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Support 6 Contact Information

9 Please contact your Primary Caletwork (PCN) to iderfiyi local supports availabie you(e.g.Improvement
Facilitator)

1 Should youpracticerequire further assistance withtiiea t i ent 6 s MeAddessmént pleasee
contact Toward Optimized Practice

Emailtop@topalbertadoctors.org Phonei780.482.0139 or toll freel.866.505.3302

T For gener al inquiries about the Pati ¢hePCN&rogvbendi c al
Management Office

Email pcnevolution@albertadoctors.org Phone:1.866.714.5724

Get Electronic Copies of Resources & Tools

Visitwww.topalbertadoctors.ort¢p get copies of all the resources and toolstf@P at i ent 6 s Medi cal H
Assessment for Practices.

For more Patient’s Medi caWww.pdnevalatiomcasour ces and t ool s ¢

! Adapted from: Safety Net Medical Home Initiative (2013) Version 1.3
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Howto Complete the Pat i ent 0 s MeAssessmént Fhasen2

Before you get started

Has your team complete d Phase 1 ofthe Pat i eviedicalélome Assessment?

ThePat i ent ' s Adsedsmenttddor Aracticesonsists o8 phases.A readiness assessmeatbe completed
by a practice leader andhpse Iwhichfocuses orthefirst3P at i ent ' s ddrecepistdeméntsH.e. (he
Engaged Leadership, (2) Capacity for Improvement and(3) Panel and Continuity. Phase inustbe
completed before Phase 2. If your team has not completed Phase lvdtfegdur Improvement Facilitator

Who should complete Phase 2 of the Pati ent dasHorikee Assessment?

Similar to phase ldéntify team members with different roles within your practice to completeagsessment. A typical
assessmnt team will have 3 members. Ammprovement Facilitatowill be available to support your team witihe
assessment process.

Do we complete it as a group or individually?

Also like phase % Gather together as a group with your Improvement Facilitdost - complete theassessment as
individualsNext-wor k t oget her t o g en eqorastTke consensus coneessationsvill betp if theren s
is uncertainty. See the scoring and interpretatiagection of this document for more information about the team
consensus processtlick here

What do the diff erentlevels represent?

The responses toaeh questionpr item, arecategorized into levels D through A (as outlined below). The levels represent
the degree to which a practice has implemented the activity/process related ®dhe i ent ' s .MaleLeweldl H
represents a practice that has yet to consider the activity/process or has minimally implemented it, Level A represent
practice that has addressed and established the activity/process.

ltem Level D Level C Level B Level A
- Scores suggest that the first |- Basic elements of the key |- Most, or all, of the critical
Activity or process - Scoresreflect ) )
absent or minimal stage of implementing a key change have been aspects of the change are
. . change may be in place, but implemented addressed
implementation ; } . ‘ : .
that important fundamental |-  Practice still has - Item is well established in
of the key change o » )
changes have yetto be made significant opportunities the practice

addressed by the

tem to make progress with

regard to one or more
important aspects of the
change

What do the different numbers represent?

Each level &3 numbers. This is how you will score the assessment. Cihiyhganumbegvithin a leveindicatesthe
describedaction in that level is dormaore consistentlyn your practice; conversely)@aver numberindicates the action is
donelessconsistently

Refer to thenext questiorto review an example outlining how the assessment levels and numbers are connected and
how you should complete the assessment.
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How do | complete the assessment?

1. For each question, or item, there are 4 responses labelled Level D to A. Read each response and select the one yc
think best representgour practice/clini@t this point in time.

2. Once you have selected the response, citdéthe 3 numbers below itRemember each level ha8 numbers. Circle
ahigher numbeto indicate that the actiodescribed in that levé$ donemore consistentlpr alower numberto
indicate the ation is dondess consistentlin your practice.

NOTEOnNly one number should bé&aed per questionftem | f you’ re uncertain, select

Example
For question 13:

- | think thedPatients are encouraged to see their paneled provider and practice.team the team, but it is not
a priority in appointment scheduligg.

- I think my practice does the abowery consistently

- Therefore, within Level C, | would circle the number 6

ltem Level D Level C Level B Level A
Forexample, .. only at the patient’s . by the team, butitis nota §...bytheteam andisa ... by the team, is a priority
13. Patients are request. prlorlty.m appointment prlorlty_ln appomtn_’lent in appow.ntmentschedulmg,
scheduling. scheduling, but patients and patients usuallysee
encouraged to see . )
their paneled commonly see other their own provideror
) providers because of limited | practice team.
providerand T
availability.

practice team

| would describe the
level of CONSISTENCY
with which my
practice does the
action/process
described above at
this point in time as...

1 2 3 4 5 @ 7 8 9 10 11 12
o
=)
I

Low
Moderate
High
Low
Moderate
Low
Moderate
High
Low
Moderate
High

TIPS: Consider where your practice isontitd 0 A Sy G Qa goGriek OF £ | 2°Y
1 Answer each question as honestly atdurately as possible
1 There is p advantage to overestimating item scores, and doing so may make it harder for change
to be apparent when thassessment is repeated in the future
1 Itis typical for teams to begin their improvement journey with average scoms bgl for some
(or all) aeas
1 Itis also common for teams to initially believe they are providing more patientederdre than
they actually are
1 Over time, as your understanding of patient centred care increases and you continue to implement
effective practice changes, ysbould see yauassessment scores change
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Pati ent 06s MeAlssessmént dPhase 2

Phase 2 of the assessment focuses on the remainingp | e ment ati on el ement s —feo4) Tdarh BasdRl &£are, @)OrgarszedMe d i ¢
Evidence Based Care, (6) Patient Centered Interactions, (/) Enhanced Access and(8) Care Coordination.

IMPLEMENTATION
d % ELEMENTS for
& e the PATIENT’S

\s
\ ¢
o s, MEDICAL HOME
?/%_CD 4//]‘? A practical, evidence based approach for clinic teams
S 8
03\'50 7
A A
REDUCING BARRIERS CARE COORDINATION
TO CHANGE -
SN ENHANCED ACCESS % E
@I
g [R m cieln- en ‘ve IMe ical
TANGINGCARE PATIENT CENTRED INTERACTIONS % 4, P ":g";‘fz cé;%g:ﬁf' |
VR ORGANIZED EVIDENCE BASED CARE AN
oG 4 TEAM BASED CARE (Sl
-_——
RELATIONS P PANEL & CONTINUITY [l N VR S
T I Pati tred
FOUNDATION gmM | - Q
—) ENGAGED LEADERSHIP EE pe= )
v

PCN SUPPORTS (CUSTOMIZED BY PCN)

- Clinical Services (e.g. CDM programs, referral coordination) « EMRAT Supports « Evaluation « Governance & Business Planning
« Quality Services (e.g. access to improvement facilitators, physician champions, improvement methods, tools and resources)

SYSTEM LEVEL SUPPORTS
« Integrated information Systems « Provindial Support Programs Adapted from Safety Net
+ Supportive Payment Structures « Education and Workforce Development Medical Home Initiative (2013)
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Part 4: TEAM BASED CARE

Practices with well establish&dat i ent ' s poeassestant to:Ho me

1 Establish angrovide organizational support for care delivery teams accountable for the patient population/panel

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

1 Ensure that patients are able $ee their provider or care team whenever possible

1 Define roles and distribute tasks among team members to reflect the skills, abilities, and credentials of each person

ltems Level D Level C Level B Level A

13. Patients are encouraged
to see their paneled
provider and practice
team

...onlyat the patients
request

1 ‘ 2 ‘ 3

...bythe team,but itisnot a
priority in appointment
scheduling.

4 ‘ 5 ‘ 6

...by the team andisa priority
in appointmentschedulirg,
but patientscommonlysee
other providers becausef
limited availabilty.

7 ‘ 8 ‘ 9

...by the team,isapriority in
appointmentschedulirg, and
patientsusuallyseetheir own
provideror practiceteam.

10 ‘ 11 ‘ 12

14. Multi-disciplinarypractice
team members

...play alimitedrolein
providingclinicalcare

1 ‘ 2 ‘ 3

... areprimarilytasked with
managingpatient flow and
triage

4 ‘ 5 ‘ 6

... providesomeclinical
seavicessuch asself
assessmentor self
managemensupport

7 ‘ 8 ’ 9

... perform comprehensive
clinicalcareservicerolesto
the full scope of thir abilities
andcredentials

10 ‘ 11 ‘ 12

15. The multidisciplinary
team member profile
(scope, skills and
roleskesponsibilitiel

...is not developed

1|2 | s

... has not been reviewed
based on the approprianess
for the panel population

s | s | e

...has been amended tmore
closely meethe needs of the
panel population

7| e | o

... hasbeen specifically
selected to meet the needs 0
the panel population

10 ‘ 11 ‘ 12

Continue on next page...
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16. The practice training
needs of providerand other
staff

...1s not identifiedor met.

NERE

...is routinelyassessed to
ensurethat staff are
appropriatelytrainedfor their
rolesandresponsibilities

« | s | e

...Is routinelyassessed to
ensurethat staff are
appropriately trainedor their
rolesandresponsibilitiesyith
somecrosstrainingto permit
staffing flexibility.

Tl s | e

...is routinelyassessed to
ensurethat staff are
appropriatelytrainedfor their
rolesandresponsibilitiesyith
some cross trainintp ensure
that patientneeds are
consistentlymet.

10

11 ’ 12

17. Team standard practices
for documentation,
communication and handoffs

...are not developed

1|2 | s

... exist for specific disease
conditions that have been
prioritized

s | s | e

... exist for general care
services

7| s | 9

...arebroadly implemented,
continuously reviewed and
improved

10 ‘ 11 ‘ 12
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PART 5: ORGANIZED EVIDENCE BASED CARE

Practices with well establishéda t i

ent ' s

Woeabsestant to:Ho me

1 Use planned care according to patient need

1 Identify high risk patients and ensure the receiving appropriate cacase management services

1 Use pointof-care reminders based on clinical guidelines

1 Enable planned interactions with patients by makingosgate information available to provideradthe care team at the time of the visit
ltems Level D Level C Level B Level A

18. Comprehensk guideline
basedinformation on
prevention or chronic
disease management

...isnot readilyavailablein
practice

1 ‘ 2 ‘ 3

...isavailablebut doesnot
influencecare

4 ‘ 5 ‘ 6

...isavailableto the teamand
isintegratedinto care
protocolsand/orreminders

7 ‘ 8 ‘ 9

...guidesthe creationof
tailored,individualleveldata
thatisavailableat the time of
the visit

10 ‘ 11 ‘ 12

19. Visits

...largely foason acute
problems of patient

1 ‘ 2 ‘ 3

...areorganzedaroundacute
problemsbut with attention
to ongoingillnessand
prevention needsif time
permits

4 ‘ 5 ‘ 6

...areorganzedaroundacute
problemsbut with attention

to ongoingiliness and
prevention needsif time
permits.The practiceusessub-
populationreportsto
proactielycall patient groups
in for planned carevisits.

7

8 ‘ 9

...areorgangedto address
bothacuteandplannedcare
needsTailoredguideline
basedinformationis usedin
teamhuddles(virtually or
faceto-face)to ensureall
outstandingpatient needsare
met at each encounte.

10 ‘ 11 ‘ 12

Continue on next page...
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20. Care plans for patients
within the panel with chronic

...are not routinely desioped
or recorded

...are developednd
recorded but reflect

...are developed
collaboratively with patients

...are developed
collaboratively, owned by the

needs provider s’ . pr|andfamiliesandincludgelt | patient, include self
management and clinical management and clinical
goals, but they are not management goals, are
routinely recorded or used tg routinely recorded, and guide
guide subsequertare care at every subsequent
point of sewice
1‘2‘34‘5‘67‘8‘910‘11‘12
21. Registriedor specific ...do not exist ...can be produced, thugh ... areproduced, maintained ...areproduced, maintained,
disease or highiskpatients with no strategy to managar | and assigned to someone with{ with comprehensive team
care plan based on the the clinic to manage approach to care planning
registry. and proeactive care delivery
for these populations
1 ‘ 2 ‘ 3 4 ‘ 5 ‘ 6 7 ‘ 8 ‘ 9 10 ‘ 11 12
22. Management gbroblem ...are not routinelydewveloped | ... areroutinelydevelopedand | ...areroutinelydeveloped and | ...are routinely reviewed by

lists, medication list and
medication reconciliation

or recorded

1 ’ 2 ‘ 3

recordedbut reflect only
providers priorities

4 ‘ 5 ‘ 6

managed in a standard way
across the practice for
selected priorities

7 ‘ 8 ‘ 9

and managed across the
practice for alpatients

10 ‘ 11 ‘ 12
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PART 6: PATIENT CENTERED INTERACTIONS

Woeabsestant to:Ho me

Practices with well establishéda t i

ent’ s

1 Respect patient and family values and expressedls
1 Encourage patients to expand their rolelecisionmaking, healthrelated behaviorandselfmanagement
1 Communicate with their patients in a culturally appropriate manner, in a language and at a level that the patierandserst
1 Provide selfnanagement support at every visit through goal setéind action planning
1 Obtain feedback from patients/family about their healthcare experience and use this information for qualitgingoov
Items Level D Level C Level B Level A
23.Assessing patieragnd ..isnot done ...isdone,but not usedin ...isdoneandproviders ...1s systematically done and
familyvaluesand planningandorganizingare | incorporateit inplanningand | incorporated in planning and
preferences organizingareonaninformal | organizing care
basis
1 ‘ 2 ‘ 3 4 ‘ 5 ‘ 6 7 ‘ 8 ‘ 9 10 ‘ 11 ‘ 12
24. Involving patients in ..isnot apriority. ... s accomplishetly ...Issupportedand ...1s systematicallysupported
decisionmaking and care provisionof patienteducation| documentedby practice at the patient care and servig
materialsor referralsto teams delivery leveby practice
classes teams trainedn patient
engagement
1 ‘ 2 ‘ 3 4 ‘ 5 ‘ 6 7 ‘ 8 ‘ 9 10 ‘ 11 ‘ 12
25. Patientcomprehension of| ...isnot assessed ...isassessednd ...isassessednd ...are coordinated to offer
verbalandwritten accomplishedby ensuring thal accomplishedby ensuringhat | translationservicesand
materials materialsareat aleveland both materialsand trainingstaff in effective
languagehat patients communicationgreatalevel | communicatiortechniques
undergand andlanguagehat patients (such asclosinghe loop)
undergand ensuringthat patientsknow
what to doto manage
conditionsat home
1‘2‘34‘5‘67‘8‘910‘11‘12

Continue on next page...
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26. Rlf-managementsupport

...islimited to the
distributionof information
(e.g.pamphlets, bookleds

1|2 | s

...iIsaccomplishedby referral
to seltmanagementlasse®r
educators

s | s | s

...Is provided by goaldting
and actiorplanningwith
membersof the practice
team

7| s | oo

...is providedby membersof
the practiceteamtrainedin
patient empowerment,and
problemsolving
methodologies

10 ’ 11 ’ 12

27 .The principleof patient-
centered care

...areincludedinthec | i n
visionandmissionstatement

...meet all the criteria in Leve
Dandare a key practice
priority and includedh

training and orientation

...meet all the criteria in Leve
Candareexplicitin job
descriptionsandperformance
metricsfor all staff.

...meet all the criteria in Leve
Bandareconsistentlyusedto
guide practice levehanges
andmeasure gstem
performanceaswell ascare
interactionsat the practice
level.

1 ‘ 2 ‘ 3 4 ‘ 5 ‘ 6 7 ‘ 8 ‘ 9 10 ‘ 11 ‘ 12
28. Advanced cardgnning . B not done ... 8 done but not routinely | ... s done routinely by some | ... 5 dore routinely across the
physicians and/or team practice
members
1 ‘ 2 ‘ 3 4 ‘ 5 ‘ 6

7 ‘ 8 ‘ 9

10 ‘ 11 ‘ 12
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Practices with well establish&dat i ent ' s poeassestant to:Ho me

1 Promote and expand access by ensuring #sdaiblished patients have 24/7 continuous access to their care team via phone, empérgpimvisits

1 Provide scheding options that are patient and famdgntered and accessible to all patients

ltems Level D Level C Level B Level A

29. Appointmentsystems ...arelimited and waiting ... provide someflexibility in ... provideflexibility and ...aremonitored forTTNA
times €.g.Third Next schedulingdifferent visit includecapady for same @y | supply and demand , aflexible
AvailableAppointment lengths and wait timesSITNA | visits and wait timesT{TNA andcanaccommodate

measure-TTNA) for
appointments are not
monitored.

1 ‘ 2 ‘ 3

are monitored

4 ‘ 5 ‘ 6

are monitored

7 ‘ 8 ‘ 9

customied visitlengths,same
day visits,scheduledfollow-
up, and multiple provider
visits

10 ‘ 11 ‘ 12

30. Cortactingthe practice
teamduringregular
business hours

...1s limited to direct phone of
walkin contact during office
hours

...reliesonthe practice’s
ability to respondto
telephonemessages

...iIsaccomplishedy s aff
respondingoy telephone
within the sameday.

...iIsaccomplishedby
providinga patienta choice
betweenemailandphone
interaction, utilizingsystems
which aremonitored for
timeliness

1 ’ 2 ‘ 3 4 ‘ 5 ‘ 6 7 ‘ 8 ‘ 9 10 ‘ 11 ‘ 12
31. After-hoursaccess ...is notavailable odimited to | ...isavailablebut without a ...isprovidedby coverage ...isavailableviathe patients
anansveringmachine, standardied communication | arrangementhat shares choice ofemail, phone or in

1|2 | s

protocolback to the practice
for urgentproblems

s | s | s

necessay patientdataand
providesasummayto the
practice

7| s | o

person directlyrom the
practiceteamor a provider
closelyin contact with the
teamandpatient information

10 ‘ 11 ‘ 12

Continue on nexpage...

13| Page




32.Amt i awdsstsa
multi-disciplinary team

... Is through a provider
referralonly to services
outside of theMedical Home

1 ’ 2 ’ 3

... iIs throgh a provider
referral only to services withi
the Medical Home

4 ‘ 5 ‘ 6

...is availalg through patient
sef-referrd outside or within
the Medical Home

7 ‘ 8 ‘ 9

...is available through patien
seltreferral and includes
informationcontinuity to
primary providemwithin the
Medical Home

10 ’ 11 ‘ 12
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Practices with well establishéda t i

=A =8 =4 =4 =9

ent’ s

Woeabsestant to:Ho me

Link patients with community resources to facilitate referrals and respond to social serdse

Integrate behavioral health and specialty care into care delivery throulgltation or referralprotocols
Track and support patients when they obtain services outs&practice
Followup with patients within a few days of an emergency room visit or hospithhdigc
Canmunicatetest results and care plans to patientsfiilies

ltems

Level D

Level C

Level B

Level A

33. Referral processes to
specialty services

...are done but not followed
up.

1 ‘ 2 ‘ 3

...are done and followed up t
ensurea patientis scheduled
for needed service

4 ‘ 5 ‘ 6

...are followed up to ensure
patients are scheduled and
there is a reliable process to
receive the
information/results fromat
least one specialty programs

7 ‘ 8 ‘ 9

...are followed up to ensure
patients are scheduled and
thereis a reliable process to
receive the
information/resuts from most
specialty programs

10 ‘ 11 ‘ 12

34. Behavioralhealth
savices, such as social
services and mental
health supports

... aredifficult to obtain
reliably.

1 ’ 2 ’ 3

... areavailablefrom mental
healthspecialistbut are
neither timely nor convenient

4 ‘ 5 ‘ 6

...areavailablefrom
communty specialistandare
generallytimelyand
convenient

7 ‘ 8 ‘ 9

... arereadilyavailablefrom
behavior healthspecialists
who are on-site membersof
the careteamor whowork in
acommunty organization
with which the practicehasa
referral protocolor
agreement

10 ’ 11 ‘ 12

Continue on next page...
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35. Patientsin need of
specidly care,hosptal
care,or supportive
communty- based
resources

... cannotreliablyobtain
neededreferrals toPrimary
Care Network (PCN) or Albel
Health Services (AHS)d
community programs with
whichthe practice has a
relationship

1|2 | s

...Obtainneededreferralsto
PCN/AH&nd community
programs with whickhe
practice has a relationship

s | s | e

... obtainneededreferralsto
PCN/AH&Nnd community
programs with which the
practice has a relationship,
relevantinformationis
communicatedn advance

7| e | e

... obtain neededreferrals to
PCN/AH&Nnd community
programs with which the
practice has aelationshipand
relevantinformationis
communicatedn advance,
andtimelyfollow-up after the
visit occurs, with flow of
information back to the
practice

10 ‘ 11 ‘ 12

36. Follow-up by theprimary

carepracticewith
patientsseenin the

emergencyoom (ER)r

hosptal

...generallydoesnot occur
becausehe informationis not
availableto the primary care
team.

1 ‘ 2 ‘ 3

...occursonly ifthe ERor
hosptal alertsthe primary
carepractice

4 ‘ 5 ‘ 6

... occursbecausdhe primary
carepracticemakesproactive
efforts to identify patients

7 ‘ 8 ‘ 9

...is done routinely because
the primay carepracticehas
arrangementsn placewith
the ERandhosptalto both
track thesepatientsand
ensurethat follow-up is
completedwithin a few days.

10

11 ‘ 12

37. Linkingpatientsto
supportive communiy-
basedesources

...Isnot done systematicaly

NENE

...islimited to providing
patientsa list of identified
communty resourcesn an
accessibléormat.

¢ | s | s

...iIsaccomplishedhrougha
designated aff person or
resourceresponsibldor
connectingpatients with
communty resources

M

...isaccomplishedhrough
active coordinatiorbetween
the healthsystem,communty
saviceagencieandpatients
andaccomplishedby a
community service planning
group andmplemented by a
designated stafperson

10 11 12

Continue on next page...
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38. Testresultsandcareplans

...arenot communicatedo
patients

NENE

...arecommunicatedo

patientshasedonanadhoc
approah.
4 ‘ 5 ‘ 6

...aresystematically
communicatedo patientsfor
positive results in way that is
convenientto the practice.

M

... aresystematically
communicatedo patients for
positive and negative results
in avariety of waysthat are
convenientto patients,
including patient portals to
their owninformation

10

11 12
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Scoring & Interpretingthe Pat i ent 6 s Me Assessanént dfPloasee?

Facilitating the Team Consensus Scores

- Once individual team members have completed #ssessmenimeet as a group with youimprovement
Facilitatorto discuss your scores

- Yourimprovement Facilitatowill help the team produce a consensus score for each question

- We discourageractices from merely averaging the scores to get a consensus Hoerdiscussion is aogd
opportunity to share information and build a commardarstanding of your priorities

- Once the group has generated a consensus score for each questiolmypoavenent Facilitatowill help you
with interpreting your results

Interpreting the Team Consensus Scores

1 Ifless than eightows scored &' or above in Phase &ork with your Improvement Facilitator to complete the
Pati ent 6s MeAdtion Rlan foHRhase 2Also, speak with youmprovement Facilitatoabout other
supports available to yoteamfor building relationships, changing care delivery and reducing barriers to care

1 If eightrows ormore scoredat ‘5’ or above congratulations! Yohave worked hard to build these routines into
your practice, and are obviously committed tontinuous quality improvementPlease use thé® at i ent ¢
Medical Home Action Plan to plan your next area of focus

f SeeAppendix @or additional ways to summdriS &2 dzNJ S YQa O2yaSyadza aod2NB
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Appendix A dThe | mpl ementation El ements for the Patientods Me

ThePati ent ' s Me diswharé a gdteem bas &nPomgbing relationship with a physacidrieam, and all of their health care needs are coordinated
For primary care practices the PMH offereeam basedapproachto organiz and deliverquality patient centred care. To support this work théollowing
practical, evidence basémplementation elementscanbe used to guide practice teams iteir PMHtransformations These elements are complementary to the
10 pillars for the PMH developed by the College of Family Physicians of Canada (CFPC) and put forth in the PCNdevahditvamieierk.

Adapted from Safety Net Medical
Home Initiative (2013)
&7
\gﬂ* 4
v\‘\‘vg)\ %é\%
A\ 7
%}c)\) Sk
Nie
o
Y h
REDUCING BARRIERS 4 CARE COORDINATION
TO CHANGE
ae)
OIS ENHANCED ACCESS % A
vl >
> oW
N
[DRVERY ORGANIZED EVIDENCE BASED CARE IS
> TEAM BASED CARE
BUILDING r
RELATIONSHIPS ~
PANEL & CONTINUITY 2
g : 7
——— > CAPACITY FORIMPROVEMENT &
FOUNDATION gM
'y ENGAGED LEADERSHIP 2=
v

PCN SUPPORTS (CUSTOMIZED BY PCN)
- Clinical Services (e.g. CDM programs, referral coordination) « EMRAT Supports - Evaluation - Governance &Business Planning
+ Quality Services (e.g. access to improvement facilitators, physician champions, improvement methods, tools and resources)

SYSTEM LEVEL SUPPORTS

+ Integrated information Systems - Provincial Support Programs 19 I Pa ge
+ Supportive Payment Structures « Education and Workforce Development



Appendix B 6 Terms, Definitions & Acronyms
Click hergo access termgefinitions and acronyms (provided by PCN Evolution).

Also available atww.pcnevolution.caa n d e r ‘*Overview Document s’

Learn more abouPCN Evolution

pcnevolution@albertadoctors.oy
1.866.714.5724
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Appendix C 9 Calculating Team Consensus Score Averages
facili

Once

you

and

your

tator

have

gener ated

your

t ec

(see thelnterpreting the Team Consensus Scaexgion above) you may choose to summarize your scores in other ways.

For example, practice leaders and teams may find averaging consensus scores for each section ofiibatassess
generating an overall consensus score average for thaseful. An application for these averages could be to assess

your

Pl ease

Generating an Average Consensus Score for each Section ofthe Pat i ent 6 s

Assessment
1. Add

team’s

consid

up

your

progress

er the

t eam

over

foll

t

oOwWi

S consensus

i me.

ng

when

scores f

cal cul

2. THEN divide your answer by the total number of questions in that section
t e a mtoshe mearesswholesnunsbers c or e

3. Roun

For example:

d your

Practices with well established Patient-Centred Medical Home processestend to

. Promote and expand access by ensuring that established patients have 24/7 continuous access to their care team via phone, email of in-person visits
. Provide scheduling options that are patient and famidy centered and accessible to all patients
Items Level D Lovel C Level B Lovel A

29. Appointment systems

are kimited and
waiting times (e.g. Third
NextAvailable
Appointment measure -
TTNA) for sppointments
are not monitored

IEE

provide some flexibility in
scheduling different visit
lengths and wait times (TTNA)

4

provide flexibity and
include capacity for same day
visits and wait times (TTNA)

7|819

and demand, 8¢
e customized visit
engths, same day visits, sch:

are monitoredfor TTNA,
and can

30. Contacting the practice
team during regular
businesshours

ts limited to direct
phone or walk in
contactduring office
hours.

1|2|3

are monitored
4
s (%)

... relies on the practice’s
ability to respond to
telephone messages.

4 l 5 | 6

is sccomplished by staff
responding by telephone

within the same day. /
7 I 8 9

31 ARer-hours access

i not available or
limited to an answering
machine

1|2I3

.. Is svailable butwithout &
standardized comenunication
protocol back to the practice
for urgent problems.

is provi bycoverage
cran ntthat shares

negAssary patient data and

rovides s summary to the

practice

KN EY,

m and patient information

10 I 1" I 12

—r

52, Apstient’s accessto a
multi-disciplinary team

is through a provider
referralonly to services
outside of the Medical
Home

1|2[3

is through a provider
referral only to services within
the Medical Home

4 | 5 l 6

is availsble thrdugh patient
self-referral oyfeide or within
the Medical Home

QLT

is svailable through patient seif-
referrsl and includes information
continuity to primary provider
within the Medical Home

10 l " | 12

at

or

ng your
Me d i
the sect

1. Add up your team’s

consensus scores:

6+8+5+7=26

2. Divide your answer by the

number of questions in the

section

26/4 questions=6.5

3. Yourteam’s average

consensus score for

the enhanced access

sectionis 7
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Date of Assessment:

Record Your Teamds Average Consensus Scores F
BUILDING RELATIONSHIPS (Part 4)

TEAM BASED CARE

CHANGING CARE DELIVERY (Parts 5 & 6)

ORGANIZED EVIDENCE BASED CARE

PATIENT CENTERED INTERACTIONS

REDUCING BARRIERS TO CARE (Parts 7 & 8)

ENHANCED ACCESS

CARE COORDINATION

Generating an Overall Average Consensus Score for Phase 2ofthePati ent 6s Medi
Home Assessment

1. A dd up ALL your team' s co2bsumibesus scores (you sho
2. THEN divide your answiey 26 (the total numter of questions in Phasé 2
3. Roundyout eam’s overall consensus score to the neare

Use the example provided in the previmestion for guidance if needédate of Assessment:

Recor d Y ou OVHRAlL Avermge Consensus Score For Phase 2 Of The Assessment

! Adapted from: Safety Net Medical Home Initiative. The PaBentered Medical Home Assessment Version 3.1.
Seattle, WA: The MacColl Center for Health Care Innovation at Group Health Research Institute and Qualis Health; Ma
2013
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