up for the meeting. But no
one else is with him. You ask where the others are and he says that everyone was too
busy that day to join.

As the two of you visit about project expectations, he mentions that the CEO is not
interested in participating and is concerned the project and changes will make the
practice lose money. The practice is also implementing its EHR in the next two months
and so staff and clinicians are stretched thin. Despite the challenges, the practice is
financially fairly stable, and has a low rate of clinician and staff turnover. The practice
recently began to transition to care teams from traditional physician-centric models,
which has been causing some conflict, but so far things are going okay with that
change.

Dr. Enthusiasm is excited about working with you as he thinks it complements the
change to care teams and might help improve them. He also thinks that the practice
should try to implement panel managers and wants a practice facilitator to help. He
wants to know next steps to starting work with you. Dr. Enthusiasm’s practice is located
in a semi-rural community and is one of the only sources of primary care for low-income
patients in the region.
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