Reprinted from

group practice journal
PUBLICATION

O F

T H E

A M E R I C A N

M E D I C A L

G R O U P

Best in Class
Collaboration and Data Analysis Take Preferred
Health Partners to “Gold Standard”
BY FATIMA DAVID, R.N., AND JOEL TAYLOR

JANUARY 2013 ■ VOLUME 62, NO. 1

®

A S S O C I AT I O N

Best in Class
Collaboration and Data Analysis Take Preferred
Health Partners to “Gold Standard”
BY FATIMA DAVID, R.N., AND JOEL TAYLOR

Although still considered a relatively new approach, the patient-centered medical home (PCMH)
model promises to transform care delivery, ultimately
becoming the “gold standard” for ambulatory care.
Health care in the United States is becoming increasingly patient-focused to enhance collaboration and
maximize clinical outcomes. This is especially true in
organizations that embrace a PCMH methodology,
which promotes a partnership between patients and
their team of healthcare providers to improve clinical
results, enhance efﬁciency, and enable comprehensive
care.

Preferred Health Partners is
committed to harnessing data for
improving organizational efficiency
and care quality.
Preferred Health Partners has successfully implemented the PCMH model. We are a large Brooklyn,
New York-based multispecialty group practice. Technology has enabled us to collaborate effectively with
patients, families, and other healthcare providers to
support broad and integrated medical care across multiple settings.
In a fundamental way, the concept of patient-centered care is the cornerstone of the Centers for Medicare and Medicaid Services (CMS) Meaningful Use
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criteria and emerging reimbursement models such as
an accountable care organization (ACO). This is why
Preferred Health Partners believed PCMH recognition
was a worthwhile endeavor. Pursuing recognition as a
PCMH is never a simple process, and we were committed to harnessing our data for the dual purposes of
improving organizational efﬁciency and care quality.

Laying the Foundation
Preferred Health Partners includes 9 practices
and 170 physicians, and we serve more than 100,000
patients. Like most multispecialty group practices, we
offer primary and specialty medical services, diagnostic
testing, and other services including health education,
social work and nutrition counseling.
With an eye toward emerging new care delivery
models and Meaningful Use, we embarked on our
medical home journey in 2010 when we decided to participate in the Primary Care Information Project Health
eHearts program—a pilot pay-for-quality program—
through the New York City Department of Health
and Mental Hygiene. The eHearts program rewards
practices using electronic health records (EHRs) to help
patients improve heart health.
Because Preferred Health Partners had adopted
an EHR system in 2004, our providers were already
comfortable using technology to capture discrete
data elements, generate reports, and review progress.
Through the eHearts initiative, we were able to reach
several target clinical outcomes for patients who were
historically difﬁcult to treat based on insurance status
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or existing co-morbidity diagnoses. We also received a
$100,000 bonus for doing so.
Bolstered by this success, Preferred Health Partners
decided to pursue the National Committee for Quality
Assurance (NCQA) advanced PCMH Level 3 recognition. To qualify, we again leveraged our clinical data
collection, analysis, and reporting expertise.

Fostering Collaboration
To help navigate the PCMH application process,
Preferred Health Partners first created a core committee
made up of experts from various departments including
the business intelligence manager, quality improvement
manager, chief operating officer, and quality improvement director. We found it beneficial to have multiple
leadership perspectives on the core team, including
historical, clinical, managerial, and database expertise.
This core team fostered cooperation for the PCMH
project among leadership, which in turn helped more
rapidly build acceptance among providers and staff.
To achieve physician and staff buy-in to the PCMH
effort, the core team committee created reports that illustrated to clinicians how close they had already come
to meeting the NCQA Level 3 PCMH standards during
their normal workflow. The reports boosted morale and
created momentum for the effort. In addition, a PCMH
committee developed for each medical group location
kept providers focused on the quality goals.

By building relationships with patients
and families, the care teams serve as
a trusted partner in realizing better
health.
Perhaps the greatest collaborative effort, however,
involved the development of multidisciplinary care
teams consisting of physicians as well as registered
nurses, licensed practical nurses, medical assistants,
and other care providers. These care teams continue
to play a critical role in patient care by coordinating a
wide range of services for a diverse patient population,
including preventive, acute, chronic, and end-of-life.
By building relationships with patients and families, the care teams not only serve as a resource for
patients, but also as a trusted partner in realizing better
health. After all, meeting the quality measures required
for PCMH recognition requires as much engagement on
the part of patients as providers.
Among the many services they provide, our care
teams manage patients’ primary care appointments,
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arrange for specialist appointments, coordinate with
hospitalists, and follow up with patients after hospital discharge. The teams also are available to answer
patient and family questions at any point along the care
continuum.
Each care team meets daily to discuss and strategize upcoming patient visits, which are scheduled two
days in advance. Preferred Health Partners calls this
event a “huddle.” At the huddle, each patient’s chart
is reviewed and care plan discussed, which helps visits
move smoothly and ensures that physician-patient time
is used efficiently.
We have also implemented processes to increase
communication with patients and keep them informed
about their care. For example, we set specific timeframes within which patients are notified about lab results—by telephone if critical and by mail if the results
are normal or stable.
Furthermore, a patient telephone call protocol now
in place in the call center ensures that simple questions
and concerns are routed to the patient’s care team. For
urgent matters, patients are directed to hang up and
call 911, but call center staff document the urgent call
in the patient’s medical record, and the primary care
physician is notified to make sure appropriate followup is provided.

Leveraging Database Technology
Even with staff and patient dedication to the
PCMH concept, the initiative’s underpinning is our
database technology that supports clinical decisionmaking. Through our integrated NextGen Ambulatory
EHR, our care teams have easy yet secure access to a
patient’s complete profile, including his or her demographic information, laboratory test results, consultations, and care plans.
For example, employed hospitalists communicate
patients’ hospital status in real time to their primary
care physicians via a customized hospital discharge
template. This step is a major component in preventing
readmissions and ensuring patients follow the hospitalists’ instructions. The EHR system, which is connected
to nearby hospitals through the Brooklyn Health Information Exchange (HIE), facilitates care coordination
and medication reconciliation. Patient allergies, lab and
imaging results, and medication profiles are accessible
from affiliated hospitals—and our primary care physicians are also automatically notified when one of their
patients is seen at a hospital emergency room.
Customized EHR templates and reports further
streamline workflow and aid performance improvement efforts. As Preferred Health Partners pursued
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PCMH recognition, dashboards allowed physicians at
each location to track their progress toward the various
NCQA quality measures. For example, we decided to
measure three distinct yet interrelated conditions—
obesity, asthma, and diabetes—because of our patient
population. Our Brooklyn location has a high percentage of obese patients, and diabetes and asthma are frequent co-morbidities. By targeting all three conditions,
we prepared to concurrently improve many aspects of
patient care.
The health quality data module of our EHR system
helps with data collection and reporting efforts. A preventative health template, for example, allows providers to capture discrete data elements without interfering
in patient care. Data capture is completely transparent
during the course of the provider’s existing workflow.
The module used to capture quality measures automatically calculates outcomes and generates clinical reports
that offer feedback for our ongoing performance measurement.
To meet NCQA requirements, Preferred Health
Partners modified its templates. External feedback
revealed that NCQA allows only a limited number
of documents to be submitted for recognition, so we
streamlined reports to answer multiple questions at
once, maximizing the power of the PCMH application.

For patient care, that is a very good thing. One example: As a result of the PCMH focus, all but 11 of our
physicians now meet the requirements for an NCQA
diabetes management recognition program. These kinds
of recognitions are now driving a better awareness of
the practice within the community, and increasing our
reputation with payers and patients alike.
Achieving Level 3 PCMH recognition takes commitment and dedication, but any organization already
connected with a robust EHR system and monitoring
quality performance will have a head start. Preferred
Health Partners harnessed the data we already had to
maximum effect, using technology for effective analysis
and reporting. We intend to continue down this path
of improved communication and operational efficiency,
always keeping an eye toward enhancing the care of the
patients we serve.
Fatima David, R.N., is director, clinical operations,
and Joel Taylor is chief information officer at Preferred
Health Partners.

Watching Clinical and Financial Benefits
Multiply
In early 2011,we achieved our goal when we
learned that we had been awarded PCMH Level 3
recognition by NCQA. It is important to understand,
however, that PCMH is not merely a “once-and-done”
accomplishment; it is an evolving process.
Preferred Health Partners has benefitted from
incentives and new payer contracts given as a result
of PCMH recognition, but we believe that the greatest
benefits are yet to come. The concept of “accountable”
care is the way health care is moving, and there is no
turning back.

Reprinted with permission of The American Medical Group Association®
©Group Practice Journal January 2013
January 2013						

GROUP PRACTICE JOURNAL

21

