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This is the third module of Coach Medical Homa sixmodule curriculum designed for practice
facilitators who are coaching primary care practices around patieentered medical home
(PCMH) transformationBased onhe Safety Net Medical Home Initiativsamework for Practice
Transformationthese modules provide knowledgad tools coaches can use to support practices
as they improve quality of care, become medical homes, and achieve PCMH recognition.

Each module has two components: a PDF handbook like this one and a companion PowerPoint®
presentation also available on the Coach Medical Home websitee PowerPoint® slides can be
saved, modified, and used in your presentations with practice leaders and others. The detailed
notes in the handbook will help you learn more and link you to other useful resources. You may
also find it helpful to use these notes to guide your tallgomts during presentations.

Visit www.CoachMedicalHome.ortp download this and other modules
and to access dozens of helpful tools and resources.

Supported by The Commonwealth Fund, a national, private foundation based in New York City that
supports independent research on health care issues and makes grants to improve health care
practice and policy. The views presented here are those of the authors and not necessarily those of
The Commonwealth Fund, its directors, officers, or staff.
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Learning objectives for this module

21 ..
After completing this module, you will know how to:

W Explain the “change concepts”: the changes necessary
to become a medical home as defined by the SNMHI
Framework for Practice Transformation.

m Help practices test and implement changes in logical
sequence.

Coach Medical Home: Module 3

Transformation to a patiententered medical home (PCMH) is a major undertaking for a
practice.ln order to make the change manageable, it is important to break it into steps

This module helps the practice facilitator understand the changes required to become a
medical home and provides techniques and tools to help guide practices in making change.

Throughoutthis module, you will find coaching tips and links to useful todtshelp you
accomplish the action step(s) listed on that pageokfor the following icons on certain
pages:

The light bulb icon points out key tips and insights that will help you in your role as a
coach

@ The toolbox icon points out tools you can access via theliokided, oron the
G a2 RaX S{ Sl dzSy OA ypageai windv.ChakhMgdmSHbHe.org
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What are we trying to achieve?

Benchmark performance in quality and efficiency

Improve the operational efficiency of
clinics

Improve quality of care for patients
Improve patients’ health care experiences

Improve clinician/staff experience

Reduce disparities in access to care and
quality of care

Reduce costs

Coach Medical Home: Module 3

As Module 1: Getting Started explains in more detail, PCMH transformation sets out to
make changes that dramatically enhance the value and experience of health. éaemost
practices, the desired changes in quality and efficiency are much more dramatic then any
improvement efforts they have tried in the past. This journey may take a few years and
considerable effort. Initiatives to support and coach practices should not underestimate the
magnitude of the challenge that practices face.



How do we get there: The SNMHI change
package

. . : )
e A general idea—with proven merit and a sound scientific
or logical foundation—that can stimulate specific ideas
8 Change .
e for changes that lead to improvement )
N
» More detailed change ideas that sites can adapt and try
32 Key in their practice
changes Y,
N
e Small changes that clinics can try to improve care
J

Coach Medical Home: Module 3

The eight change concepts that define the PCMH are broad ideas. Under each change
concept are key changeanore specific ideas about change that sites can adapt and try in
their practice. For sites that want even more specific ideas, activities are examples of small
changes that clinics have made to improve care within a change concept.

The change concepts and key changes were created by national experts and tested in the
Safety Net Medical Home Initiative (SNMHI) PCMH demonstratimchange package is
now used in PCMH efforts around the United States, including state initiatives and the
Advance Primary Care Practice demonstration.

® The change concepts and key changes are general concepts. We expect that they will
be implemented differently in different places.

Reference: Wagner EH et al. 2012. The changes involved in patietered medical home
transformation. Prim Care 39(2):24B.



Grouping and sequencing the changes

Laying the * Engaged leadership
Foundation e Ql strategy

Building ¢ Empanelment
GEERCIEIE o Continuous, team-based healing relationships

e Organized, evidence-based care
Delivery e Patient-centered interactions

* Enhancing access
e Care coordination

Coach Medical Home: Module 3

Practices will be overwhelmed if they try to implement the entire change package at once.
Additionally, many of the recommended changes cannot be made unless other changes are
already in place. For example, providing continuity of care depends upon the explicit linking of
each patient with a primary provider.

To focus work and reduce confusion, the change package lays out the following order:

1. Foundational Change#®ractice transformation requires visible leadership support and an

effectivequalityimprovementapproachto changeculture and practice systems. Without
this foundation, practices find it difficult to move forward on the other changes.

Building Relationships with Patient#\ strong provideipatient relationship, especially
when the provider is part of a watirganized team, improves patient outcomes and
experience. Other system changes like continuous, tbased care build on and reinforce
the relationship.

Changing Care Deliveryransformation goals will not be reached unless the way in which
care is delivered is more patient centered, planned, and proactive. Measuring
improvements in clinical performance is essential to sustaining motivation and energy and
overcoming change fatigue.

Reducing Barriers to Cartmproving access and coordination requires engaging with both
staff in the clinical practice as well as partners outside, like hospitals and specialists.
Practices are more able to create helpful partnerships with others when their own
partnerships are organized.



Planning sequencing
N

Review the sequence of the eight change Use tools available at
concepts, safetynetmedicalhome.org

) o * PCMH-A, Implementation
Adapt sequence to the practice’s existing guides, and more

processes, infrastructure, and goals:

m Build of the readiness assessment (See
Module 1: Getting Started)

m Not all teams will work through the changes
in the same sequence

Incorporate state or national-level PCMH
initiative demands.

Coach Medical Home: Module 3

Understand and share the sequence of the eight change concaptk with teams to

create a vision for where they want to go, and help them identify where to start. Not all

teams will work through the changes in just this sequence. You will need to understand what
processes and infrastructure the teams already have in glfareexample, they may already

have a good team structure up and running. Also consider what other-Etaéd or nationa
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or a care management program.

Therest of this module provides additional detail about how the changes are interdependent
and build on one another, and to provide a starting point for a conversation with sites about
their improvement work

€ |n addition, safetynetmedicalhome.org contains a comprehensive library of free
resources on PCMH transformatiomhey were developed specifically for safety net
practices and include tools and reabrld examples.



Engaged leadership: PCMH practice key

changes

Visible and sustained leadership at many levels: board, senior
leadership, office managers, medical staff .

Leads overall cultural change as well as specific strategies to
improve quality and spread and sustain change.

Ensure that the PCMH transformation effort has the time and
resources needed to be successful.

Ensure that providers and other care team members have
protected time to conduct activities beyond direct patient care
that are consistent with the medical home model.

Build the practice’s values on creating a medical home for
patients into staff hiring and training processes.

Coach Medical Home: Module 3

Visible and sustained leadership support is essentiahtake transformational change
happen in abusy federally qualified health center (FQHC}radership support ensures that
the vision and resources for transformation are in place. This must happen at many levels:
board, senior leadership, office managers, medstaff.

® Asa coach, this means thinking about how to support different kinds of leaders
simultaneously, and emphasizing the many roles that they pla@g. start, acquaint
yourself with tools and resources for fostering leadership in an FQHC

The SNMHI Engaged Leadership Implementation Guide provides tangible examples of
howengaged leadersactr Y R ¢ KIF G (2 R2 ¢6KSYy GKS@QNB y:
http:// www.safetynetmedicalhome.org/chanegencepts/engagedeadership
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Engaged leadership: Implementation tips

trust & open communication with the Board or senior
leadership.

Develop

ongoing leadership development through training
resources & learning communities.

Encourage

. level of engagement. Practices that never get started
Monitor have leadership that is either ineffective or opposed to
change.

“adaptive reserve”: the ability to learn & change—vision
for the future, strategy for getting there, support for staff
involvement & time.

Coach Medical Home: Module 3

Most PCMH initiativestart with engaging the Board and senior leadershipoachemay
make this earlgonnection,or it could be done by or in partnership with the leader of the
organization that the coach worlsr. Involve alimembers of thesenior managementn your
initial meeting, including thehief financiabfficer and Board chaiBeclearand explicit up
front aboutcostsand benefits of participation to help get the initiative off to the right start.

& Promote leadership developmen®ractices withouengaged leadershipr with high
turnover will need extra support. Leadership development is not atame activity.
The coach or a primary care association may wish to organize an ongoing learning
initiative to run in parallel with PCMH transformation. For example, sstates
organizemonthly or quarterly meetingto developleadership skills and cros$inic
communication, and to keep leaders-tp-date on state and federal policy changes

€ |f you suspect a team is not making progress because the leadership is not engaged,
do not wait and hope the issue will resolv&alkto leadership within your organization
and ask for help reaching out to practice leaders and connecting them with resources or
mentoring from a higHunctioning practice.

ﬁ NACHGQ eadership Development Institutes
ahdazdaNR t/ ! Qa ttd¢ Fo2dzi AYUINRRdAzOAYy3 t/ al
SFQCS Curriculum Plan
The Practice of Adaptivezadership
(Tools available avww.CoachMedicalHome.oig Module 3: Sequencing théhanges)
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All practices that are successful at making change use a system to guide their quality
improvement (QI) efforts. Through the Institute for Healthcare Improvement (IHI)
Breakthrough Series Collaboratives, staff at many FQHCs learned and used the Model for
Improvement (PDSA cycles) to test small ideas for change in practice, learn from that
experience, adjust and try again. However, PCMH evaluation to date shows that other QI
strategies (e.g., Lean) work just was well, if not betféhat matters is that the practice has

a regular, shared, and ongoing process for improvement.

Qualitylmprovement Strategy Implementation Guide .
http:// www.safetynetmedicalhome.org/chanegencepts/qualityimprovement

strateqgy




