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Improving Access and Continuity
What?
The relationship between patients, their physicians and the practice team that provides and coordinates
their care is at the heart of the Patient's Medical Home. Continuity speaks to the quality of patient care
over time with a primary care provider, and also allows for connection across healthcare events and all
providers involved in a patient’s care.1

Why?
In order to provide quality care, and to improve and maintain continuity, patients must be able to see their
own provider and the team they work with consistently. Clinic teams and individual physicians must ensure
that they have the capacity to meet the needs of the patients on their panel. To this end, strategies can
be used to guide adjustments in supply and demand.

Panel Equation
Providing timely access at its most basic comes down to simple math and basic principles around the
balance between demand and supply. Timely access is dependent upon the availability of appointments
to meet the needs of the panel. Panel size is a critical variable in this equation.

The ‘Balanced Panel Calculator’ is provided as a tool that teams can use to get a ‘snapshot’ of where a
provider’s panel is at with regard to supply and demand. The calculator is not a precise or formal tool; it’s
intended to be a starting point to help teams explore, and get a sense of where they’re at.

1.

Continuity of Care: a multidisciplinary review, JL Haggerty et al, 2013
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Definitions for using the Balanced Panel Calculator:

Appts/day

The # of appointment slots that could potentially be booked with the provider per full work
day
(Note: count only appointment slots – do not include ‘squeeze-ins’)

The # of days that the provider works per week
Days/week
(e.g., a physician who works Monday-Thursday + half days on Fridays would be 4.5)

Weeks/year

The # of weeks the provider typically works per year, accounting for time away from the
clinic (e.g., vacations)
The # of days that the clinic is typically closed for stat holidays

Stat hols
(Note: typically 10-12, depending on observance of Good Friday & Easter Monday)

The average number of visits/year/patient
Revisit rate
(Note: typically 2-6, and can be found in the physician’s HQCA Panel Report. No data? Use 3.)

Panel Size*

This is a suggested ‘optimal size’ of panel for that provider, given the supply of appointments
compared to the average revisit rate of the patients

Once you have the suggested optimal panel size, you can compare it to the actual panel size of that
provider. If you don’t already know it, this number can easily be found:
1. By doing a simple search in the EMR. (Note: if the panel is not ‘clean’, this number may be
artificially high!)
2. From the HQCA Panel Report (Panel Characteristics, pg 3) or other external panel report. (Note:
this number is not as accurate as one pulled from an EMR with a clean panel – i.e., confirmation
rate > 80%.)

For example, if a physician typically:
- has 28 appointment slots offered/day
- works in the clinic 4 days/week
- is away 6 weeks/year
- observes all stat holidays (12)
- has an average revisit rate of 3.7 (from HQCA panel report – see below)

According to the Balanced Panel Calculator, this physician’s estimated optimal panel size is 1,389. An EMR
search for total number of confirmed active patients shows an actual panel size of 1,802. This physician
may be ‘over-paneled’ by approximately 400 patients, which could negatively impact access and
continuity unless strategies are applied to work on balancing supply and demand.
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Here are a few tips for using the Balanced Panel Calculator:
1. The calculator is a rudimentary tool designed to give teams a sense of their supply and demand
balance.
2. Although you could calculate the ‘balanced panel’ for the entire clinic, when using the Balanced
Panel Calculator, it’s easier to run the calculation for each provider, then add up the totals.
3. The revisit rate is most accurately found using the HQCA Panel Report (pg 42).

Strategies to Balance Demand and Supply
The strategies2 below can help with increasing the capacity of appointment supply and/or decreasing
demand for appointments without compromising quality of care.

Managing the schedule
o

Consider longer recall intervals between visits, if appropriate. For example, if a patient’s blood
pressure is stable, schedule them 2

o

‐3 times per year instead of every three months.

Provide prescription refills to cover until the patient needs to be seen for review, up to one year if
appropriate.

o

Consider reducing standard appointment length. For example, if you currently see 3 patients/hour each for 20 minutes - try reducing the appointment length to 15 minutes which would allow for 4
patients/hour. PDSA (test) this before implementing – try one hour, then a half day, then a full day.
Fully implement once the process is working well.
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Managing visits
o

When patients are coming in, check to see if they have upcoming refills or lab/diagnostic imaging

o

tests due. Prepare any requisitions in advance. Get everything done at one visit (‘max packing’).
Ensure results are available prior to the patient’s next scheduled appointment to avoid additional
visits.

o
o

Coordinate prescriptions so they come due at the same time wherever possible.
Restricting ‘issues per visit’ to 1 or 2 actually increases the demand for appointments. Research
shows patient satisfaction is more strongly related to having sufficient time with their provider.

o

Consider offering group medical visits for particular patient groups who require more time.

Team Power
Are there situations where team members other than physicians could lend a hand? Many issues can be
managed or supported by the team, opening up space in a physician’s busy schedule.
o

Standing orders for lab work can be ordered and supported by some team members

o

For long visits (e.g., physicals) can team members, or even patients themselves, assist? For example:
•

Reviewing the medication list

•

Updating the medical history

•

Collecting prenatal information

•

Obtaining preliminary “presenting issue”

•

Vitals (e.g., some patients can be coached to check their own blood pressure, height and
weight, and calculate BMI with a wall chart)

o

Minor procedures such as sutures removal, dressing changes, wart treatments, ear syringing

o

Chronic disease management, such as blood pressure rechecks

o

Chronic disease education and counselling

o

Insulin starts

o

Cognitive and depression screening

Alternatives to “Face to Face” Visits
•

How do patients receive results? Options include:
o

Telephone (note: billing code 03.05JR)

o

Electronic messaging (note: billing code 03.01S)

o

Videoconference (note: billing code 03.01T)

o

Appropriate team member other than physician

o

Electronic messaging via secure patient portals (some EMRS now have available)

This list is not exhaustive – think of other creative ways to make your processes more efficient, to engage
the team and your patients to decrease demand for appointments, and to maximize the capacity of your
supply. Continue to work the panel equation and monitor your delay data (TNA) to keep track of your
results. Remember to work as a team – all members have something to contribute.

6

Scheduling Basics
For clinics with multiple physicians, continuity should be promoted to ensure the patient sees their own
primary provider and team whenever possible. Remember, the ongoing relationship between a patient
and their provider creates a foundation for trust built upon knowledge of history (medical, psychosocial)
and results in better outcomes.

Hierarchy of Booking for Continuity and Access
•

Book to patient’s own doctor (or most appropriate team member) today

•

Book to patient’s own doctor (or most appropriate team member) in the future if concern is nonurgent

•

Book today but not with own doctor (or most appropriate team member)

•

Book in the future, not with own doctor (or most appropriate team member)

Considerations:
•

Be strategic

•

Fill harder to book appointment slots first with patients who are most likely to attend

•

Schedule routine and non-urgent appointments at lower demand times of day and week (i.e.,
early in the day, late in the week)

• Do not fill all appointments in sequence across the week
Want to learn more? Listen to this Access & Continuity Podcast for practical tips and tricks for your clinic to
test.

Test
Want to test your abilities to use scheduling strategies? Try out this quick and easy scheduling simulation
activity, and maybe even challenge your colleagues!

References
1.
2.

Haggerty, JL et al (2013). Continuity of Care: a multidisciplinary review
http://pcnevolution.ca/SiteCollectionDocuments/Toolkit/AccessTipsBrochureFinal-PRINT.pdf
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Reframing Social History
What?
To get to know a patient and what is going on in their world, it can be helpful to inquire about some of the
social aspects of their life1. Social factors such as the ability to afford medications, access transportation,
and manage competing priorities are known to significantly impact health outcomes1. It is common that
the social factors in a patient’s life may be the root cause of why the patient may or may not be following
health recommendations, such as a lack of financial means to purchase their medication, or uncertainty
of how they may get to their next follow-up appointment.

Why?
Delving into a patient’s social situation can be challenging – especially considering the complexity of
concerns that many patients present with. Typical concerns reported by providers include2:
•
•
•
•
•

extra time required to engage in discussions
insufficient expertise to provide support
effort and time required to find suitable external supports
discomfort hearing difficult life stories
sense of powerlessness to address root social issues

Addressing social history is critical if we hope to improve outcomes,
reduce overall costs, and improve patient satisfaction2. Although
providers may not be able to alleviate certain social issues, such as
poverty or housing, empathy and concern shown by a health care
team who explicitly acknowledge the issues can strengthen the
therapeutic alliance2.

PaCT Quote
“The good physician
treats the disease; the
great physician treats
the patient who has
the disease.”
-William Osler

Reflect on practice
In the last test box we talked about how a well-designed care planning template or tool is a key supportive
structure for teams to translate patient-centred care into practice. What you say, how you say it and the
order in which you say it all matter for effective care planning. Part B of the PaCT Care Plan template
captures social history information and was thoughtfully designed by patients and clinicians to incorporate
evidence-informed practices.
This section of the test box will focus on what your team may want to consider to capture meaningful
information during the social history component of the care planning conversation, and to address some
of the issues that arise. Content is organized under these headings:
•

Understand the social aspects impacting health

•

Identify barriers to action

•

Establish partnerships to address barriers
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Click here to access a video “Effective Care Planning: Addressing the Sticking Points” for a brief overview
of key elements and considerations when inquiring about the social aspects of a patient’s life during a
care planning conversation.

Understand the social aspects impacting health
As mentioned above, demonstrated empathy by a health care team can enable the patient to make
connections between their social and health issues. By exploring the patient’s social situation the provider
is more likely to strengthen the patient’s motivation towards improving their health.
Knowing at times it can be uncomfortable for providers to know how to uncover patient struggles and for
patients to open up and share aspects of their life, it can be helpful to apply these four practice principles:
•
•
•

•

Client centred, client choice, client control
First ask, then offer
Wait til 8
Call it as you see it (with tact)

Part of the “Effective Care Planning: Addressing the Sticking Points” video talks about the use of these
practice principles with some sample phrasing.

Identify barriers to action
It is common for patients to have things going on in life that will impact their ability to follow through with
health recommendations to manage their chronic condition(s). Health care providers play an important
role in identifying potential or existing barriers. Discussion about barriers could pop up at any point during
the care plan conversation. Asking thoughtful social history questions will often uncover common barriers
that your patient may be experiencing. Awareness of any existing or potential barriers will help you and
your patient set more realistic, relevant and meaningful goals and actions (part C of the care plan
template) so that they are more likely to follow through with the health recommendations and have better
management of their condition.
Classifying barriers can help providers reflect on the next steps required to reframe thinking, problem-solve
sticking points, and convert barriers to facilitators. Use the acronym BEST to help classify common barriers:
•
•
•
•

Behaviours
Emotions
Situations
Thinking

Check out this resource “Barriers to Action” for more information and for examples of how to turn barriers
into facilitators.
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Establish partnerships to address barriers
Patients may look to you to reinforce some of the work they are doing or for new ideas that may help with
social challenges. There are a number of supports available across the province. It will be important to
work with your team to understand what supports exist in your community and surrounding communities,
as well as remotely.

From the Field: A Mosaic PCN Pilot
The Community Health Worker (CHW) Program is a partnership between Mosaic PCN and the University
of Calgary’s ICDC team. Both PCN MDT members and Mosaic member physicians have identified the
need for additional support to address social determinants of health and implement a patient‐centred
approach to care. CHWs are skilled community helpers that are not trained medical professionals but
act as an extension of the medical team, addressing barriers to accessing health care and
encouraging patient self‐management. CHWs are able to meet patients where they are at, whether at
home or in the community, and bring a deepened understanding of the patient’s context back to the
medical team.
To hear more about MPCN’s innovative approach, attend the Share & Learn on September 20th!

Below are a couple of province-wide support services to consider sharing with patients. You may also wish
to connect with your PCN about existing resources in your area. There is also work being done provincially
related to primary care and social determinants of health. More information coming soon.

Alberta Supports can help you access more than 30 programs and 120 community services for:
•
•
•
•
•
•
•
•
•

seniors
employment
homelessness
financial needs
children and youth
parents and families
people with disabilities
guardianship and trusteeship
abuse, bullying and family violence prevention

Contact or visit:
•
•

Call 1-877-644-9992 toll-free province-wide
In person at one of the 44 locations in Alberta
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Better Choices, Better Health® is a six-week workshop that can help patients manage the physical, social
and emotional aspects of having a chronic condition. Both in-person and online workshops are available
to Albertans.
To learn more about Better Choices, Better Health®, visit their website or call 1-866-408-5465.

Activities
•

As a team, review the current care plan template used by the clinic. Discuss what aspects help to
understand the social history of your patients and barriers to action. Are there any changes you
may want to make? Consider engaging patients to get their input on how to best navigate social
history components of the care plan discussion.

•

To enhance you and your team’s social perspective, consider visiting neighborhoods where the
majority of your patients live. Take time to visit local stores and amenities or attend community
events. As a team, discuss what you saw, heard, think and feel after visiting the community.
Reflect on what common social supports may be needed by patients in the targeted communities
and take steps to identify supports that exist for your patients to access. Reach out to partnering
agencies to find out about the services they provide and share information with your team
members.

•

One of the biggest struggles for providers is approaching social history conversations in a timeefficient manner. Talk about how you can use the ‘call it as you see it (with tact)’ principle to help
guide the conversation. How might it sound in a conversation? Reflect on past patient interactions
that got off track. Discuss as a team what strategies could be used and note sample phrasing.

Resources:
Effective Care Planning: Addressing the Sticking Points | Video
HealthChange® Person-Centred Practice Principles | Slide deck
Barriers to Action |Info sheet

References:
1.
2.

DiMatteo, M.R. (2004). Social support and patient adherence to medical treatment: a meta-analysis. Health
Psychology, 23, 207-218. Doi: 10.1037/0278-6133.23.2.207
Behforouz, H.L., Drain, P.K., and Rhatigan, J.J. (2014). Rethinking the social history. The New England Journal of
Medicine, 271, 1277-1279. Doi: 10.1056/NEJMp1404846
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Key Aspects of Goal Setting
What?
Goals enable patients to work towards achieving things that are meaningful and relevant in their lives. A
goal refers to an intended aim or future state; this usually involves a change from the current state,
however maintenance of current state may be a goal when deterioration is expected1.
Collaborative goal setting is the process in which health care professionals and patients agree on health
related goals2. Setting goals with patients and monitoring achievement is a core practice incorporated
into condition management guidelines1. To do this, providers need to balance their duty of care with a
patient’s right to choose.

Why?
Patients who participate and clearly define their goals report increased
autonomy and set goals that are more relevant to them3. The challenge
for some clinic teams is that although goal setting is occurring, there is
inconsistency in how goals are set across the team. It is common that key
elements of goal setting are missed in the collaborative goal setting
process. This can be due to lack of shared understanding or lack of skills in
knowing how to connect health related goals to the patient’s personal
motivation and current state of readiness.
Strengthening the understanding of the critical aspects of the goal setting
process and building prompts within documentation tools can help to
guide consistent practice across a team and system. It will also help
ensure providers don’t get ahead of their patients in the goal setting
process.

PaCT Tip
Ensure the
patient clearly
sees how their
specific health
goal, will help
them achieve
‘what matters to
them’.

Four Aspects of Goal Setting
The focus of this section is on building a common understanding of key aspects of goal setting to improve
practice across your healthcare team. It is common in health care to set a single goal statement with
patients or establish a single ‘SMART’ goal for their health. This method of goal setting often misses linking
the patient’s intrinsic motivation to the health goal. It also rarely considers a patient’s readiness level.
The HealthChange® methodology principle Four Aspects of Goal Setting can act as a guide for setting
effective patient-centred goals. It prompts providers to consider what level of goal setting a patient is
ready to address. The level of goal will look a bit different depending if the patient is Above the Line or
Below the Line. Once you determine where the patient is at you can set the appropriate level of goal with
them. This prevents providers from rushing to set SMART goals below the line if the patient is not yet ready,
which can lead to patient disengagement and poor goal achievement.
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Check out this resource for an overview of the Four Aspects of Goal Setting, and what they may look like
above and below the decision line, and then complete the following activities as a team:
•

Review the current care plan template used by the clinic. Identify and reflect on whether the Four
Aspects of Goal Setting are built into the template. How does your template connect what
matters to the patient with their health goal? Could any changes to your template strengthen this
connection for the patient?

•

Practice with a colleague on how it might sound to navigate a goal setting conversation with a
client who is, ‘above the line’ and a client who is ‘below the line’. What are some of the key
differences in how these goal setting conversations may go?

•

Discuss with your team how building in prompting questions into your template may improve
consistency of practice across the team. Consider what this might look like and how it may support
the team in learning new goal setting skills.

•

Test out any modification to the clinic care plan template with five patients to assess the
effectiveness of the changes. Consider getting feedback directly from the patients and use their
feedback to drive your continued improvements to the template.

In the next test box we will introduce goal setting tools, provide examples of goal setting conversations,
and talk about promising practices when following up with patients on care plan goals and actions.

Resources:
Setting Effective Patient Centred Goals |Info sheet

References:
1.
2.
3.

Wade, D.T. (2009). Goal setting in rehabilitation: an overview of what, why and how. Clinical
Rehabilitation, 23, 291-295.
Bodenheimer, T., & Hadley, M.A. (2009). Goal-setting for behavior change in primary care: An exploration
and status report. Patient Education and Counseling, 76(2): 174–180. pmid:19560895
Lenzen SA, Daniëls R, van Bokhoven MA, van der Weijden T, Beurskens A (2017). Disentangling selfmanagement goal setting and action planning: A scoping review. PLoS ONE, 12(11): e0188822.
https://doi.org/10.1371/journal.pone.0188822
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Standardizing Data Entry for Team-based Care
What?
We are continuing one last time (or at least we think) on the topic of standardizing your data entry – where
and how data is entered into the EMR to optimize team-based care for care planning. In this test box we
are looking at 3 specific fields that appear in the care planning template. Many of the fields can also be
used to create useful searches and triggers/rules/reminders in the EMR.

Why?
There are many benefits to standardizing the entry of your data into the EMR.
•

When there is one standard way to enter the information, all members of your team know where to
look for it – this saves time

•

It reduces duplication
o

you may duplicate care if you cannot see that it was already completed

o

you decrease duplication of entry if the field can map directly to the care planning
template

•

All team members can see the information if they know where to look for it; you don’t have to ask
the patient extra questions – making it more patient-centred

•

Information is searchable and your searches provide accurate information

Test
In this test box, there are 3 sections on the care plan template that we will look at standardizing data in the
EMR. Some may be used to map to the care plan template, but all are relevant to providing team-based
care. They include recording:
1. Prescriptions
2. Allergies
3. Modifiable Lifestyle or Risk Factors

1. Prescriptions
When prescribing for the care of complex patients, it is especially important for all team members to be
using the prescribing module in the way intended by the vendor. This way all team members can access
present and past medications for optimal care of the patient. This will also enable the clinic to map the
medications to the care plan template so it does not need to be manually entered. (It is also worth noting
that in the near future Alberta clinics will be enabled for electronic-prescribing. Early information coming
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from this e-prescribing pilot is that, as long as the prescribing module in the EMR is used as intended by the
vendor, the clinic will be enabled to e-prescribe.)
Each EMR-specific tip sheet has additional information on this function and links to the vendor help files.

2. Allergies
As with the Prescription module, it is very important to record allergy information in the EMR in the way
intended by the vendor if you want to have this content searchable and map-able.
Each EMR specific tip sheet has additional information on this function and links to the vendor help files.

3. Modifiable Lifestyle or Risk Factors
Recording Modifiable Lifestyle or Risk Factors in the EMR presents a challenge for most EMRs, as there may
not be a standard field (as there is with prescriptions and allergies) to enter some or all of what you wish to
record for your patients. This information is most likely being collected, but is it then entered into the EMR in
a standardized way?
Some questions for discussion with your team include:
•

Is this data being entered in the same area of the EMR by every member of the team?

•

Are you using consistent units? (e.g., # of cigarettes or # of packs smoked; # of drinks consumed
per day? per week?, etc.)

•

Is the data being recorded so that it can be searched and reported on?

•

Is there a ‘best way’ for our team to enter the information to achieve our goals?

The ASaP+ Initiative is currently exploring practices around 5 modifiable or risk factors, including EMR best
practice. These are:
•

Eating Habits (fruit and vegetable consumption)

•

Physical Activity

•

Smoking

•

Alcohol Consumption

•

Weight

Some suggestions on best practices for recording these are currently available in each of the EMR Guides
in the ASaP and ASaP+ sections.
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EMR Specific Guides
Recording Prescriptions, Allergies and Modifiable Lifestyle Factors

Med Access
Prescriptions
When prescribing for the care of complex patients it is especially important for all team members to be
using the prescribing module in the way intended by the vendor. This way all team members can access
present and past medications for optimal care of the patient. This will also enable the clinic to map the
medications to the care plan template so it does not need to be manually entered. (It is also worth noting
that in the near future Alberta clinics will also be enabled for electronic-prescribing. Early information
coming from this e-prescribing pilot is that as long as the prescribing module in the EMR is used as intended
by the vendor, the clinic will be enabled to e-prescribe.)
The image below illustrates the correct method for entering prescription data in Med-Access:
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What is pictured above is the minimum information required for a simple prescription. The prescribing
module has, of course, the capability of recording more complex scripts. The important thing is that each
bit of data is recorded in the correct field so that complete information is available to the entire team and
can be mapped to other areas of the EMR.
For detailed information about how to use the Prescriptions module in Med-Access please refer to the
Med-Access Help files: Patient Chart/Meds.

Allergies
As with the Prescription module, it is very important to record allergy information in the EMR in the way
intended by the vendor if you want to have this content searchable and map-able.
The image below illustrates the correct method for entering Allergy data in Med-Access:

For detailed information about how to use the Allergies module in Med-Access please refer to the MedAccess Help files: Patient Chart/Allergies.
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Modifiable Lifestyle or Risk Factors
Recording Modifiable Lifestyle or Risk Factors in the EMR presents challenge for most EMRs as there may not
be a standard field (like with prescriptions and allergies) to enter some or all of what you wish to record for
your patients. This information is most likely being collected, but is it then entered into the EMR in a
standardized way?
Some questions for discussion with your team are:
•

Is this data being entered the same area of the EMR by every member of the team?

•

Are you using consistent units? (eg: number of cigarettes smoked or number of drinks per
day/week)

•

Is the data being recorded so that it can be searched and reported on?

•

Is there a best way for our team to enter the information to achieve our goals?

The ASaP+ Initiative is currently exploring practices around 5 modifiable or risk factors, including EMR best
practice. These are:
•

Eating Habits (fruit and vegetable consumption)

•

Physical Activity

•

Smoking

•

Alcohol Consumption

•

Weight

Some suggestions on best practices for recording these are currently available in the ASaP and ASaP+
sections of the Med-Access EMR Guide for Patient’s Medical Home on the Toward Optimized Practice
website.
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Telus Wolf
Prescriptions
When prescribing for the care of complex patients, it is especially important for all team members to be
using the prescribing module in the way intended by the vendor. This way all team members can access
present and past medications for optimal care of the patient. This will also enable the clinic to map the
medications to the care plan template so it does not need to be manually entered. (It is also worth noting
that in the near future Alberta clinics will also be enabled for electronic-prescribing. Early information
coming from this e-prescribing pilot is that, as long as the prescribing module in the EMR is used as
intended by the vendor, the clinic will be enabled to e-prescribe.)
(NOTE: There is a new prescriber in Wolf; the following content is from this new prescriber.)
The image below illustrates the start of creating a basic prescription in Wolf:

What is pictured here is the minimum information required for a simple prescription. The prescribing module
has, of course, the capability of recording more complex scripts. The important thing is that each bit of
data is recorded in the correct field so that complete information is available to the entire team and can
be mapped to other areas of the EMR.
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For detailed information about how to use the Prescriptions module in Wolf please refer to the Wolf Help
files: Creating Basic Prescriptions
http://wolfmedical.com/help/ab/07_Rx/Creating_basic_prescriptions.htm?Highlight=prescriber
There is also a video created by Telus-Wolf on using the prescriber:
http://www.screencast.com/t/Z2lYIDR6n

Allergies
As with the Prescriber module, it is very important to record allergy information in the EMR in the way
intended by the vendor if you want to have this content searchable and map-able.
Allergies are now recorded as a part of the new Prescriber in Wolf. There are separate processes for
recording drug allergies and non-drug allergies.

The image below shows a screen of entering non-drug Allergy data in Wolf:
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For detailed information about how to use the Allergies module in Wolf, please refer to the Wolf Help files:
Recording Allergies and Intolerances
http://wolfmedical.com/help/ab/07_Rx/Recording_allergies_and_intolerances.htm?Highlight=allergy
There is also a video created by Telus-Wolf on using the allergy module:
http://www.screencast.com/t/2kyD4DVC

Modifiable Lifestyle or Risk Factors
Recording Modifiable Lifestyle or Risk Factors in the EMR presents challenge for most EMRs as there may not
be a standard field (like with prescriptions and allergies) to enter some or all of what you wish to record for
your patients. This information is most likely being collected, but is it then entered into the EMR in a
standardized way?
Some questions for discussion with your team are:
•

Is this data being entered the same area of the EMR by every member of the team?

•

Are you using consistent units? (eg: number of cigarettes smoked or number of drinks per
day/week)

•

Is the data being recorded so that it can be searched and reported on?

•

Is there a best way for our team to enter the information to achieve our goals?

The ASaP+ Initiative is currently exploring practices around 5 modifiable or risk factors, including EMR best
practice. These are:
•

Eating Habits (fruit and vegetable consumption)

•

Physical Activity

•

Smoking

•

Alcohol Consumption

•

Weight

Some suggestions on best practices for recording these are currently available in the ASaP and ASaP+
sections of the Wolf EMR Guide for Patient’s Medical Home on the Toward Optimized Practice website.

(NOTE: EMR Guides for Accuro and HealthQuest are coming soon.)
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