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How will this module help me successfully adopt pre-visit
planning?

o Outlines how to plan the current patient visit and prepare for the next.

9 Provides answers to common questions about pre-visit planning.

9 Gives guidance to address what you may encounter during implementation.

e Shares case reports describing how practices are successfully using pre-visit planning.
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@] Introduction

Pre-visit planning involves scheduling patients for future appointments at the conclusion of each visit, arranging for
pre-visit lab testing, gathering the necessary information for upcoming visits, and spending a few minutes to huddle

and handoff patients. Pre-visit planning can mean the difference between a clinic where a physician and the team are
floundering and frustrated, and a clinic that runs smoothly with the capacity to handle any unanticipated issues that arise.
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Ten steps to implement pre-visit planning:
During the current visit

1. Reappoint the patient at the conclusion of the visit.
2. Use a visit planner checklist to arrange the next appointment(s).
3. Arrange for the laboratory tests to be completed before the next visit.

Look back

4. Perform visit preparations.

5. Use a visit prep checklist to identify gaps in care.
6. Send patient appointment reminders.

7. Consider a pre-visit phone call or email.

Plan forward

8. Hold a pre-clinic team huddle.
9. Use a pre-appointment questionnaire.
10. Hand off patients to the physicians.

Interactive Calculator: Pre-visit planning

Use this calculator to estimate the amount of time and money you could save by implementing pre-visit planning in your
practice. Results should be verified for your specific practice and workflows.

Enter the amount of time (minutes) per day spent by physicians and your team on activities that could be eliminated by pre-
visit planning.

Interactive
Time and cost savings calculator
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Figure 1. Ten steps to implement pre-visit planning
A reference for implementing the 10 steps of pre-visit planning
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During the current visit

Re-appoint the patient at the conclusion of the visit.

Pre-visit planning communicates to the patients that the practice is planning ahead in order to make the next
patient visit as meaningful as possible.

Practices can plan ahead by scheduling patients for their next visit at the conclusion of each visit, including
scheduling any needed pre-visit laboratory testing (plan forward). This saves time and reduces the number of
“touches” to set up planned care appointments.

Alternatively, practices that do not have the capacity to hold future laboratory orders may choose to employ a
look backward strategy, where a staff person orders laboratory according to an established protocol based on the
patient's medications and/or conditions a few days before the next appointment. Although the look backward
strategy involves more staff “touches” than the plan forward approach, any amount of pre-visit planning is
helpful.

As you consider how to implement pre-visit planning in your practice, you can use this checklist to guide you.

Pre-visit planning: Implementation checklist
(MS WORD, 60 KB)

¢¢

We think about the patient more inclusively before they come in for their visit so that
we can take care of as much as possible at the time of the visit. This prevents work later.

)

Amy Haupert, MD Family Medicine, Allina Medical Clinic, Cambridge, MN
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Our schedules are open only a few weeks in advance. How can we adopt pre-visit planning?

For practices that do not schedule appointments months in advance, a reminder file can be used to
schedule follow-up visits and laboratory test orders and to prompt the team to contact patients closer to
their follow-up visit dates.

Can | use pre-visit planning with the open-access scheduling approach?
Yes, you can use pre-visit planning with open-access scheduling. The team can use a reminder file to

schedule follow-up visits and associated laboratory tests and then contact patients closer to the ideal
follow-up visit date.

Use a visit planner checklist to arrange the patient's next appointment(s).

The visit planner is a checklist that allows the physician to indicate the interval until the next appointment and
any associated labs required prior to that visit. It should be quick and convenient to use, requiring no more than
a few seconds of physician time. The visit planner checklist can be used by a medical assistant (MA) or other team
member who can schedule the appointments and tests indicated by the physician.

Visit planner checklist
(MS-WORD, 49 KB)

Can you provide an example of when to use the visit planner checklist?

Consider a patient who has diabetes, hypertension, and hypothyroidism who will be due for their annual
comprehensive care visit in three months. During the current visit, the physician uses the visit planner
checklist and indicates the appointment interval and type: “Three-month physical exam” and also checks
“diabetic panel, TSH, Na, K, creatinine and mammogram.”® **> A member of the physician's team can
then schedule the patient's annual visit, the indicated laboratory tests, and the mammogram.

Our physicians are overwhelmed by the process of selecting a diagnosis code for each test, a process that
can add several minutes to each appointment. Do you have any suggestions?

When creating the visit planner checklist, pair each test with the two or three most frequently used
diagnosis codes for that test. The physician can then easily check the appropriate diagnosis code for that
patient, alleviating the need in most circumstances to search through a longer list of codes.

For example, the default ICD-10 code might be D64.9 (anemia) for a hemoglobin workup with the option
of checking for R53.83 (fatigue) or for R19.5 (blood in stool). If the hemoglobin is ordered for another
diagnosis, a search can be undertaken for the correct ICD-10 code, but for most patients the correct ICD-10
code will be one of the three options provided next to the test name on the visit planner. Some practices
work with their IT department and/or EHR vendor to create an electronic version of the checklist.
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Our physicians commonly order the same bundles of tests. Can the visit planner help with this?

Yes. You can create “order sets”, or tests that are bundled based on conditions. This simplifies the ordering
process and reduces the likelihood that laboratory tests are missed. For example, an order set for diabetes
provides the diagnosis code and orders an entire panel of relevant tests — HgbAc, lipid profile, urine
albumin creatinine ratio, and creatinine blood test — with a single checkmark or click?

As a physician I have had the experience of re-appointing a patient in three months, only to later discover
the patient was due for their annual wellness visit and mammogram in four months. To avoid this
scheduling issue, | spend a lot of time searching through the medical record for the dates of these past
services. Do you have any suggestions?

It is helpful if the visit planner checklist also includes key information about the dates of the patient's
previous annual appointment and any upcoming appointments and laboratory tests. This allows the
physician to place the current visit in the context of the patient's other conditions or necessary tests.

In this situation, the physician would see that the patient was due for an annual appointment in four
months and would schedule the follow-up for diabetes at the same time. Some IT departments and/or
EHR vendors create a program that automatically populates this information into the visit planner while
other practices plan for other team members to add this information to the checklist manually before the
appointment.

Arrange for laboratory tests to be completed before the next visit.

By performing lab tests before the visit, the physician and patient can discuss results and management decisions
face-to-face. Some organizations arrange for the patient to come for lab testing a few days before the visit.
However, others have developed rapid turnaround or point-of-care testing for most tests so they can be
performed the same day as the visit with the physician.

Regardless of the approach, the goal is to have the test results available so physicians and patients can discuss
the results and make management decisions together during the face-to-face visit, As a result, both the patient
and the practice save time as they no longer have to spend time contacting the patient with results after the
visit.

Before computerized order entry our physicians ordered the next visit's labs at the conclusion of each
visit. Now our organization requires that all test orders done within a visit encounter be entered by the
physician. Our physicians don't have the extra two to three minutes per appointment to do this. How can
we address this challenge?

Some practices have responded to this type of policy by ordering pre-visit testing outside of the visit
encounter. With this approach, nursing staff contact the patient one week before their next appointment
and arrange the necessary laboratory tests using standing orders based on the patient's clinical
conditions and medications. Another solution could be using a team documentation care model, in which
a team member supports the physician during the encounter by entering requested orders and aiding
with documentation during the visit.
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An internal medicine practice in Boston found that pre-visit laboratory
testing reduced the number of letters and phone calls for results by
more than 80 percent and saved $25 per visit in physician and staff time.

J. Benjamin Crocker, MD Internal Medicine, Ambulatory Practice of the Future, Boston, MA

Look Back

Perform visit preparations.

Visit preparations can be done by the nurse or MA the day before or just prior to the appointment. This will save
time and reduce mistakes during the visit. The nurse or MA can conduct the following activities:

A.  Review the physician's notes from the patient's last visit as well as notes from other providers who
delivered interval care. If any interval care notes or results are not in the patient's record, the nurse or MA
can call that office or department to obtain the information prior to the visit.

B.  Print copies of laboratory test results, x-rays, or pathology reports to share with the patient. A printed
simple list of current medications can be handed to the patient upon check in and medication review can
begin in the waiting room. If a patient portal is available, the nurse or MA can later refer the patient to
these results.

C. Identify gaps in care that need to be closed, such as immunizations or cancer screenings.

Use a visit prep checklist to identify gaps in care.

A visit prep checklist or health maintenance screen in the EHR or separate registry provides an overview of the
preventive and chronic care needs (e.g.,immunizations, cancer screenings, and testing for patients with diabetes).
In practices without an EHR or a clinical registry, the team may choose to collect this information manually
before each visit. This important step will help the clinical team address any patient needs during the upcoming
visit.

Customize this sample visit prep checklist to your practice's unique needs.

Visit prep checklist
(MS-WORD, 52 KB)
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Send patients appointment reminders.

Many practices send patients automated reminder letters, emails, phone calls, or text messages a few days
before their appointments as it reduces no-show rates. If no automated option exists, these calls can be made by
members of the team or letters can be sent directly from the office.

Consider a pre-visit phone call or email.

Nurses or MAs in some practices also make a pre-visit phone call to their more complex patients, performing
tasks such as medication reconciliation and agenda setting on the phone, and then pre-populating the next
day's visit note with this information. Other practices email a link for the patient to complete a pre-appointment
questionnaire and the patient's responses flow into the next day's visit note. Both approaches save the team and
physician time during the clinic session.

Our providers become unglued if there isn't pre-visit lab.

Kathy Kerscher, MBA, Team Leader of Operations, Bellin Memorial Hospital

Plan Forward

Hold a pre-clinic care team huddle.

A five- to fifteen-minute daily pre-clinic huddle brings the team together to review and share knowledge about
the day ahead. The care team can use this time to announce last-minute staffing or schedule changes, discuss
special needs of the patients or team members, and determine how best to share the workload.

During the huddle, the nurse or MA, who performed the pre-visit prep, can tell the physician about an abnormal

x-ray result, a complex multi-disciplinary situation, or arrange for an interpreter. This provides an opportunity for
the physician to consult with colleagues or other resources prior to the patient's visit.
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How's 1t
working in
practice?

Use a pre-appointment questionnaire.

Provide each patient with a questionnaire to complete before the appointment, either electronically from

home or on paper at check-in. The pre-appointment questionnaire allows the team to see what is most
important to the patient, and helps the physician plan the visit before entering the room. The pre-appointment
questionnaire can include questions that would otherwise be asked during rooming, such as depression screens,
pain assessment, smoking status, falls screening, and specific questions associated with the Medicare Annual
Wellness Visit.

A printed medication list can be reviewed and edited by the patient while in the waiting room. Patients can
highlight which medications need refills or they are not taking. By shifting these questions to the questionnaire,
the nurses and MAs have much of the information they need to obtain during the visit, giving them more time to
engage with patients.

Customize this pre-appointment questionnaire to your practice's unique needs.

Pre-appointment questionnaire
(MS-WORD, 57 KB)

Should I scan the pre-appointment questionnaire into the EHR?
It is not necessary to maintain a copy of the completed pre-appointment questionnaire. It is a worksheet

to facilitate discussion during the visit. Important information from the questionnaire can be recorded in
the visit note.
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Hand off patients to the physician.

The nurse or MA will often learn important information about the patient during the rooming process. A
brief one-minute handoff to the physician can save time in the exam room by helping the physician focus the
appointment to meet the patient's needs and expectations. The handoff also makes patients aware that their
care team is working together on their behalf. For example, the physician may say, “The nurse mentioned that
you've been worried about side effects from your cholesterol medication—please tell me more.” The team will
quickly see the importance of their initial discussions with patients.

A warm handoff is when the transfer of care between two members of the health care team is conducted in

person and in front of the patient (and family if present).' This exchange can also be used to alert the physician to
the emotional status of the patient so the physician can better calibrate their initial tone to match their patient's
needs. An example of this could be if the nurse says, “Her husband is in the hospital and she is worried and upset.”

| like the idea of a handoff. However, | don't always see my MA between patients. She is often in a different
room when | am ready to attend to the next patient. How can we address this?

There are innovative ways to hand off patients. First, the MA can brief the physician about several patients
at once. This way, if the MA is in a different room when the physician is ready to meet the next patient, the
physician is already prepared. Second, the MA can hand off information by listing key information in the
patient's chart. A verbal handoff is preferable; however, a short note is still beneficial.

Do | need to hire more staff to implement pre-visit planning?

Not necessarily. Overall, pre-visit planning saves staff time because less time is spent looking for
information during the visit and reporting results post-visit. Practices that have success with pre-visit
planning often have a 1:1 physician to support staff ratio. That team member is able to save time through
effective pre-visit planning.

We have a registry that identifies patients' prevention and chronic care needs as they come due. Why
should we address these needs at a visit?

Many practices use the in-reach approach within the medical setting as the primary method for
addressing prospective care needs. This is typically done at the annual comprehensive care visit and
reserves the outreach approach for patients who were missed in the in-reach approach. In-reach is the
most efficient approach.

Practices that exclusively use an outreach approach will spend more time completing administrative
tasks in the long-term and may end up asking patients to come in for multiple visits when their needs
could have been met in one visit. However, outreach is useful as a tool to close gaps in care for patients
who have missed annual appointments or preventive care milestones.

Our physicians and staff are overwhelmed. How can we find time to implement pre-visit planning?

While it may sound overwhelming to implement a new process, successful pre-visit planning can enhance

teamwork and operational efficiency. Some practices save an hour or more of physician and staff time per
day with pre-visit planning.

Copyright 2019 American Medical Association /9

Downloaded From: https://edhub.ama-assn.org/ by a Non-Human Traffic (NHT) User on 06/01/2021



sTEPSforvard

/2222222

Conclusion

The strategies, tools and resources in this module can assist you in adopting a pre-

visit planning approach that fits your practice's specific needs. Pre-visit planning

will help your practice benefit from improved communication with patients,

streamlined scheduling of appointments, and enhanced care team efficiency

during all patient visits. (' )
You can measure the impact of pre-visit planning using this pre-visit planning
measurement guidebook. It is designed with a quality improvement framework
that will allow you to see positive changes in your operational efficiency.

Measure the impact of pre-visit planning guidebook
(MS WORD, 107 KB)
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= AMA Pearls

Disorganized visits can be stressful for everyone: patients, the care team, and physicians.

Having all needed information available ahead of the appointment minimizes trips in and out of the room as well as
disruptions in patient flow to create a healthier and happier work environment.

Avoid being caught off guard by unexpected patient agenda items.

Pre-visit planning reduces the chance the team will be caught off guard by a patient's unexpected agenda item. For
example, if the patient indicates on a pre-appointment questionnaire that the main purpose of his or her visit is to get
help with insomnia, it is less likely the physician will get to the end of the appointment only to learn that the patient's main
concern, difficulty sleeping, had not yet surfaced.

Seek to close potential gaps in patient care both during and before the face-to-face appointment.

Pre-visit planning provides an opportunity to close gaps in a patient's care. During visit prep, for example, the nurse or MA
determines if a patient is due for any immunizations or a colon cancer screening. Using established protocols, the nurse can
close these types of gaps before the physician portion of the visit begins.

Close the loop of care during the visit.

Pre-visit planning allows the team to complete all of the tasks for the visit (i.e., to “close the loop” of care) during the
appointment, rather than having multiple follow-up items, such as laboratory results or medication adjustments, left
unfinished at the close of the visit.
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Take a long view: schedule several planned care appointments at once.

A visit planner can be used to set up more than one future appointment. For example, at this year's annual comprehensive
care visit for a patient with diabetes, hypertension, and hypothyroidism, the physician may check off both a six-month
follow-up (with Alc) as well as next year's annual visit (with diabetic panel, hypertension panel, TSH and mammogram). For
those using open-access scheduling, the appropriate time intervals for appointments and associated labs can be tracked in
areminder system.
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STEPS 1n practice

‘ Pre-Visit Planning Case Report: Prairie Lake Family Medicine

Michelle Ellis, MD, and her team at Prairie Lake Family Medicine in Lincoln, NE, focuses on pre-visit planning as a
strategy to improve efficiency and patient care.

The trigger for this approach was the implementation of a system-wide, patient-centered medical home
transformation that began two years prior. This organizational change required more preparation before each
visit and advance planning of preventive care needs, which contributed to more work for the clinical team.

The team preps for scheduled visits one day in advance; patients who have scheduled an appointment for

the same day are prepped prior to Dr. Ellis entering the exam room. The two nurses who support Dr. Ellis are
the primary team members responsible for prepping the charts and each have specific responsibilities. One
nurse prepares for mammograms, DEXA, and colonoscopies while the other nurse preps for needed vaccines,
pulmonary function testing, preoperative EKGs, follow-up imaging, and Pap smears. All clinical updates are
documented on the care team's huddle prep sheet and reported to Dr. Ellis. This “divide and conquer” approach
ensures that Dr. Ellis's thoughts and priorities for each visit are organized and she is able to get the most out of
each patient encounter as efficiently as possible.

Pre-visit planning can also have its challenges. Finding the right ratio of staff to patients to accommodate this
new workflow has been an ongoing process. Dr. Ellis works with two nurses and shares a scheduler, a front office
staff member, and a lab technician with her office partner. In addition, she shares two part-time team members
with other offices and administration, one who helps with referral coordination and one who provides health
coaching. Each team member is cross-trained and can cover for each other and perform additional duties as
required. Strong team communication is also essential.

To create the best patient experience possible, Dr. Ellis, her partner, and their teams frequently evaluate and
make small changes to any new process or procedure they are trying out. They learn what's working and what
can be done more efficiently through open dialogue in team meetings. They plan to use patient satisfaction
surveys to measure the impact of their new workflows and continue augmenting the processes until they are
fully optimized.

As a result of pre-visit planning, the practice is able to provide more preventive services, such as pap smears,
mammograms, immunizations, colonoscopies, and bone density scans while improving outcomes for patients.

a Pre-Visit Planning Case Report: Autumn Ridge Family Medicine

Todd E. Johnson, DO, and his team at Autumn Ridge Family Medicine in Lincoln, NE, has used pre-visit planning
for years. Initially, an informal process was developed by a desire to be prepared for the upcoming clinic day. As
the team began to investigate the criteria for certification as a patient-centered medical home, they began to
organize their informal process into a standardized checklist within the electronic health record (EHR). This new
checklist had a dramatic effect on the flow of their day.
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The checklist includes:

« How many patients were seen the previous day.
« How many patients were sent to an urgent care center or the emergency room.
» How many openings there are in the schedule and at what times.

o The third next available chronic visit, acute visit, or wellness exam.

The team continued to formalize their pre-visit planning activities by adding reminders for overdue labs and
orders into the EHR. The team scheduler's role expanded to include reminding patients about lab tests when
she called to confirm their appointments. The scheduler relies on standing orders and written protocols to know
which tests to discuss with patients.

In addition, new nurses were trained to fulfill standing orders as part of the pre-visit planning process. Every
person on the team now plays a role in pre-visit planning in some capacity, leading to one hour saved over the
course of a clinic day.

Every day, Dr. Johnson's team attends a pre-clinic huddle. The team scheduler kicks off the huddle with a
summary of the previous day's work, followed by an overview of the upcoming day's schedule and caseload. This
overview includes openings in the schedule and which team members are out for the day.

Dr. Johnson's nurse then takes over and discusses the details of the day's more complex patients. She focuses

on addressing any gaps in care identified by the practice reminder system for patients with asthma, chronic
obstructive pulmonary disease, hypertension, and/or diabetes. Reminders are set for items such as pre-visit labs,
immunizations, and diabetic eye exams. All other tasks needing attention are covered by others on the team. By
the end of the huddle, there is a clear understanding of the plan for the upcoming day.

Dr. Johnson's team measures their success based on no-show rates, which have dropped dramatically since they
formalized their pre-visit planning process. In fact, Dr. Johnson and his team now have one of the lowest no-show
rates in the network.

“I can't imagine not doing pre-visit planning. Everyone's contributions make things run so smoothly that when
someone is missing from the huddle, it results in a chaotic day,” said Dr. Johnson. “Pre-visit planning changed the
energy in the office and made this a better place to work.”

The other two physicians in the clinic with Dr. Johnson use their own unique versions of pre-visit planning with
their teams. Like Dr. Johnson, they recognize the benefits of pre-visit planning, but have found that there is no
one-size-fits-all approach to preparing for the day.

a Pre-Visit Planning Case Report: Fairview Health Services

At Fairview Health Services, in Rosemount, MN, the medical assistant (MA) conducts pre-visit phone calls two
days before the appointment. During the call, she addresses medication review, agenda setting, lifestyle changes,
advance directives, depression screening, and updates the patient's social and family histories.

MAs are able to place these calls during short breaks between rooming throughout the day. They then pre-
populate the next day's clinic note with this information. For the most complex patients, the pharmacist may also
make a call to perform pre-visit medication reconciliation.

a Pre-Visit Planning: Ambulatory Practice of the Future

In the practice of J. Benjamin Crocker, MD at the Ambulatory Practice of the Future at Massachusetts General
Hospital in Boston, each clinic session begins with a team huddle. The nurse practitioners, nurse, MAs, health
coach, schedulers, greeter, and four physicians review the day's list of patients on a large, wall-mounted
computer monitor, which includes patients in the hospital and patients scheduled for phone visits. For example,
if a patient presents for evaluation of abdominal pain, the nurse raises the role that his recent divorce may be
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playing. The health coach alerts the team that another patient is now unemployed and has had trouble filling his
prescriptions. This is how one team is fulfilling the promise, first created as a guiding principle of Borgess Health
in Michigan, “We will know who you are and are ready for you.”

Like most physicians, Dr. Crocker used to see his patients first and then send them to the lab after their
appointments. As the results came back, he reviewed each one individually. When all tests results returned, he
would eventually write a letter to the patient or try to reach them by phone. This often required him to relearn
the scenario for which the labs were ordered, and did not provide an opportunity for important face-to-face
counseling on certain medical conditions. It was common for patients to call back with questions about their
results that they did not understand from the letter or phone message.

The system of post-visit labs required handling each test result individually as it was released from the lab. Dr.
Crocker was awash in results as multiple lab results from multiple patients returned to his inbox individually and
were intermingled with other messages. He realized that it was not only a lot of work for him and for his team to
sort through and manage, it was inconvenient for the patient and it prevented him from being able to discuss the
test results with the patient at the visit.

As a result, his practice instituted point-of-care pre-visit laboratory testing. They compared the number of follow-
up phone calls and letters from before and after implementation of the system. Pre-visit lab testing reduced the
number of phone calls to the practice by 89 percent and reduced the number of letters sent to patients about lab
results by 85 percent. There were 61 percent fewer revisits due to abnormal tests and 21 percent fewer lab tests
ordered overall, since the results were reported in real-time. This saved the practice $25 per visit in physician and
staff time. Importantly, patient satisfaction with their care also increased.
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Learning Objectives:

At the end of this activity, you will be able to:

1. Identify the purpose and benefits of implementing pre-visit planning;

2. Describe steps to take during a visit to improve patient experience;

3. Recognize ways to prepare and engage patients in their health care;

4. List pre-visit planning tools and strategies that improve practice efficiency.

Article Information

AMA CME Accreditation Information

Credit Designation Statement: The American Medical Association designates this enduring material activity for a
maximum of .50 AMA PRA Category 1 Credit™. Physicians should claim only the credit commensurate with the extent of
their participation in the activity.

Target Audience: This activity is designed to meet the educational needs of practicing physicians, practice administrators,
and allied health professionals.

*Disclaimer: Individuals below who are marked with an asterisk contributed towards Version 1 of this learning activity.

Statement of Competency: This activity is designed to address the following ABMS/ACGME competencies: practice-
based learning and improvement, interpersonal and communications skills, professionalism, systems-based practice,
interdisciplinary teamwork, quality improvement and informatics.

Planning Committee:
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Marie Brown, MD, Senior Physician Advisor, Professional Satisfaction and Practice Sustainability, American Medical
Association & Associate Professor, Rush Medical College, Rush University Medical Center

Ashley C. Cummings, MBA, CRCR, CME Program Committee, American Medical Association

Renee DuBois, MPH, Senior Practice Transformation Advisor, Professional Satisfaction and Practice Sustainability,
American Medical Association

Brittany Thele, MS, Program Administrator, Professional Satisfaction and Practice Sustainability, American Medical
Association

Kevin Heffernan, MA, CME Program Committee, American Medical Association*

Ellie Rajcevich, MPA, Practice Development Advisor, Professional Satisfaction and Practice Sustainability, American
Medical Association*

Sam Reynolds, MBA, Director, Professional Satisfaction and Practice Sustainability, American Medical Association*
Rhoby Tio, MPPA, Senior Policy Analyst, Professional Satisfaction and Practice Sustainability, American Medical
Association®

Content Reviewers:

J. James Rohack, MD, FACC, FACP, Senior Advisor and former President, American Medical Association

Renee DuBois, MPH, Senior Practice Transformation Advisor, Professional Satisfaction and Practice Sustainability,
American Medical Association

Brittany Thele, MS, Program Administrator, Professional Satisfaction and Practice Sustainability, American Medical
Association

John W. Beasley, MD, Family Physician, School of Medicine and Public Health, University of Wisconsin-Madison*
David Eltrheim, MD, Family Physician, Mayo Clinic Health System-Red Cedar*

Catherine Sonquist Forest, MD, MPH, Clinic Chief, Stanford Family Medicine*

Chester H. Fox, MD, Professor of Family Medicine, University at Buffalo*

Ethan A. Halm, MD, MPH, Chief, Division of General Internal Medicine, University of Texas Southwestern Medical
Center*

Jeffrey Panzer, MD, Medical Director, Oak Street Health*

Rachel Willard-Grace, MPH, Research Manager, Center for Excellence in Primary Care, Department of Family &
Community Medicine, University of California-San Francisco*

Michael Zimmerman, MD, Co-founder, Temescal Creek Medicine*

Michael Glasstetter, Vice President, Advocacy Operations, Advocacy Planning & Management, American Medical
Association®

Thomas P. Healy, |D, Vice President and Deputy General Counsel, American Medical Association*

Ellie Rajcevich, MPA, Practice Development Advisor, Professional Satisfaction and Practice Sustainability, American
Medical Association*

Sam Reynolds, MBA, Director, Professional Satisfaction and Practice Sustainability, American Medical Association*
Rhoby Tio, MPPA, Senior Policy Analyst, Professional Satisfaction and Practice Sustainability, American Medical
Association®

About the AMA Professional Satisfaction and Practice Sustainability Group: The AMA Professional Satisfaction and
Practice Sustainability group has been tasked with developing and promoting innovative strategies that create sustainable
practices. Leveraging findings from the 2013 AMA/RAND Health study, “Factors affecting physician professional satisfaction
and their implications for patient care, health systems and health policy,” and other research sources, the group developed
a series of practice transformation strategies. Each has the potential to reduce or eliminate inefficiency in broader office-
based physician practices and improve health outcomes, increase operational productivity and reduce health care costs.

The project described was supported by Funding Opportunity Number CMS-1L1-15-002 from the U.S. Department of Health
& Human Services, Centers for Medicare & Medicaid Services. The contents provided are solely the responsibility of the
authors and do not necessarily represent the official views of HHS or any of its agencies.

ABMS MOC: Through the American Board of Medical Specialties (“ABMS”) ongoing commitment to increase access to
practice relevant Maintenance of Certification (“MOC”) Activities, this activity has met the requirements as an MOC Part
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Il CME Activity. Please review the ABMS Continuing Certification Directory to see what ABMS Member Boards have
accepted this activity.

Renewal Date: February 2, 2018; April 25,2019

Glossary

Re-appoint: To schedule any follow-up appointments for patients at their current visit.

Standing orders: A protocol-driven approach for providing care, such as established procedures for renewing
prescriptions and ordering laboratory tests or health screenings. State laws and regulations may
address to whom and what can be delegated by standing order.

Warm handoff: Physically transitioning patient care from clinical support staff to the physician during the
patient visit.

In-reach approach: Planning in advance so that gaps in care are closed at the time of each face-to-face visit.

Outreach approach: Occurring outside the medical setting.

Disclosure Statement:

Unless noted, all individuals in control of content reported no relevant financial relationships.
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