1
Running head:  PRE-VISIT PLANNING FOR THREE-MONTH
34

84
PRE-VISIT PLANNING FOR THREE-MONTH












Pre-Visit Planning for Three-Month Diabetes Follow-Up Visits

Kim B. Lackey

East Carolina University





























Abstract

A primary care practice site in western North Carolina manages approximately 200 patients with diabetes per month.  There were no pre-planned, tools in place to appropriately monitor, educate, and manage the Diabetes Mellitus (DM) population.  A pre-planned standardized process was implemented to gauge its effectiveness using the American Diabetes Association’s (ADA) clinical standards and national diabetic guidelines as a template.  A methodology was used to develop a packet for providers and ancillary staff.  The packet included tools for providers to organize patient information, devise treatment plans, establish goals of care, and monitor patient preparation.  The intention was to improve patient adherence to blood glucose logs and encourage self-management practices.  Three educational sessions were held to described how to use the packet within the process change.  Guiding frameworks were Nola Pender’s Health Promotion Model (HPM) and E.H.  Wagner’s Chronic Care Model (CCM).  The Plan-Do-Study-Act (PDSA) tool was utilized weekly during the three-month implementation phase to monitor progress toward completion of project goals.  The new practice change decreased behavioral and environmental barriers.  There was a decrease in missed appointments from 17% to zero percent, and an increase in patient adherence from 11% to 23%.  The practice changes also uncovered a 34% staff compliance rate, which was attributed to time management issues, individual resistance to change, and staffing fluctuations.
Keywords: diabetes mellitus, pre-planning, Health Promotion Model, Chronic Care Model, Plan-Do-Study-Act, diabetes education, primary care practice 
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Pre-Visit Planning for 3-Month Diabetes Follow-Up Visits

Chapter One:  Introduction

Diabetes is a global, non-communicable disease (NCD) that kills more Americans than cancer and AIDS each year (American Diabetes Association [ADA], 2017).  According to the ADA, a person is diagnosed with diabetes every 19 seconds.  By 2050 one in three adults will be diagnosed with diabetes.  According to James et al. (2015), health care is the largest service industry costing the United States almost $2.9 trillion in annual spending.  Of that $2.9 trillion, billions are lost due to inefficient delivery of health care services.  Nevertheless, the quality of care as measured by good control of chronic conditions, such as diabetes, falls short in comparison to other countries (Grant, Uratsu, & Heisler, 2016).  The purpose of this project was to implement standardized pre-planned packets for healthcare providers that will better prepare diabetics for three-month follow-up visits.
The objective of pre-visit planning is to create an organized, cost effective, and efficient process for patient care.  It involves 1) providers who are knowledgeable about the disease and current treatment guidelines, 2) a patient who takes initiative toward improving his/her own health care, and 3) a practice setting whose systems are designed to help, not hinder, the process (C. Sinsky, T. Sinsky, & Rajcevich, 2015).  Pre-planning supports a holistic approach to providing high-quality care for diabetic patients.
Problem Statement and Rationale
Increased patient demand and complex cases present challenges to visit preparation.  Lack of visit preparation results in less effective visit encounters (Grant et al., 2016).  Multiple studies indicated areas of inefficiency occurring before, during, and after patient visits (James et al., 2015; Grant et al., 2016; C. Sinsky, T. Sinsky, & Rajcevich, 2015).  In a primary care office located in western North Carolina, the providers identified that patients returning for diabetic follow-up visits were often unprepared.  The office staff had no standardized process for communicating and retrieving pertinent patient information prior to return visits.  The practice site’s pre-visit inefficiencies were resulting from missed appointments over the last year.  Implementing a strategy for patient reminders creates an improvement that would set other goals of care into action.  Inefficiencies during visits surround ineffective staff collaboration and organization skills.  For instance, Medical Assistants (MAs) did not prepare up-to-date patient information for providers’ immediate access during patient encounters.  For example, pertinent lab results, blood glucose logs, current anti-diabetic medications, and preventative care results need to be in one location for an efficient and quality diabetic follow-up visit.  The practice site’s inefficiencies during post-visits involved providers managing laboratory results.  Providers reported this inefficiency as time consuming and ineffective to patient-centered care.  Practices have found improvements by dedicating MAs to collecting and reporting lab results (James et al., 2015).  Other practices found utilizing EHRs, such as Amazing Charts and Updox, as an alert system for when results were available for interpretation to help improve barriers to patient adherence and staff compliance (James et al., 2015).  Reports have shown that a team approach strategy strengthens interprofessional relationships, increases patient/provider satisfaction, and improves efficiency in patient care (James et al., 2015).  Therefore, practices establishing a team approach creates a collaborative process to patient centered care.
Electronic health records. The primary care office’s Electronic Health Record (EHR) Amazing Charts, contained a wealth of historical data that can be extracted to evaluate quality improvement activities.  Amazing Charts allowed providers to have access to records in one convenient location with easy access to chart summaries, lab results, referrals and past encounter summaries.  When accessing patient charts the last note is automatically displayed for ease of documentation and review.  It allows for intra-office messaging, e-Prescribing (except for controlled substances), and the ability of providers to create templates to efficiently chart notes (Amazing Charts, LLC, 2017).  With the practice having records in one location and the ability to scan documents into patient’s medical records, changes in diabetic patient care could be evaluated more promptly.  Organized, patient-centered care ensures the needs of patients are met.  Delivering care in a pre-planned rather than a reactive approach to encounters encourages self-management and supportive care (Austin & Wagner, 2013).  Pre-planning also meets the standards of the Chronic Care Model (CCM), a framework for pro-active approaches to improving patient-centered care within health care systems (Grant et al., 2016).
Background and Significance of Problem
Background of project site. The primary care office manages a large population of patients with diabetes, averaging around 200 cases a month, but there were no standardized pre-planned, organized tools in place to provide effective and efficient diabetic care.  Providers at the practice site identified the challenges with patients taking the initiative in self-managing their Diabetes Mellitus.  According to the providers, over the last year, about 60% of patients adhered to scheduled appointments.  Of these, about 70% came prepared with completed blood glucose logs.  On the other hand, providers and ancillary staff reported 100% of post-visit follow-up work being spent retrieving, interpreting and reporting lab results.  They also expressed concerns with the need of a more organized, efficient, and collaborative process for effective diabetic patients’ follow-up visits.
Focus of the project. The focus of this project was to develop a pre-planning packet that adhered to the American Diabetes Association’s (ADA) clinical standards and national diabetic guidelines for practice management in a primary care setting.  Implementation of the new process allows for comprehensive medical evaluations and assessment of comorbidities, lifestyle management, cardiovascular disease and risk management, and microvascular complications (ADA, 2017).  Promoting these standards not only decreases morbidity and mortality rates but also gives providers the opportunity to promote healthy behaviors.
Healthy People 2020. An organized visit encouraging self-management practices, supports the national health objectives for Healthy People 2020 which is the federal government’s 10-year prevention agenda for improving the Nation’s health.  The project goals included:  1) increasing the proportion of adults with diabetes who perform self-blood glucose monitoring at least daily, 2) report that their health care providers always involved them in decisions about their health care, and 3) communicate with their health provider via technology (i.e., mobile devices) (Office of Disease Prevention and Health Promotion, 2017a; 2017b).  Pre-visit reminders also involve patients being taught what to expect during three-month follow-up visits.  The expectations involve:  1) discussions on blood glucose readings and bringing in meters, 2) checking blood pressure, 4) weight and dietary choices, and 3) discussing lifestyle, work, or emotional changes.  It is also important for patients to understand the necessity of smoking cessation, removing shoes and socks for foot checks, and bringing in all medications (ADA, 2017).
Triple Aim Objectives. Implementation of a standardized pre-planned follow-up process supports the Institute for Healthcare Improvement (IHI) Triple Aim objectives.  The objectives include:  1) reducing healthcare costs, 2) improving patient experience to care, and 3) the health of populations related to inefficiencies surrounding patient encounters within primary care settings (IHI, 2017a).  For example, the proposed process change at the practice site would include multiple patient reminders via phone, patient handouts, letters, or emails to reduce inefficiency (Appendix E).  Providers at the practice site express how 15-minute time slots affect patient experiences in receiving quality healthcare, disease prevention, and health promotion.  Studies indicate, that inefficiencies affect productivity, causing primary care practices to face the challenges described above (Rivo et al., 2016; Zimmerman, 2015).  Having full utilization of practice technology, such as the practice site’s EHR system Amazing Charts and Updox, will be essential in managing the care of diabetic patients.  Available access to various means of communication are key to planning strategies for patients’ follow-up visits.  Therefore, a standardized pre-planned process contributes to improving quality outcomes among diabetic patients. 
Theoretical Framework
Nola Pender’s Health Promotion Model (HPM) was selected as the theoretical framework to guide this project based on the project goals (Appendix M).  The HPM includes raising consciousness related to health-promoting behaviors, promoting self-efficacy, enhancing the benefits of change, controlling the environment to support behavior change, and managing barriers to change (Pender, 1996).  Pender described that care providers motivate patients toward healthful outcomes by using human development and social cognitive theory (as cited in Schoenly, 2015).  According to Schoenly, Pender further explains how individuals value personal growth and seek improvement in health-promoting behaviors.  Therefore, the main focus of the HPM, involves self-efficacy, a perception of one’s own ability to succeed (Schoenly, 2015).
Cross-sectional study using Pender’s HPM. A cross-sectional study was performed in Indonesia by Kurnia, Amatayakul, & Karuncharernpanit (2017).  The authors expressed how Pender’s HPM provided the best framework in helping explain the results and goals of the study.  The study aimed to investigate factors that highly influenced diabetes self-management.  In doing so, the authors were able to identify three important factors:  treatment, perceived self-efficacy, and situational influences.  Based on the Health Promotion Model, barriers that hindered patients’ diabetic follow-up visits were due to environmental and behavioral factors by: 1) raising awareness about health-promoting behaviors, 2) enhancing the benefits of change, 3) controlling the environment to support change, and 4) managing barriers to change.  The authors concluded that such factors can be effectively controlled, resulting in the highest level of health promoting behaviors (Pender, 1996).
The standardized pre-planned process creates an environment that focuses on patient goals, questions and concerns.  Pre-planning equalizes collaboration between patients and providers.  It also encourages patient participation in managing their diabetes, which creates time for dialogue.  The benefits of change were recognized as staff complied with the standardized pre-planning process.  The process change resulted in the following:  1) a more efficient, patient-centered diabetic follow-up visit, 2) improved patient adherence, 3) enhanced self-management practices, 4) decreased post-visit follow-up work for providers and ancillary staff, and 5) decreased “no-shows”.  Pre-planning for patient encounters permits providers to properly assess, manage, and teach chronic disease states, such as diabetes.  Pre-visit planning also fosters an environment that supports positive behavioral changes and reduction in possible barriers to patients taking an interest in their health care.
Definition of Terms
For the purposes of the project, the following terms are defined:
· Diabetes Mellitus(DM) is a condition characterized by hyperglycemia due to the body’s inability to use blood glucose for energy.  In Type 1 diabetes, the pancreas makes no insulin and blood glucose cannot be used by the body’s cells for energy.  In Type 2 diabetes, either the pancreas does not make enough insulin, or the body is unable to use insulin correctly (ADA, 2014).
· Blood Glucose Monitoring is a method of checking blood glucose levels with a portable electronic meter on a regular basis to manage diabetes (ADA, 2014).
· Hemoglobin A1c is a test that measures a person’s average blood glucose level over the past two to three months (ADA, 2014).
· MySugr is an app-based program for people with diabetes that was founded in 2012 in Vienna, Austria.  It is a registered risk class one medical device in the United States and European Union used for logging, analysis, and sending comprehensive reports on blood glucose results.  It is a free downloadable app for android and apple devices with in-app purchasing available to expand on other useful benefits, such as blood glucose reminders, multi-device syncing, educational support, and more (MySugr, 2017).
· The Chronic Care Model (CCM) was developed in the United States in 1990 to synthesize various disease management programs using a systematic approach to restructure health care systems.  A system that aims to improve the organization of health care, self-management support, decision support, delivery system design, clinical information systems, and community resources and policies (Baptista, Wiens, Pontarolo, Regis, Torelli-Reis, & Correr, 2016).
· Pre-visit Planning is a process which includes scheduling patients for future appointments after each visit, arranging pre-visit lab testing, and gathering the necessary information in preparation for upcoming patient visits (C. Sinsky, T. Sinsky, & Rajcevich, 2015).
· Chronic Disease Management is defined as an integrated approach to managing illness which includes screenings, check-ups, monitoring and coordinating treatment, and patient education, therefore improving quality of life, reduction in healthcare costs, and minimizing the effects of a disease (US Centers for Medicare & Medicaid Services, 2017).
· Amazing Charts is an Electronic Health Record (EHR) system that allows complete documentation of the medical record in a fast, efficient manner.  It is designed to match the office flow, including scheduling appointments, intra-office messaging, documenting notes, and patient phone calls.  Amazing Charts also gives providers the ability to e-prescribe certain medications, create templates for ease of documenting, and patient portal to engage patients in meaningful use requirements (Amazing Charts, LLC, 2017).
· Updox is a Customer Relationship Management (CRM) platform for independent physician practices.  Utilized with the EHR, Amazing Charts, to manage all patient communications, referrals, and faxes.  This form of communication can increase revenues and promote efficiency among primary care settings (Updox, 2017).
· Meaningful Use was created in 2010 to incentivize clinicians on practice improvement in the quality of care patients receive (Amazing Charts, LLC, 2017).
Summary
Diabetes has a growing prevalence and need for organized chronic disease management systems within primary care settings (Baptista et al., 2016).  Pre-planning for three-month diabetic follow-up visits was not a process being utilized at a primary care site located in western North Carolina.  Prior to the beginning of this project, there were no practice guidelines to improve the care management process of diabetic patients.  Developing and standardizing a packet of tools, approved by the American Academy of Family Physicians (AAFP, 2015) and the Agency for Healthcare Research and Quality (AHRQ, 2016; 2014), were used to help organize diabetic follow-up visit planning.  Implementing practice changes to reduce inefficiencies at a primary care site supports the Triple Aim objectives of reducing health care costs and improving patient care.  Additionally, the practice change meets the Healthy People 2020 objective of encouraging self-management practices in the diabetic population.











Chapter Two:  Review of Literature
Chapter Two consists of a current literature review of evidence to support implementating a standardized, pre-planned follow-up visit process for patients with chronic diseases, (i.e., Diabetes Mellitus).  This review is divided into the following sections:  a) Search Strategy, b) Pre-Planning for Diabetes Management, c) Improving Health Care Delivery Models, d) Barriers to Chronic Disease Management, e) Utilization of the Chronic Care Model, f) Reducing “No-show” Rates, g) Utilizing Mobile Phone Technology, h) Limitations, and i) Summary.
Search Strategy
A literature search was conducted through the AHEC Digital Library and the Laupus Health Sciences Library at East Carolina University.  Databases used were:  CINAHL, PubMed, and OVID.  The Laupus Health Sciences, dedicated Research Librarian with the College of Nursing, collaborated by narrowing the topic based on keywords. The CON Librarian retrieved a list of articles potentially close to project focus.  The key search terms used were:  diabetes management, primary care, chronic disease management, pre-planning, pre-visit, chronic care model, pre-appointment, or pre-encounter.  The literature search identified 135 articles from the last five years.  To expand the search, an additional search term, involved health specialty.  A Family Medicine focus term was used to limit the search, identifying 12 articles used for the review (Appendix K).
Pre-planning for Diabetes Management
The care of patients with diabetes provides an excellent model for testing new approaches on how health systems manage patients with chronic conditions.  Despite evidence from clinical trials and cohort studies on managing diabetes and its associated risk factors, majority of patients do not reach goals needed to control the long-term effects of chronic diseases (Grant et al., 2016).  The cost of caring for a diabetic patient ranges from $55,000 to $130, 000.  The lifetime average is approximately $85,200.  The annual expenditures average more than $13,000 in diabetes-related healthcare costs and complications (Freed, 2015).  Patients need to work closely with their providers to receive appropriate diabetes education, regular checkups, and ongoing support to self-manage diabetes (CDC, 2016).  Sinsky, C., Sinsky, T. & Rajcevich (2015) noted that having all the needed information prior to patient encounters (1) minimizes disruptions in patient flow, (2) reduces multiple follow-up items (i.e., lab results or medication adjustments), and (3) decreases unexpected patient concerns and/or problems that are not on the provider’s agenda.
The American Academy of Family Physicians (AAFP). One major barrier is long-standing difficulties to providing effective diabetes care during brief, complicated visits in primary care settings (Grant et al., 2016).  According to the AAFP (2015), starting in the year 2000, a 13-month quality improvement project focused on diabetes led by the Institute for Healthcare Improvement (IHI).  The project involved the Family Care Network (FCN), a northwest Washington state non-profit organization run by independent physicians.  The Quality Improvement project involved 17 FCN sites to implement a system called “pre-planning” for diabetes care.  This process involved four steps:  1) be proactive in finding patients who are due for diabetes visits, 2) contact patients with clear instructions through reminder letters, 3) encourage patients to be involved in their own care with a diabetes questionnaire, and 4) use a standardized encounter form to aid clinical staff (AAFP, 2015).  The 13-month initiative resulted in decreased hemoglobin A1c levels at 63.4% (70% goal), post-visit follow-up work at 35% (40% goal), and increased patient self-management goals from zero to 22% (60% goal) (AAFP, 2015).
In performing the QI project, AAFP developed tools that are currently being disseminated across sectors for utilization.  To perform the previously described steps for implementing the standardized pre-planned process, the tools utilized for this project were designed and personalized to fit the needs of the project site:  Pre-Planning Implementation Checklist, Diabetes Reminder Letter, Patient Pre-visit Questionnaire, and Provider Diabetes Encounter Form (see Appendix E, F, & G) (AAFP, 2015).  Studies also have indicated that new technology usage, implementation of standardized tools, and initiating pre-planning provided patient care that improved clinical outcomes and enhanced patient-provider communication (AAFP, 2015; Grant, Adams, & Heisler, 2013).
The Agency for Healthcare Research and Quality (AHRQ). AHRQ has done research to assist primary care practices in adopting planned visits.  This organization compiled Consumer Assessment and Healthcare Providers and Systems (CAHPS) surveys of ambulatory care.  The surveys helped create the Ambulatory Care Improvement Guides, which discusses subjects (i.e., planned visits) to help providers seeking to improve coordination of care, patient-provider communication, and overall patient experience (AHRQ, 2016).  AHRQ (2014) also provided valuable curriculum tools that can help implement pre-planned visits for diabetic patients, such as, the Diabetes Planned Visit Notebook.  The notebook includes a Pre-Visit Questionnaire to help providers review, explore, and record “pertinent positives and negatives” during planned visits, created by Summa Health System: Family Medicine Center of Akron (AHRQ, 2014).  According to AAFP and AHRQ, implementing a standardized, pre-planned process with the tools and information provided, will produce effective planned visits.  Pre-planned visits can lead to the following:  1) clinical control of illness, 2) reduction in symptoms, 3) improve overall health, and 4) increase patients’ sense of control over their health (AAFP, 2015; AHRQ, 2016).
Improving Health Care Delivery Models
Health care in the U.S. is widely considered expensive, inefficient, and quality of care often falls short of evidence-based standards (Grant & Schmittdiel, 2015).  National efforts have been made to improve the delivery of healthcare.  For example, the comprehensive health care reform law enacted in March 2010, known as the Affordable Care Act (ACA), included incentives to create accountable care organizations (Grant & Schmittdiel, 2015).  The Centers for Medicare and Medicaid Services (CMS) increased “meaningful use” within electronic health records (EHRs) (Grant & Schmittdiel, 2015).  To improve health care delivery, the National Institutes of Health (NIH) and AHRQ, created the Patient Centered Outcomes Research Institute (PCORI) to translate clinical research evidence into clinical practice.  Some of the research done by PCORI involve:  1) increasing Health IT (HIT) tools that align with EHR systems, 2) new payment models that incentivize based on value and quality care given, and 3) promote patient-centered models (i.e., planned visits) for complex chronic conditions (Grant & Schmittdiel, 2015).  Health care delivery research is becoming the standard in addressing initiatives for pre-planning primary care visits.  Health care research for addressing complex chronic conditions are important to population health, quality patient-centered care, and the rising costs of managing diabetes (Grant & Schmittdiel, 2015).
The Safety Net Medical Home Initiative (SNMHI). This initiative provides evidence that supports the importance of delivering well-organized, planned care.  A system that must include decision support, and care management practices that improve patient outcomes (Austin & Wagner, 2013).  The most notable model of evidence for planned care involves the Chronic Care Model created by E.H. Wagner (Appendix N).  According to Austin & Wagner (2013), the SNMHI created a guidebook for ambulatory care settings that combined their four change concepts with the goals of the CCM.  This combination created the foundation for healthcare facilities and offices to become a full Patient Care Medical Home (PCMH).
To improve their health care delivery system, practices should use the Nola Pender’s Health Promotion Model (HPM) (Appendix M) as the guiding framework for implementing changes successfully.  HPM promotes the importance of patient-provider collaboration to create favorable conditions in high quality patient care (Schoenly, 2015).  For instance, patients commit to actions they perceive to be highly beneficial; the more positive the emotional behavior, the more likely the behavior change will take place (Schoenly, 2015).  Pender’s HPM describes how personal, biological, and socioeconomic characteristics influence an individual’s perception of their health status and willingness to take action.  This theory explains the potential effects of patient outcomes based on how healthcare is delivered.
Barriers to Chronic Disease Management
Primary care providers are expected to cover chronic condition screenings and management tasks during brief office visits.  Often, there is not enough time to address all patient concerns.  By enforcing 15-minute time slots for office visits, providers face significant barriers (i.e., limited history-taking and insufficient management practices) in delivering effective patient-centered care (Grant et al., 2013).  Without new approaches to brief office visits in caring for complex patient conditions, millions of Americans will receive sub-optimal care despite availability of effective interventions (Grant et al., 2013).  Studies indicate that better control of diabetes with regular preventative care reduces (1) complications, (2) cost, (3) mortality rates, and (4) increases quality of life (Freed, 2015; CDC, 2016; & Rivo et al., 2016).  In fact, better controlled diabetes can save, on average, over $1,300 per patient with combined diabetes-related complications among both insured, Medicaid, and Medicare patients per month (Freed, 2015).  The literature suggest that providers find ways to prioritize complex patient issues and/or concerns (Grant et al., 2013).  Not prioritizing may sway the entire visit and the decisions made by providers (Grant et al., 2013).  Key interactions between patients and providers occur before and after office visits.  These interactions allow changes to occur overtime instead of transpiring during face-to-face visits (Grant et al., 2013).
Using the Chronic Care Model
Evidence from the literature supports using the Chronic Care Model (CCM) (Appendix N), as a highly successful model that is widely-adopted by primary care practices.  The CCM can improve care delivery, clinical efforts, and patient outcomes (Austin & Wagner, 2013).  The CCM emphasizes the need to create prepared, pro-active, pre-planned visitations for complex patients among health care systems (Grant et al., 2013).  The following steps can improve the quality of care for complex diabetic patients:  1) collecting data before the visit, 2) ensuring data is easily available during the visit, and 3) asynchronous use of technology (i.e., EHRs) (Grant et al., 2013; Page et al., 2015).  Following the CCM framework encourages diabetic patients to receive regular care, and the recommended preventative screenings (Page et al., 2015).  Evidence supports the reorganization of health systems to improve the care of diabetic patients, which supports using the CCM in combination with other methods (Baptista et al., 2016).  According to Mohebi et al. (2013), applying Nola Pender’s HPM (Appendix M) to understand the management of chronic diseases, such as diabetes, can be accomplished by considering a few key concepts:
· An individual’s perception is an important role in self-care management and preventive behaviors of chronic disease complications.
· Having a social support system is a determining factor in patients’ adherence and self-caring activities.
· Perceived self-efficacy is an important predictor of behavioral change and situational influence, such as an individual’s socioeconomic status, which can directly or indirectly affect healthy behaviors.
Following these key concepts will increase patient-centered care and commitment to a plan of action by encouraging goal-setting and educational opportunities (Mohebi et al., 2013).  Implementation of a pre-planned process for diabetic three-month follow-up visits served as a valuable tool in helping create productive interactions between prepared patients and informed providers (Grant et al., 2013).
Reducing “No-show” Rates
Recognizing the importance of engaging patients in their care before provider visits, meets the core standards of the National Committee for Quality Assurance (NCQA) Patient-Centered Medical Home (PCMH) recognition program.  Effective pre-visit planning creates an environment that is more productive and efficient (Rivo et al., 2016).  The associated financial burdens with missed appointments leads to no revenue.  In fact, it is costing the U.S. healthcare system more than $150 billion a year (Zimmerman, 2015).  It is estimated that missed appointments cost a single physician almost $150,000 annually (Zimmerman, 2015).  This creates missed opportunities for patients to receive preventive care (Wiley, 2015).  A study conducted by Rivo et al. (2016), found a 6.8% decrease in “no-shows” (20.7% to 14.0%) following pre-visit phone calls to evaluate diabetic patients’ preparation and compliance with the recommended preventative screenings.  Patients reported feeling more prepared and were more likely to keep their appointments.  Those with higher “no-show” rates reported to have higher Hemoglobin A1c levels and were twice as likely to have a hospital admission within six months versus those patients who were adhering to provider appointments (Rivo, et al., 2016).  Studies have indicated, despite benefits of therapy, the recommended glycemic goals were achieved by less than 50% of patients, which may be associated with adherence issues (Garcia-Perez et al., 2013).  Personalized telephone calls one week before appointments have been shown to be more effective than both text message reminders and automated calls in reducing “no-show” rates (Rivo, et al., 2016).  The literature suggests that patient adherence is multifactorial.  Strategies that can help with adherence issues involve putting in place reminder systems and improving patient-provider communication (Garcia-Perez, Alvarez, Dilla, Gil-Guillen, & Orozco-Beltran, 2013).
Using Mobile Phone Technology
As a low-cost form of technology, mobile phones are a promising tool to use in engaging patients in behavior change and facilitating self-care management.  The literature supports implementation of new methods or technologies to improve inefficiencies among primary care settings. The new methods will help decrease frustrations with providers not having patient information readily available during follow-up visits (James et al., 2015).  A six-month study was conducted using mobile health (mHealth) among adults with diabetes by text messaging alerts and important diabetes health information via an electronic program called CareSmarts (Nundy, Dick, Chou, Nocon, & Peek, 2014).  Results from the study showed a statistically significant improvement in glycemic control (p = 0.01), patient satisfaction with overall care (p = 0.04), and a net cost savings of 8.8%.  The early results of the study support the triple aim of improving patient’s experiences with care, improving population health, and reducing the per capita cost of health care (Nundy et al., 2014).
Digital healthcare apps. Clinical studies performed by ProSciento, Profil Institute for Clinical Research and mySugr, Inc. has shown increasing support and evidence for mobile healthcare services and the potential benefit for the diabetic population, especially using digital healthcare apps (Westermann, 2017; Devine & Johnson, 2016).  Data supports that the consistent use of the mySugr app (Appendix D) for logging blood glucose results provides an opportunity for improved glycemic control and increased patient self-management of diabetes care (Westermann, 2017; Devine & Johnson, 2016).  Westermann (2017) monitored 440 randomly selected high-risk patients over a six-month period.  Monitoring blood glucose control, had shown a 20% drop in mean blood glucose levels and a 1.3% (14% reduction) drop in A1C points (Westermann, 2017).
Limitations
Review of the evidence-based articles revealed several gaps and limitations in the literature.  Some of the major gaps in the literature findings involve communication based on participants’ ability to have phone or internet access to complete surveys, or receive educational materials (Grant et al., 2013; Grant et al., 2016).  Certain studies did not meet the requirements to determine statistical significance due to small sample sizes and a restriction to specific geographic locations.  There were gaps in health information technology that were not appropriate for the 65 and older population.  This created barriers to learning and compliance issues (James et al., 2015; Westermann, 2017; Devine & Johnson, 2016). While reviewing the literature on pre-planning to avoid pitfalls during the implementation process, similarities were encountered between two healthcare delivery models:  E.H. Wagner’s CCM and Nola Pender’s HPM.  The lack of evidence on using both models together, for implementing a pre-planned process within primary care practices that manages patients with complex chronic conditions, warrants further researching.
According to Nundy et al. (2014), some studies did not consider individuals’ ability to read or the potential for language barriers (Nundy et al., 2014).  Another limitation involved the complexity of participants’ medical conditions and socioeconomic backgrounds.  Not considering these areas resulted in some studies being unfinished due to medical/physical barriers, transportation, and hospitalizations (Westermann, 2017; Devine & Johnson, 2016).  Studies revealed non-robust EHR systems that limited primary care practices in effectively evaluating before and after data.  The most common limitations encountered during the literature synthesis involved:  1) a lack of sufficient data on quantifiable financial return, 2) sufficient capital for meaningful changes, and 3) physician resistance to change.
Summary
The literature review provides evidence on how important pre-planning for chronic disease states, such as diabetes, play a huge role in the improvement of healthcare.  Using healthcare delivery models, such as CCM and HPM, has proven to reduce barriers to chronic disease management.  Implementation of a new clinical process involving pre-visit planning and the use of standardized tools, within primary care settings, can produce the following results: 1) reduce areas of inefficiency, 2) improve patient-centered care and clinical outcomes, 3) encourage self-management of chronic diseases, and 4) provide a reduction in no-shows.



Chapter Three:  Methodology
Chapter Three describes the project design, setting, sample, methods used, tools, budget, data collection, data analysis, and resources.  The focus of the project was to organize and to develop a standardized process for pre-planning diabetic follow-up visits.  This new process was designed to encourage ancillary staff and providers within a primary care setting to perform efficient quality patient-centered care.
Design
A descriptive design was used over a 12-week period using Nola Pender’s HPM and E.H. Wagner’s CCM as guiding frameworks for implementing a new standardized approach for patients’ three-month diabetic follow-up visits.  A packet of tools was developed that included:  pre-planning implementation checklist, diabetes reminder letter, diabetes encounter form, patient pre-visit questionnaire, and educational infographics.
The project design uses the Electronic Health Record (EHR) system Amazing Charts to flag patients with diabetes and alert staff on upcoming three-month follow-up visits.  After the staff received the alerts, the next step was to send the Diabetes Reminder Letter (Appendix E).  The letters were sent via Updox, a Customer Relationship Management (CRM) platform for independent physician practices, providing a service for providers and ancillary staff in sending and receiving secure patient information (i.e., lab results, patient reminders, referrals, and more).
Setting
A primary care practice in western North Carolina served as the project site.  This private internal medicine practice is located 30-45 minutes outside of a large city with a population reaching 50,458 in 2013 (U.S. Census Bureau, 2017).  According to the U.S. Census Bureau (2017), the area’s racial background consists of:  82.8% White, 9.4% African American, and 7.4% Hispanic.  Median household income is $90,253 with 5.1% of the population living below the poverty level, and 8.7% without health insurance.  The population’s educational attainment, including high school graduates or higher is 95.4% (US Census Bureau, 2017).  The project sample was taken from this population.
Sample
The sample population consisted of two providers (one physician and one Nurse Practitioner), two Medical Assistants (MAs), two front office staff, and one office manager at the primary care site.  The providers had over 25 years of combined experience.  The physician has been practicing medicine for over 13 years and is board certified in Internal Medicine.  The Nurse Practitioner received a MSN as an advanced practice nurse (APN) and has practiced Internal Medicine since 2005.
Methods
Educational sessions. Before applying the new process, three educational sessions took place.  Each staff member received an orientation packet that contained all the necessary information to familiarize themselves with the goals of the project, samples of pre-planning packets, and infographics for patient educational purposes.  The first session involved all staff members and was an introduction to the project, its purpose, and its goals.  The second session, which involved only the physician and the office manager, provided details on the new process, staff members’ roles and responsibilities, and instructions on the use of the new pre-planning packet.  The third session was conducted for all staff members and included an overview of specific individual roles, responsibilities, the use of the packet materials, and tools.
Plan-do-study-act tool. During the implementation phase, weekly individual meetings and chart audits were conducted to receive feedback from staff, and to evaluate staff compliance on tool completion using the PDSA (Appendix H).  The tool has been very successful for many healthcare organizations in many countries to improve clinical processes or outcomes (IHI, 2017b).  The PDSA tool was used to develop a plan, carry it out, and evaluate for improvements in the project. 
Pre-visit process. A Pre-Planning Implementation Checklist (Appendix G), was created to guide staff through the pre-planning process and the use of standardized tools for diabetic patients’ three-month follow-up visits.  The checklist was divided into three sections:  pre-visit, during the visit, and post-visit.  The pre-visit process was initiated by the MAs one week prior to scheduled appointments.  The first step, involved front-office staff giving the MAs a list of patients scheduled for the upcoming week to send out Diabetes Reminder Letters (Appendix E).  This step of the process involved using Amazing Charts via Updox.  At least 48 hours prior to scheduled appointments, the MAs made a follow-up phone call reminding patients about their upcoming visit.  The personal phone call reinforced the information noted in the Diabetes Reminder Letter, which includes: 1) confirmation of appointment date and time, 2) reason for appointment, 3) documents to bring or send to the provider, 4) confirmation of completed diabetes preventative care services, and 5) any questions or concerns the patient may have that can be handled prior to the scheduled visit.  In the next step, the MAs ensured that all pre-visit steps were completed on the Pre-Planning Implementation Checklist before each client’s scheduled visit.
Process during the visit. During the appointment check-in process, the front-office personnel initiated the next step:  provision of laminated educational information and resources for diabetes care management.  The patients were asked to complete questions on the Diabetes Encounter Form (Appendix F) before seeing the providers.  The MAs were alerted, via Amazing Charts, of patients’ arrival and whether the patients were ready for the next step in pre-planning.  The patients were escorted to an exam room where further preparation took place.  MA’s finished the pre-visit section of the Diabetes Encounter Form and reviewed the patient questionnaire section for completion.  In the last step, the MAs presented patients to the providers for the visit’s completion.  The providers completed the following: 1) the Diabetes Encounter Form, 2) performed the physical examination, 3) informed patients of educational opportunities, (i.e., mySugr mobile app (Appendix D) to log blood glucose results), and 4) reviewed the plan of care.
Process after the visit. Providers initiated post-visit planning.  The plan of care included: 1) scheduling follow-up appointments, 2) ordering lab work/diagnostic testing, 3) initiating needed referrals, and 4) providing patient education.  In the last step, providers ensured that all post-visit steps were completed on the Pre-Planning Implementation Checklist and Diabetes Encounter Form and placed in the pick-up tray to be scanned into the patient’s EHR by office personnel.
Tools
The diabetes pre-planned visit packets consisted of:  A Diabetes Reminder Letter, Diabetes Encounter Form, which also includes a Patient Pre-Visit Questionnaire, and two infographics:  The Diabetes Advisor and the mySugr Mobile App.  Each tool played an important part throughout the pre-planning process described in methods.  In this section, each tool and its use will be described in detail:
· The Diabetes Reminder Letter (Appendix E), provided clear instructions on when patients are: 1) due for an appointment, 2) the reason for the appointment, 3) documents to bring or send to the provider, and 4) specific preventive care services/testing that need to be completed prior to the scheduled visit.  The letter encouraged patients to be more accountable and active participants in the care of their diabetes (AAFP, 2015).
· A Diabetes Encounter Form (Appendix F), which includes the Patient Pre-Visit Questionnaire, helped patients prepare for their visits by setting goals and identifying areas that needed improvements.  The tool also allowed for a more productive and meaningful patient-provider interaction, therefore improving patient outcomes (AAFP, 2015).  The encounter form followed a simple format for providers to have an organized approach to managing patients and their diabetes.  The form was designed to ensure issues were not overlooked.  It provided ease of documentation to help cover areas supporting management and the quality care for diabetic patients (AAFP, 2015).
· The Diabetes Advisor (Appendix C), emphasized the importance of adhering to the standards of care for diabetes.  The infographic included:  1) recommended targets (i.e., A1c levels), 2) what patients should expect at every visit (i.e., shoe and sock removal), and 3) what to expect during annual visits (i.e., such as dilated eye exams to check for diabetes-related eye problems).
· The mySugr Mobile App (Appendix D), gave patients a free digital option to help log blood glucose results.  The infographic included four items:  1) snapshots of the actual app, 2) historical information, 3) approval ratings, and 4) the benefits of using it (MySugr, 2017).
Budget
The budget (Appendix L) contained expenses, with the following line items:  general office supplies (i.e., copy paper, clip boards, and more), materials for eight educational packets, three one-hour food/beverage sessions, $10 Visa Gift Cards for participant incentives, and printing/photocopying/laminating costs.  The expenses for the project totaled $548.00.  The out-of-pocket expenses for the project leader totaled $165.00 with $383.00 absorbed by the project site.
Protection of Human Subjects
Organizational approval was received from the project site (Appendix A) before implementation.  The site did not have their own Institutional Review Board (IRB); therefore, the project was reviewed through University’s Medical Center IRB process and deemed as non-human subject research (Appendix B).  To protect patient health information (PHI) during chart reviews via the electronic health record (EHR) system, data retrieval took place at the project site using a coded data collection tool (Appendix I).  This data collection tool contained no identifying PHI information.  The data collection tool was stored in a locked desk drawer in a locked office by the manager.
Data Collection 
For project evaluation, the PDSA tool was used weekly to evaluate the implementation of the pre-planned follow-up visit process.  Weekly chart reviews were conducted to monitor staff compliance in completing pre-planning packets.  The review involved:  The Diabetes Reminder Letter being sent, completion of the Diabetes Encounter Form, and patient adherence with recording blood glucose logs, keeping scheduled appointments, and completion of pre-visit lab work.  During the weekly chart reviews and individual meetings, the data was compiled into four-week intervals over a 12-week period for data analysis.  The practice site provided pre-data for a “no-show” rate of 30% and a patient adherence rate of 40%.


Data Analysis
To evaluate and describe the data collected during and at the completion of the project, data was entered into a Statistical Package for the Social Science (SPSS) software for data analysis.  Frequencies and percentages were used to evaluate improvement in compliance, the “no-show” rate before and after project implementation, and utilization of the tools over the three-month period.
Summary
To incorporate a standardized pre-visit planning process for three-month diabetes follow-up visits, two health care delivery models were used:  Nola Pender’s HPM and E.H. Wagner’s CCM.  The goals of the project involved:  1) decreasing “no-show” rates, 2) increasing patient adherence, and 3) evaluating staff compliance.  To reach the desired outcomes of the project, the PDSA cycle (Appendix H) and the Data Collection Tool (Appendix I), were used weekly over a 12-week period to evaluate if an improvement occurred.










Chapter Four:  Results
Chapter Four describes the findings of a three-month project for implementing a standardized pre-visit planning process among diabetic patient follow-up visits (Appendix I).  Further discussions in this chapter involve highlighting unexpected changes prior to implementation, participant demographics, intended outcomes, and key findings.
Orientation sessions
During the three orientation sessions unexpected changes evolved in tool design based on staff feedback.  The first session, involved all seven participants (two MAs, two front-office staff, one MD, one NP, and the office manager), gathering their knowledge about diabetes, feedback about the packet of tools, and willingness to participate in the project.  The second session, involved the physician and the office manager, where further feedback was gathered regarding the tools and the project’s methodology.  The third session, involved all seven participants, in which revised tools were presented based on the feedback received from the previous two sessions.
Tool modification. The tools went through several design changes based on staff feedback.  Two forms were merged into one:  The Provider Diabetes Encounter Form and the Patient Pre-Visit Questionnaire to create the Diabetes Encounter Form.  The Diabetes Reminder Letter was also modified to reflect information that would be pertinent to the patients and important to the providers.  Each of these tools went through a minimum of three drafts revisions prior to final consensus was reached.  Once consensus was achieved among all seven participants, the implementation of the new standardized process began.


Participant Demographics
There was a total of seven participants, which included one physician, one Nurse Practitioner (NP), two Medical Assistants (MAs), two front-office staff, and one office manager at a physician-owned primary care practice site located in western North Carolina.  The target population involved established patients diagnosed with diabetes mellitus.  At the end of the three-month project phase, 69 diabetic patients had been seen by the providers.
Intended Outcome(s)
The intended outcomes were:  1) to decrease ‘no-show’ rates, 2) increase patient adherence in completing blood glucose logs, and 3) evaluate staff compliance in using the packet of tools to create a more efficient, patient-centered process.  The project adhered to ADA’s clinical standards and national diabetic guidelines, supported the Healthy People 2020 goals, and the Triple Aim objectives for improving the Nation’s health.  This gives providers the opportunity to improve efficiency in care delivery, encourage healthy behaviors, and offer educational opportunities.
Findings
Weekly PDSA cycles were conducted to receive feedback from staff to develop a plan, carry it out, and evaluate for improvements.  Weekly chart audits were also performed to evaluate staff compliance in completing tools.  The most common issues identified were the MAs completing the Pre-Planning Implementation Checklist, sending the Diabetes Reminder Letters, and placing the 48-hour phone calls.  The findings were compiled into 4-week intervals for data analysis (Appendix P).  The data collection tools are provided (Appendix I) to show data collected on a weekly basis at four-week intervals over a three-month period.  The following findings are discussed in greater detail below:
Pre-planning implementation checklist. Overall staff compliance using the Pre-Planning Implementation Checklist was at 41% (28 out of 69).  As part of the PDSA review cycle, it was noted that within the first four weeks of implementation, the staff compliance rate was at 20% (6 of 30), by week eight had increased to 56% (10 of 18), and by week twelve a 57% (12 of 21) compliance rate.
Diabetes reminder letter. During the pre-visit process, the Diabetes Reminder Letter (Appendix E) and a 48-hour pre-visit phone call was the first step in the process that the MAs were to complete.  The overall compliance rate for sending Diabetes Reminder Letters occurred 22% (15 out of 69) of the time.  During the first four weeks, letters were sent 17% (5 of 30) of the time, by eight weeks there was a dramatic increase to 44% (8 of 18), and by week twelve the compliance rate dropped to 10% (2 of 21).  The decrease was attributed to changes in staffing, training of new staff, and time management issues.
Pre-visit phone call. The MA’s overall compliance rate with the 48-hour pre-visit phone call was 6% (4 out of 69) by the end of the project.  During the PDSA review, it was noted over the first four weeks, a completion rate of 13% (4 of 30), but then plummeted to 0% (0 of 39) over the last eight weeks.  These findings were due to the lack of documentation on the Pre-Planning Implementation Checklist to reflect the step completed by the MAs.
Educational infographics. During the appointment check-in process, the front-office staff provided the laminated educational infographics:  ADA’s Standards of Care (Appendix C), and the mySugr Mobile App (Appendix D).  Anecdotal findings revealed that patients were reading the educational infographics, asking questions, and requesting copies to take home for themselves or loved ones.
Diabetes encounter form. The patients were directed by the front-office staff to complete the patient pre-visit questionnaire section of the Diabetes Encounter Form (Appendix F).  The next step involved MAs reviewing the patient questionnaire and completing the pre-visit section of the Diabetes Encounter Form.  The last step of this process involved the final section of the Diabetes Encounter Form.  Providers discussed educational information about the mySugr Mobile App/blood glucose log, obtaining pre-visit lab work, and reviewed the plan of care.  Overall, the staff had a 67% (46 out of 69) compliance rate for completing the Diabetes Encounter Form.  The first four weeks revealed a 60% (18 of 30) compliance rate, by eight weeks 83% (15 of 18), and by week twelve a 62% (13 of 21) compliance rate.  The feedback from front-office staff revealed issues with scheduling.  It was identified that when front office staff were scheduled off, the paperwork for completion, was not received by patients.
Pre-visit lab work. The post-visit planning process, involved providers pre-ordering lab work/diagnostic testing, and any referrals.  The Diabetes Encounter Form and the Pre-Planning Implementation Checklist were completed and scanned into the EHR.  Only 3% (2 out of 69) of pre-visit lab work were completed during the project.  Over the first four weeks 0% (0 of 30) were completed, by eight weeks still 0% (0 of 18) completed, and by week twelve 10% (2 of 21) were completed.  Providers reported that majority of their patients were well-controlled diabetics and did not require lab work prior to three-month follow-up visits.  Other reasons identified: 1) involved patients complaining about coming back to the office twice, 2) providers concerned with the inability to order additional lab work based on patient results, and 3) providers reluctance to change their current routine in fear of running behind schedule.
Blood glucose logs. Patient adherence to self-management was evaluated based on blood glucose log completion.  Overall, there was a 19% (13 out of 69) patient adherence to completion of blood glucose logs.  At the end of four weeks, adherence to blood glucose log completion was 23% (7 of 30), by eight weeks 11% (2 of 18), and by the end of twelve weeks 19% (13 of 21).
“No show” rate. Over a three-month period, the “no show” rate was 10% (7 out of 69) for diabetic patients.  At four weeks there were 17% (5 of 30) missed appointments, by eight weeks 11% (2 of 18), and by week twelve a 0% (0 of 21) rate of missed appointments.
Summary
Results of this project support using standardized pre-planned tools for primary care providers and ancillary staff in preparing patients for three-month diabetic follow-up visits.  Key findings included: 1) staff buy-in to change the work flow, 2) staff adherence to using standardized tools, 3) pre-visit lab work being completed during follow-up visits, 4) increase in patients documenting their blood glucose logs after reminders, and 5) improvement in “no-show” appointment rates.  There were barriers and pitfalls encountered over the twelve-week period where opportunities in changing the process for further improvement include: 1) MAs sending out Diabetes Reminder Letters, 2) MAs documenting pre-visit phone calls, and 3) providers pre-ordering lab work and encouraging completion before next appointment.








Chapter Five:  Implications for Nursing Practice
The prevalence of diabetes is growing at an alarming rate.  According to the American Diabetes Association [ADA] (2017), one-third of the population will become diagnosed with diabetes by the year 2050.  Diabetes Mellitus is a chronic disease that predominantly affects individuals based on ethnicity, those living within underserved communities, their educational attainment, and socioeconomic status (ADA, 2017).  To reduce these affects, advanced practice nurses (APNs) and other health care providers, can use a pre-planned process that encourages patients to engage in self-care management practices and commit to plans of action (AAFP, 2015).  Providers using a standardized process will improve overall patient outcomes and also meet ADA’s clinical standards and national diabetic guidelines (Austin & Wagner, 2013).
Prevention of diabetes-related complications. Incorporating a pre-planned process will provide the groundwork for preventing diabetes-related complications.  Prevention decreases morbidity and mortality rates (AAFP, 2015).  Primary care practices that offer an organized pre-planned process in managing diabetic patients are beneficial in creating an environment that is productive and efficient (AAFP, 2015).  Enhancement of interprofessional collaborations can also reduce barriers to care which improves communication between providers, ancillary staff, and patients (Schoenly, 2015).  In doing so, practices may reduce “no-show” rates and improve patient adherence.  Without staff adherence to pre-planning, steps taken to encourage patients’ self-care management practices and commitment to plans of action, will not be effective.
Practice Implications
In 2006, the American Association of Colleges of Nursing (AACN), published the DNP Essentials for advanced nursing practice.  There are eight foundational competencies required by all DNP graduates to prepare for a particular role, and the role of the nurse practitioner (NP) was the focus of this project (AACN, 2006).  Aspects of each DNP Essential below will be used as a guide to discuss project findings and implications.
Essential I:  Scientific underpinnings for practice. Having a strong use of science-based theories and concepts to guide nursing practice and develop new approaches to the delivery of health care, can offer APNs the tools needed to create quality patient outcomes (AACN, 2006).  Implications for practice should involve the use of health care delivery models:  Nola Pender’s HPM as a theoretical framework and E.H. Wagner’s CCM for managing chronic diseases within primary care settings.  Both models support patient-provider collaboration efforts and help with improving the process in caring for complex chronic conditions, such as diabetes.
Essential II:  Organizational and systems leadership for quality improvement and systems thinking. Ensuring patient safety and quality healthcare for the diabetic population is important to advanced nursing practice (AACN, 2006).  This aspect was essential to the care of diabetic patients in meeting the ADA’s standards of care, Triple Aim objectives, and Healthy People 2020 goals.  The implications for practice encompasses providers investing time and resources on the following:  1) patient reminder systems, 2) health information technology (HIT) that supports a robust EHR system, and 3) pre-planned visits for patients with complex chronic conditions (i.e., diabetes) (AAFP, 2015).  Practices that invest resources will notice an improvement in the quality care they provide and patient self-management practices (AAFP, 2015).  The project was supported by using information systems technology, such as Amazing Charts and Updox.  The technology provided a secure process for sending and receiving patient information.  The systems also functioned as communication tools between ancillary staff, patients, and providers.  Amazing Charts and Updox allowed the new standardized pre-planned process to fit into the workflow with minimal disruptions in care quality and promotion of self-care management practices.  However, if project participants did not consistently use the technology and/or tools to support the new standardized process, areas that were inefficient would continue to effect clinical process improvements and impede return on investment (ROI).
Essential III:  Clinical scholarship and analytical methods for EBP. The two important aspects are:  1) the design and evaluation of quality improvement methodologies to promote safe, efficient, and patient-centered care, and 2) the translation of research into nursing practice to improve healthcare outcomes (AACN, 2006).  The recommendations suggested for practice are:  1) using a standardized pre-planned process to manage patients with chronic diseases, 2) create an environment that offers efficient and organized care, 3) reduce barriers to quality care, and 4) promote self-management practices.  The recommendations support Triple Aim objectives for:  1) reducing healthcare costs, 2) improving patient experience to care, and 3) the health of populations (IHI, 2017a).  Staff must adhere to each step of the process to achieve the desired patient outcomes.  Removing environmental and behavioral barriers are key to improving staff adherence.
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of health care. Proper use of patient health information (PHI) and the extraction of data from EHRs, to avoid ethical and legal issues, are important concerns for leaders and healthcare providers (AACN, 2006).  The implications for practice suggest using a data collection tool (Appendix I) designed so that patient identifiers are eliminated and securely kept for data retrieval.  This tool was very effective during and after the project for the exclusion of PHI and extraction of data.  It provided a snapshot of weekly trends and helped in rapid PDSA cycles to make adjustments where needed.  Providing the practice site with rates of staff compliance and patient adherence to a new standardized process, will increase the likelihood of sustainability and further dissemination.
Project findings also suggest adopting updated technology for the improvement and transformation of health care, and to correct workflow inefficiencies in the delivery of care for chronic diseases, such as diabetes.  Using the full potential of Amazing Charts, to set up reminder systems, will be ideal in transforming current practice inefficiencies.
Essential V:  Healthcare policy for advocacy in health care. The two important aspects are: 1) advocating for equitable and ethical health care, and 2) analyzing health policy from the perspective of patients, nursing, and other stakeholders (AACN, 2006).  Practice implications suggest identifying the learning curves and physical changes among the 65 and older population in new technology to communicate results and treatment updates.  For instance, the mySugr app (Appendix D), a new technology for mobile healthcare, was used in the project to help patients prepare for appointments with blood glucose logs.  To avoid the gaps in care for the elderly and those individuals without a smart phone, the project team created a paper format for recording blood glucose logs.  Making alternatives, to avoid gaps in care, creates avenues for preventing disparities in care delivery.  Providers must recognize barriers to meet Healthy People 2020 goals for identifying ways to create environments that support good health (Office of Disease Prevention & Health Promotion, 2017c).  Social justice addresses health inequities by emphasizing a societal moral obligation to create fairness in health resource allocation among vulnerable populations (Braverman, 2014).
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes. It is important for APNs to use effective communication and collaboration skills in the development and implementation of scholarly projects (AACN, 2006).  Practice implications suggest the use of effective communication and evidence-based evaluation tools, such as the Pre-Planning Implementation Checklist (Appendix G), the Diabetes Encounter Form (Appendix F), and the PDSA model (Appendix H).  The tools identified whether team members were compliant in completing their required sections, therefore identifying gaps in care delivery.  Primary care practices need to create standardized tools to assess the necessary changes needed to support a collaborative approach.  Incorporating a process that supports interprofessional collaboration is essential to developing both practice guidelines and standards of care for population health.
Essential VII:  Clinical prevention and population health for improving the nation’s health. Developing interventions aimed at achieving national health goals, for a desired population, are fundamental to health promotion and disease prevention strategies (AACN, 2006).  Practice implications should encompass Healthy People 2020 goals, the federal government’s 10-year prevention agenda for improving the Nation’s health, that are relevant to project goals.  The project findings were consistent with increasing the proportion of patients who engage in self-monitoring methods by:  1) reminding patients to bring blood glucose logs to every appointment, 2) using mobile devices or the internet to expand patient-provider collaboration (i.e., mySugr mobile app), 3) including patients in the decision-making process (i.e., Diabetes Encounter Form [Appendix F]) to focus on desired goals, expectations, and/or concerns, and 4) providing educational infographics to increase preparation and self-management practices (i.e., clipboard listing ADA’s standards of care [Appendix C]).
Essential VIII:  Advanced nursing practice. Two aspects of this essential stand out:  1) to demonstrate advanced levels of clinical judgment, systems thinking, and accountability in designing, delivering, and evaluating evidence-based care to improve patient outcomes, and 2) to educate and guide individuals and/or groups through complex health and situational transitions (AACN, 2006).  Based on project findings, primary care practices benefit from three orientation sessions.  The project was described over three sessions.  The first session included the entire team (providers, ancillary staff, and office manager) to define the project, its goals, and how it benefits the practice and patients.  The second session included a one-on-one session with the office manager and providers, to further explain the tools used to guide the quality improvement (QI) change.  The third session, again, included the entire team, where the roles for each member are explained in detail and the importance of the tools.  Furthermore, it is important to understand how modifications improve the process.  An additional practice implication, when facing adversity, is for APNs to continue to educate, guide, and offer reassurance throughout a practice transition.  The literature suggests, that pre-visit planning for chronic diseases and complex cases, demonstrate sustainability amongst primary care settings (AAFP, 2015; Grant et al., 2013; Page et al., 2015).
Summary
The DNP Essentials are the foundation competencies in preparing advance practice nurses for their doctoral degree.  In addition, having the skill to treat patients appropriately are important tools for becoming a successful provider.  Nursing practice implications are shown through the eight competencies as a foundation to understanding the project goals and potential for sustainability.  Each DNP Essential played an integral part to making practice recommendations.  The essentials provided insight into creating a successful quality improvement project pertinent to the care of diabetic patients.  Using the PDSA cycle, a tool in evaluating the implementation process, identified areas of non-compliance due to failure to change, time management, and staffing issues.  Understanding the limitations and implications for practice are essential for sustainability.





















Chapter Six:  Final Conclusions
Diabetes has become an epidemic and there is an increasing demand for quality interprofessional collaborative care.  Providers lack the time needed to care for patients and their chronic diseases (AAFP, 2015).  The purpose of this project was to implement a standardized pre-planned process for healthcare providers that would better prepare diabetics for three-month follow-up visits.  Thus, establishing an approach that creates an interprofessional collaborative process to patient-centered care.  Pre-planning care and management practices for diabetic patients has proven effective in decreasing behavioral and environmental barriers within primary care settings (AAFP, 2015).  This chapter will explore significance of findings, project strengths, limitations, benefits, and recommendations for practice.
Significance of Findings
The results indicate the need for behavioral changes to occur for improved patient care.  The low staff compliance (34%), in following the new process and using the packet of tools, was attributed to time management issues, individual resistance to change, and staffing fluctuations.  This was due to the fear of change in current practice flow and disruption in productivity.  Although staff compliance rate was low, there were slight improvements from four weeks to eight weeks.  This was reflected in sending the Diabetes Reminder Letters, completing the Diabetes Encounter Forms, and completing the Pre-Planning Implementation Checklists.  The increase in patient adherence (11% to 23%), and the improvement in “no-show” rates (17% to 0%) were due to putting in place a reminder system by sending the Diabetes Reminder Letters, goal-setting with filling out the patient pre-visit questionnaire, and displaying educational infographics so patients felt more informed and engaged in self-management practices.

Data Findings
 The MAs did not remember to complete the Pre-Planning Implementation Checklist. They desired more time to become familiar with the practice change.  The MAs made phone calls to patients but did not send the Diabetes Reminder Letters. This omission revealed that the office manager sent the letters instead of the MAs.  It was also discovered that the lack of documentation for sending the Diabetes Reminder Letters had not been completed on the Pre-Planning Implementation Checklist.  If front-office staff were absent, patients did not receive the diabetic infographics and/or the Diabetes Encounter Form.  The MAs did not have time to go over the patient questionnaire section of the Diabetes Encounter Form.  The providers felt that majority of their patients were well-controlled diabetics.  Therefore, they did not require pre-visit lab work before patient follow-up appointments.  Other reasons for non-adherence with pre-visit lab work, involved patients refusing to return to the office twice, and providers refusing to change their current routine in fear of running behind schedule.
Project Strengths and Limitations
Strengths. During the course of the project there were strengths and limitations experienced.  The project strengths were overall acceptance of the new innovation and the desire for change.  All seven participants were determined to make sure the project was successful.  The project increased providers and ancillary staff awareness of what was needed to properly manage and meet national diabetic guidelines.  The providers have also noticed improvements in patients’ self-managing their diabetes by bringing in completed blood glucose logs, engaging in preventative care services, and having set goals in mind.  The educational infographics, on the other hand, contributed to the rise in patient awareness on the expectations to meet standards of care for each three-month diabetic follow-up visit.  The pre-planned standardized process offered staff and patients a better understanding of the responsibilities needed in being prepared for visits.  Delivering a more focused patient-provider encounter, and a more efficient process in the management and treatment of diabetes mellitus, were important aspects to consider for the success of the project.
Limitations. Limitations of the project surrounded staff compliance in using the packet of tools and adhering to the pre-planning implementation checklist.  The data revealed a 34% staff compliance rate in following the new clinical process and using the standardized tools provided.  This limitation may also be a reflection of the changes that occurred in staffing.  For example, training a new MA during the implementation process, and/or no coverage when staff were scheduled off.  Other limitations involved the inability for the 65 and older population to use mobile health technology (i.e., mySugr mobile app).  It was noted that some patients were interested in the mySugr mobile app but did not own smart phones.
Project Benefits
Creating an environment that benefits diabetics and a new standardized clinical process, remained the ultimate goal of the project.  The concerns of an increased work load on top of an already strained environment, made the sustainability of the project, that much more important.  According to Grant et al., (2013) the concept of E.H. Wagner’s Chronic Care Model [CCM] (Appendix N) supports the literature on practices using a pre-planned process for managing chronic diseases (i.e., diabetes), serving as a valuable tool in having prepared patients and informed providers.  The new process guided ancillary staff and providers in offering educational opportunities and engaged patients in the self-care management of their diabetes.  The project also strengthened interprofessional collaboration efforts by staff using the tools provided.  Feedback reflected an increase in communication between ancillary staff, patients, and providers.  The providers expressed how the Diabetes Encounter Form and educational infographics helped reinforce preventative measures in managing diabetic patients.  The front office staff explained how patients felt more informed and engaged in the care of their diabetes.  Continuing the new standardized clinical process can improve inefficiencies in follow-up care for diabetic patients and contribute to reducing the risk of diabetes-related complications (AAFP, 2015).  It can also improve the financial implications that affect productivity and return on investment [ROI] (Freed, 2015).
Financial Implications. The overall long-term benefits for continuing this project, could potentially reduce missed appointments and increase reimbursements for providers on meeting the recommended guidelines and/or metrics for preventive care services, leading to an increased return on investments (ROI).  Feedback from providers involved information on the loss of revenue for missed appointments:  15 minutes equaling $70 and 60 minutes equaling $150.  The ROI was based upon 60-minute appointments, because diabetic follow-up visits tend to take longer than 15 minutes.  Providers also spend an hour or more conducting post-visit follow-up work by making calls, reading and sending patient emails, reminders, and so on.  This process generates extra costs for providers and staff time.  The following data reflects this problem:  providers cost $3.00 per minute and ancillary staff $1.00 per minute of time with 220 clinic days per year, which was based upon research done by the American Medical Association [AMA] (Sinsky, 2014).  According to Freed (2015), based on quality care and the management of diabetes, providers can save $1300 per patient monthly.  The financial benefit for preventative care depends on each patient’s private insurance company and governmental-based programs, such as the Centers for Medicare and Medicaid Services [CMS], (Freed, 2015).

Recommendations for Practice 
The implications for practice involve staying focused and prepared for potential pitfalls and barriers in pre-planning the care and management of chronic diseases.  Creating a standardized process that changes the behavioral and environmental perceptions of providers and their patients will prove beneficial to decreasing the diabetes epidemic.  If the primary care practice continues with the new standardized process, use the tools created, and fully take advantage of the technology already in place, they will see a ROI.  For instance, investing in the following resources and recommendations can yield positive results:  1) seeing at least five diabetic patients per provider daily, 2) decreasing provider time ($3.00/min) by 25%, 3) increasing ancillary staff time ($1.00/min) by 25%, and 3) investing in an Electronic Health Record (EHR) system.  The EHR system (Amazing Charts) involves the following expenses:  a $1,200 one-time system fee, a $1,195 support/maintenance fee annually per provider, and a reminder system that allows for up to 1000 messages for $79/month (Amazing Charts, 2017).  Appendix Q provides a table displaying the potential budget and cost-benefit analysis, projected quarterly over one year, showing a surplus of $800,456.
Final Summary
Implementation of the new standardized process supports incorporating patient reminders for three-month diabetic follow-up visits.  The goal of the project was to increase patient adherence with keeping scheduled appointments and compliance with the recommended preventive screenings for quality diabetes self-care management.  Putting in place reminder systems, improving patient-provider communication, and encouraging self-care management are strategies that can help with compliance issues and financial burdens faced by primary care clinics.  Continuing this process will reduce the risk of developing diabetes-related complications and the financial implications associated among primary care clinics that affect efficiency, quality of care, productivity, and return on investment (ROI).  The results have proven, that overtime, benefits of pre-planned visits will:  1) improve “no-show” rates, 2) increase patient self-care management practices, 3) improve patient-provider communication, 4) reduce diabetes-related complications, and 5) increase interprofessional collaboration efforts.  Incorporating a standardized process using the necessary tools to support interprofessional collaboration, is essential to developing both practice guidelines and standards of care for the diabetic population.
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Appendix J
DNP Capstone Project Timeline
Date                                                         Task                                                   Complete/Incomplete

	Jan. 2017-Present
	Explore Project Topic
	Complete

	Jan. 2017-Present
	Topic Literature Review
	Complete

	Jan. 2017-Present
	Define Project Topic
	Complete

	Jan. 2017-Present
	Explore and Define Theoretical Framework to Guide Project
	Complete

	February 2017
	Confirm Project Site
	Complete

	February 2017
	Select Project Community Member
	Complete

	March 2017
	Establish Project Committee
	Complete

	March 13, 2017
	Submit Community Member CV
	Complete

	March 13, 2017
	Submit Project Site Contract
	Complete

	March 13, 2017
	Submit Project Proposal 
	Complete

	March 2017
	Project Approved and Signed
	Complete

	Jan-Mar 27, 2017
	Complete ECU CITI Training
	Complete

	April 3, 2017
	Submit 1st Draft of Final DNP Project Paper
	Complete

	April 2017
	1st Draft of DNP Project Paper Approved by Faculty
	Complete

	Jan-Apr 28, 2017
	Submit DNP 1 Time Log (125 hours)
	Complete

	April 28, 2017
	Submit DNP 1 Progression Form
	Complete

	May 2017
	ePIRATE Training and Registration
	Complete

	June 27, 2017
	Submit Project for IRB Approval (*Waived)
	Complete

	July 2017
	Meet with Providers/Staff & Discuss Project/Goals
	Complete

	Jan-July 2017
	Review Tools and Evaluation Strategies
	Complete

	July 2017
	Submit Final Project Proposal
	Complete

	July 2017
	Submit 2nd Draft of DNP Project Paper
	Complete

	July 2017
	Submit DNP 2 Time Log (125 hours)
	Complete

	July 2017
	Submit DNP 2 Progression Form
	Complete

	August 31, 2017
	Educate Providers & Ancillary Staff (Session 1)
	Complete

	Aug-Sept 2017
	Finalize Development of Pre-Planning Packets
	Complete

	Aug-Sept 2017
	Establish Method for Implementing Project
	Complete

	Aug-Sept 2017
	Establish Timeline for Weekly PDSA Evaluations
	Complete

	Aug-Sept 2017
	Integration of Resources and Budget Planning
	Complete

	Aug-Sept 2017
	Finalize Incorporating EHR Alerts and Reminders
	Complete

	September 2017
	2nd Draft of DNP Project Paper Approved by Faculty
	Complete

	September 13, 2017
	Educate Providers & Ancillary Staff (Session 2)
	Complete

	 October  2017
	Establish Project Site Champions
	Complete

	Oct-Jan 2018
	DNP Project Implementation
	Complete

	October 2017
	Project Site Meeting 1 Week Before Implementation
	Complete

	October 2017
	1st of 12 PDSA Weekly Evaluations 
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	October 11, 2017
	Submit 3rd Draft of DNP Project Paper
	Complete

	December 4, 2017
	Final DNP 3 Time Log (125 hours)
	Complete

	January 2018
	Final PDSA Evaluation
	Complete

	January 8, 2018
	3rd Draft of DNP Project Paper Approved by Faculty
	Complete

	January 8, 2018
	Submit DNP 3 Progression Form
	Complete

	January 2018
	Develop a Plan for Dissemination of DNP Project
	Complete

	Jan-March 2018
	Review & Finalize DNP Project Outcome Evaluations
	Complete

	April 2018
	Submit Final DNP Project Paper for Approval by Faculty
	Complete

	April 2018
	DNP Project Poster Presentation Approved by Faculty
	Complete

	April 2018
	Written Dissemination Plan Approved by Faculty
	Complete

	Jan-May 2018
	Review Avenues for Dissemination
	Complete

	Jan-May 2018
	Identify Potential Vehicles for Dissemination
	Complete

	April 2018
	Submit DNP 4 Time Log (125 hours)
	Complete

	April 2018
	Verbally Present DNP Project
	Complete

	April 2018
	Submit DNP Project Completion Form
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VII
	The guide focuses on the importance of the delivery of well-organized EVB care & it must include planned care, decision support, and care management.














Studies showed evidence of effectiveness of the CCM for
T2DM management in primary care as well as significant improvements in clinical outcomes. Evidence also showed that the reorganization of health systems can improve T2DM care.








Despite the benefits of therapy, studies have indicated that recommended glycemic goals are achieved by less than 50% of patients, which may be associated with decreased adherence to therapies.









Data was extrapolated from 78 randomized, non-randomized trials, & review of relevant references. CCM was used to framework the data obtained and showed that effective medical care improves clinical outcomes and communication between patients and providers.













Delivery science researchers are needed to modernize health care delivery systems d/t the moving target of clinical care and rising cost of health care.














Data shows despite gains in the quality of diabetes care, patients are still not meeting evidence-based management goals in primary care settings. 




















A survey was conducted at 13 primary care offices that asked what methods or technologies were used to improve practice inefficiencies. Evidence showed providers frustrations with having standard reliable medical records/information readily available and up to date during visits. 












A 6-month mobile health (mHealth) project on adults with diabetes enrolled in CareSmarts showed evidence of improved glycemic control (p = 0.01), patient satisfaction in overall care (p = 0.04), and 8.8% net cost savings meeting all Triple Aim initiatives.













A new innovative care management model was implemented at 7 health centers serving diabetic patients. Pre-visit phone calls for scheduled appointments showed evidence of increased compliance in receiving preventative & routine care.
























Pender’s principles focus on Health Promotion and Disease Prevention practices within health care settings.






A study conducted in 9 states with similar EHR systems and chronic disease care registries resulted in evidence that suggest that proactive pre-visit preparation is key for primary care practices to improve chronic disease management with about a 6.7% decrease in no-show rates.










Per expert opinion and research, Pre-visit Planning can help providers conduct a more efficient, productive, and organized visit, therefore devoting more time during visits.
	CCM is a widely-adopted approach by primary care practices to improve care delivery and patient outcomes. It has been used to guide clinical improvement efforts since 1999.











Prevention & early intervention in managing chronic disease states prove beneficial when using the CCM in combination with other methods.











Patient adherence is multifactorial. Putting in place reminder systems and improving patient-provider communication are some strategies that can help with adherence issues.











Pre-visit communication strategies utilizing CCM & new technology approaches to care using tools help create informed providers & prepared complex patients for office visits.












It is important to engage stakeholders in changing the way health care is delivered. Innovative approaches within primary care settings improve population health and reduce health care expenditures.








Pre-visit prioritization studies evaluate different care delivery strategies for complex diabetic patients to translate clinical evidence into clinical practice.


















The research project was conducted to fill a knowledge gap in the literature. Data obtained was used to create a website of tools and suggestions on how to improve inefficiencies in primary care.












Mobile technology and increased internet usage among complex medical patients, shows potential for an innovative tool for engaging patients and facilitating self-care diabetes practices.













Implementing new models of care within primary care settings create organized care for providers and patients who are prepared for f/u visits. This study also ensures completion of chronic care services during visits.





















The model provides a framework for promoting practice changes for improving approaches to health care management.






Pre-visit preparation among underserved populations within primary care settings reduce no-show rates and improve compliance among the diabetic population.




























There are several steps that can be taken to standardize pre-plan visits for chronic disease management while also supporting patient-centered care.
	Use the CCM as a model to follow while implementing project and evaluating goals of care.





















Consider CCM for effective care of diabetes management while creating the practice site guidelines for the new process.












To address patient adherence issues, utilization of the EHR Amazing charts & Updox, will help alert patients and staff for upcoming appointments and chronic care services needed.











Include pre-visit internet-based communication tools (Updox) that are already in place to communicate secure patient information.















Engage all providers and ancillary staff to devise a standardized process in managing diabetic patients by providing orientation packets that include samples of the tools and goals of the project being implemented.








Include Healthy People 2020 goals in developing the existing tools for pre-planning visits to help providers meet ADA standards of care. There will be an ADA infographic that will be strategically placed for viewing by diabetic patients to understand what is expected when coming in for their 3-month f/u visits.









Tools will be provided with the permission to duplicate and adopt by practices was provided by AAFP and will be utilized to create 3-month diabetes f/u packets to streamline the process for managing the diabetic population at the practice site.








Android and IPhone infographics will be handed out patients or sent via secure patient portal to provides innovative ways to engage patient in self-managing care and a low-cost way to log blood glucose results and send to provider before f/u appointments.








Create pre-planning packets that include a pre-visit questionnaire and a provider encounter form to help organize visits and prepare patients for setting goals, asking questions and concerns related to diabetes care management.



















The framework that will be used for my project to support and control behavioral and environmental changes that will take place while implementing the new process improvement.


Patient reminders will be placed electronically via Updox secure email correspondences, phone, or mail. The EHR Amazing Charts alerting system will also be utilizing to flag diabetic patients and alert staff to start the pre-planning process for upcoming 3-month diabetic f/u visits.





















Providers and staff will have the opportunity to make suggestions to make sure the work-flow within the practice site is not strained or bombarded with extra work. Proper orientation sessions will take place prior to starting the implementation process. Weekly rapid PDSA tools will help keep project on track to reach desired goals for the practice site.



	
	
	
	
	






















Appendix L
Project Budget




Appendix M
Nola Pender’s Health Promotion Model (HPM)
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Appendix N
E.H. Wagner’s Chronic Care Model (CCM)
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Appendix O
AANC DNP Essentials

	AANC DNP Essentials

	Essentials
	Competency / Description

	Essential I
	Competency – Analyzes and uses information to develop practice

	Scientific Underpinning for Practice
	Competency -Integrates knowledge from humanities and science into context of nursing

	 
	Competency -Translates research to improve practice

	 
	Competency -Integrates research, theory, and practice to develop new approaches toward improved practice and outcomes

	Essential II
	Competency –Develops and evaluates practice based on science and integrates policy and humanities

	Organizational & Systems Leadership for Quality Improvement & Systems Thinking
	Competency –Assumes and ensures accountability for quality care and patient safety

	 
	Competency -Demonstrates critical and reflective thinking

	 
	Competency -Advocates for improved quality, access, and cost of health care; monitors costs and budgets

	 
	Competency -Develops and implements innovations incorporating principles of change

	 
	Competency - Effectively communicates practice knowledge in writing and orally to improve quality

	 
	Competency - Develops and evaluates strategies to manage ethical dilemmas in patient care and within health care delivery systems

	 
	 

	Essential III
	Competency - Critically analyzes literature to determine best practices

	Clinical Scholarship & Analytical Methods for Evidence-Based Practice
	Competency - Implements evaluation processes to measure process and patient outcomes

	 
	Competency - Designs and implements quality improvement strategies to promote safety, efficiency, and equitable quality care for patients

	 
	Competency - Applies knowledge to develop practice guidelines

	 
	Competency - Uses informatics to identify, analyze, and predict best practice and patient outcomes

	 
	Competency - Collaborate in research and disseminate findings

	 
	 

	Essential IV
	Competency - Design/select and utilize software to analyze practice and consumer information systems that can improve the delivery & quality of care

	Information Systems – Technology & Patient Care Technology for the Improvement & Transformation of Health Care
	Competency -  Analyze and operationalize patient care technologies

	 
	Competency - Evaluate technology regarding ethics, efficiency and accuracy

	 
	Competency - Evaluates systems of care using health information technologies

	 
	 

	Essential V
	Competency- Analyzes health policy from the perspective of patients, nursing and other stakeholders

	Health Care Policy of Advocacy in Health Care
	Competency – Provides leadership in developing and implementing health policy

	 
	Competency –Influences policymakers, formally and informally, in local and global settings

	 
	Competency – Educates stakeholders regarding policy

	 
	Competency – Advocates for nursing within the policy arena

	 
	Competency- Participates in policy agendas that assist with finance, regulation and health care delivery

	 
	Competency – Advocates for equitable and ethical health care

	Essential VI
	Competency- Uses effective collaboration and communication to develop and implement practice, policy, standards of care, and scholarship

	Interprofessional Collaboration for Improving Patient & Population Health Outcomes
	Competency – Provide leadership to interprofessional care teams

	 
	Competency – Consult intraprofessionally and interprofessionally to develop systems of care in complex settings

	Essential VII
	Competency- Integrates epidemiology, biostatistics, and data to facilitate individual and population health care delivery

	Clinical Prevention & Population Health for Improving the Nation’s Health
	Competency – Synthesizes information & cultural competency to develop & use health promotion/disease prevention strategies to address gaps in care

	 
	Competency – Evaluates and implements change strategies of models of health care delivery to improve quality and address diversity

	Essential VIII
	Competency- Melds diversity & cultural sensitivity to conduct systematic assessment of health parameters in varied settings

	Advanced Nursing Practice
	Competency – Design, implement & evaluate nursing interventions to promote quality

	 
	Competency – Develop & maintain patient relationships

	 
	Competency –Demonstrate advanced clinical judgment and systematic thoughts to improve patient outcomes

	 
	Competency – Mentor and support fellow nurses

	 
	Competency- Provide support for individuals and systems experiencing change and transitions

	 
	Competency –Use systems analysis to evaluate practice efficiency, care delivery, fiscal responsibility, ethical responsibility, and quality outcomes measures


Appendix P
Data Analysis Results Table
	Results: 4-Week Intervals
	4 Weeks 
n     (%)
	8 Weeks 
n     (%)
	12 Weeks 
n    ( %)
	3-Month Total
N      (%)

	Diabetic F/U Appointments
	30    (43)
	18    (26)
	21   (30)
	69   (100)

	Diabetes Reminder Letter Sent
	5     (17)
	 8    (44)
	 2    (10)
	15    (22)

	48hr Reminder Phone Call Complete
	4     (13)
	0     (0)
	0     (0)
	4     (6)

	Pre-Visit Lab Work Complete
	0      (0)
	0     (0)
	2    (10)
	 2     (3)

	Blood Glucose Logs Complete
	7     (23)
	 2    (11)
	4    (19)
	13    (19)

	Diabetes Encounter Form Complete
	18    (60)
	15    (83)
	13    (62)
	46    (67)

	Missed Appointments
	5     (17)
	  2    (11)
	0     (0)
	   7     (10)

	Pre-Planning Checklist Complete
	6     (20)
	 10    (56)
	12    (57)
	28    (41)




















Appendix Q
Cost-Benefit Analysis Table
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Progressive Medical Associates, PLLC

The practice of medicine with honor, dignity, and compassion...

i

? Stacy Comfort Le, MD

Board Certified in Internal Medicine

April 6, 2017
To Whom It May Concern:

We at Progressive Medical Associates, PLLC have reviewed Ms. Kim Lackey’s DNP Project title
“Implementation of Pre-Visit Planning for 3-Month Diabetes Follow-Up Visits". Ms. Lackey
has organizational support and approval to conduct her project within our institution. We understand
that for Ms. Lackey to achieve completion of the DNP program, dissemination of the project will be
required by the University which will include a public presentation related to the project and a
manuscript submission will be encouraged.

Our organization has deemed this project as an improvement initiative which will not require an IRB
review.

Sincerely yours,
(M %@ I wh—
Stacy C. Le, MD

Physician Owner of PMA

13220 Rosedale Hill Avenue . Huntersville, NC 28078 . Phone 704-766-0320 . Fax 704-766-0407

Updox e-Sign: 8234.199736023637 / Thu Apr 06 19:13:43 EDT 2017
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EAST CAROLINA UNIVERSITY

Office of Research Integrity and Compliance (ORIC)

University & Medical Center Institutional Review Board (UMCIRB)

Brody Medical Sciences Building, 4N-70e 600 Moye Boulevard e Greenville, NC 27834
Office 252-744-2914 o Fax 252-744-2284 » www.ecu.edu/irb

TO: Kim Lackey, ECU College of Nursing, DNP Program
FROM: Office of Reseatch Integtity & Compliance (ORIC)@

DATE: June 27,2017
RE: Doctor of Nutsing Practice (DNP) Scholatly Project

TITLE: Implementation of Pre-Visit Planning for 3-Month Diabetes Follow-up Visit

This activity has undergone review on 6 /27/2017 by the ORIC. A Doctor of Nursing Practice candidate is
planning a quality improvement project at Progressive Medical Associates located in Huntersville, NC. The
purpose of this project is to implement a standardized pre-planning packet and process for providers and ancillary

staff to improve the diabetic management process to prepare patients for follow-up visits. The electronic health
record and patient portal used at the clinic will be reviewed to determine improvement in practice organization

and patient engagement/outcomes. Progtessive Medical Associates has determined this project to be a quality
imptrovement initiative that does not require IRB review and the ORIC agrees.

This activity is deemed outside of UMCIRB jurisdiction because it does not meet the current federal descriptions
fot human subject research. Therefote, this activity does not require UMCIRB approval. Contact the office if
there are any changes to the activity that may require additional UMCIRB review ot before conducting any human

research activities.

Relevant Definitions for Human Subject Research:

o Research means a systematic investigation, including research development, testing and evaluation, designed to
develop or contribute to generalizable knowledge. Activities which meet this definition constitute tesearch for

purposes of this policy, whether or not they are conducted or supported under a program which is considered
reseatch for other purposes. For example, some demonstration and service progtams may include research
activities

o Human subject means a living individual about whom an investigator (whether professional or student)

conducting tesearch obtains:
(1) Data through intervention or interaction with the individual, or
(2) Identifiable private information.

The UMCIRB applies 45 CFR 46, Subparts A-D, to all research reviewed by the UMCIRB regardless of
the funding source. 21 CFR 50 and 21 CFR 56 are applied to all research studies under the Food and
Drug Administration regulation. The UMCIRB follows applicable International Conference on
Harmonisation Good Clinical Practice guidelines.

IRB00000705 East Carolina U IRB #1 (Biomedical) IORG0000418
IRB00003781 East Carolina U IRB #2 (Behavioral/SS) IORG0000418
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Standards of Care

Guidelines from the American Diabetes Association (ADA) describe what should happen with your
diabetes care throughout the year. These guidelines are called the Standards of Care. They list what
you and your doctor need to do to take care of your diabetes. For example, some things, such as
your blood pressure, should be checked every time you see your doctor. Other things, such as a
dilated eye exam, should be done once a year.
The Standards also list recommended targets for your diabetes ABCs:
+ A AIC or estimated blood glucose (eAG)
+ B:blood pressure

+ C: blood cholesterol (also called blood lipid) levels

Keeping your diabetes ABCs on track is the most effective way to prevent diabetes-related health
problems.

WHAT SHOULD YOU EXPECT AT VISITS?

At Every Office V.

+ Talk about your blood glucose meter + If you smoke, talk about ways to quit.
readings. Take your meter with you.

* Remove shoes and socks for a foot

+ Check your blood pressure. check.
+ Check your weight and talk about ways + Talk about all medicines including over-
to reach a reasonable weight. the-counter pills, herbs, vitamins, or

+ Talk about what you eat. ERBEC TR

+ Ask if you should take aspirin to prevent

+ Discuss any lifestyle, work, or emotional Sl et

changes.
+ Ask any questions you have about your

« Discuss your physical activity. Sl

At Least Every 3 to 6 Months
+ Check your AIC/eAG.

At Least Once a Year
+ Check your cholesterol to see your risk for heart and blood vessel disease.
+ Have a dilated eye exam to check for eye problems.
+ Geta flu shot.

+ Have a complete foot exam.

At Least Once in a Lifetime
+ Get a pneumonia vaccine.

More handouts about this and other topics can be found at http:://professional.diabetes.org/PatientEd

0

diabetes.org or call IABETES
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Stacy Comfort Le, MD Stacy Mullet, NP-C

Dear Valued Patient,

We are delighted to see that you have a diabetic follow up scheduled
shortly.

Blood Sugar Logs: This is the time to make sure that your blood sugar
logs are complete. If you have not downloaded the free App, please go to
the following website: or download the app on your
phone. Print out the data and bring it to your visit. If you have not
completed your blood sugar log, then this is the time you should make sure
your log is complete. (If you do not already have a blood sugar log, there is
one attached to this letter). In each column, please write your low value,
high value, and then take an average of your sugars in the column (add up
each sugar value and divide that number by the number of values in the
column). If your glucometer gives a 7, 14, and 30 day average, then please
enter this at the bottom of the log.

Labs: So that your upcoming visit may be as helpful as possible, if you are
able to do your lab work prior to the visit, please arrange this within 5 days

of your office visit if possible. Please call the office to make an appointment
at a time that is convenient for you (please tell the receptionist that you are
making an appointment for labs for your “diabetic follow-up”).

Eve Exams / Podiatry: If you are due or overdue for your yearly diabetic
eye exam or if you need to see a podiatrist once a year, please make sure
you have an appointment booked.

Sincerely yours,

Progressive Medical Associates

13220 Rosedale Hill Avenue . Huntersville, NC 28078 . Phone: 704-766-0320 . F ax: 704-766-0407
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Dear Valued Patient, 

We are delighted to see that you have a diabetic follow up scheduled 

shortly.  

Blood Sugar Logs:

  This is the time to make sure that your blood sugar 

logs are complete. If you have not downloaded the free App, please go to 

the following website: https://mysugr.com or download the app on your 

phone.  Print out the data and bring it to your visit.  If you have not 

completed your blood sugar log, then this is the time you should make sure 

your log is complete.  (If you do not already have a blood sugar log, there is 

one attached to this letter).  In each column, please write your low value, 

high value, and then take an average of your sugars in the column (add up 

each sugar value and divide that number by the number of values in the 

column). If your glucometer gives a 7, 14, and 30 day average, then please 

enter this at the bottom of the log.  

Labs:

  So that your upcoming visit may be as helpful as possible, if you are 

able to do your lab work prior to the visit, please arrange this within 5 days 

of your office visit if possible. Please call the office to make an appointment 

at a time that is convenient for you (please tell the receptionist that you are 

making an appointment for labs for your “diabetic follow-up”).   

Eye Exams / Podiatry:

  If you are due or overdue for your yearly diabetic 

eye exam or if you need to see a podiatrist once a year, please make sure 

you have an appointment booked.  

 

Sincerely yours, 

Progressive Medical Associates
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Stacy Comfort Le, MD Stacy Mullet, NP-C

Dear Valued Patient,

We are delighted to see that you have a diabetic follow up scheduled
shortly.

Blood Sugar Logs: This is the time to make sure that your blood sugar
logs are complete. If you have not downloaded the free App, please go to
the following website: or download the app on your
phone. Print out the data and bring it to your visit. If you have not
completed your blood sugar log, then this is the time you should make sure
your log is complete. (If you do not already have a blood sugar log, there is
one attached to this letter). In each column, please write your low value,
high value, and then take an average of your sugars in the column (add up
each sugar value and divide that number by the number of values in the
column). If your glucometer gives a 7, 14, and 30 day average, then please
enter this at the bottom of the log.

Labs: So that your upcoming visit may be as helpful as possible, if you are
able to do your lab work prior to the visit, please arrange this within 5 days

of your office visit if possible. Please call the office to make an appointment
at a time that is convenient for you (please tell the receptionist that you are
making an appointment for labs for your “diabetic follow-up”).

Eve Exams / Podiatry: If you are due or overdue for your yearly diabetic
eye exam or if you need to see a podiatrist once a year, please make sure
you have an appointment booked.

Sincerely yours,

Progressive Medical Associates

13220 Rosedale Hill Avenue . Huntersville, NC 28078 . Phone: 704-766-0320 . F ax: 704-766-0407
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Dear Valued Patient, 

We are delighted to see that you have a diabetic follow up scheduled 

shortly.  

Blood Sugar Logs:

  This is the time to make sure that your blood sugar 

logs are complete. If you have not downloaded the free App, please go to 

the following website: https://mysugr.com or download the app on your 

phone.  Print out the data and bring it to your visit.  If you have not 

completed your blood sugar log, then this is the time you should make sure 

your log is complete.  (If you do not already have a blood sugar log, there is 

one attached to this letter).  In each column, please write your low value, 

high value, and then take an average of your sugars in the column (add up 

each sugar value and divide that number by the number of values in the 

column). If your glucometer gives a 7, 14, and 30 day average, then please 

enter this at the bottom of the log.  

Labs:

  So that your upcoming visit may be as helpful as possible, if you are 

able to do your lab work prior to the visit, please arrange this within 5 days 

of your office visit if possible. Please call the office to make an appointment 

at a time that is convenient for you (please tell the receptionist that you are 

making an appointment for labs for your “diabetic follow-up”).   

Eye Exams / Podiatry:

  If you are due or overdue for your yearly diabetic 

eye exam or if you need to see a podiatrist once a year, please make sure 

you have an appointment booked.  

 

Sincerely yours, 

Progressive Medical Associates


image6.emf
NAME: DATE:
What is the most difficult issue for you in managing your diabetes?

What are you hoping to accomplish today?
Any other issues or concerns you’d like to work on to improve your health?

Diet: Carb Consistent? oYes oONo Do you need to meet with a dietician? oYes oNo

Exercise: (What do you do? How long? How often?)
If you have hypertension (high blood pressure), did you bring your blood pressure log? oYes oNo

If you didn’t bring your log, please indicate your home blood pressure readings: High Low Average
Do you have the mySugr App? oOYes oNo
Did you bring your blood glucose log? oYes oNo Any hypoglycemia? oYes oNo

If you didn’t bring in your blood glucose logs, please indicate:
Fasting: High Low Average Pre-lunch: High Low Average
Pre-Supper: High Low Average Pre-Bedtime: High Low Average

Have you had an Influenza vaccine? oYes oNo oRefused Have you had a Pneumonia Vaccine?: 013 D23 ONo

Date of last Diabetic Foot Exam (Annually): Neuropathy? oYes oNo
Date of last Diabetic Eye Exam: Retinopathy? oYes oNo
Have you been to the ER, Hospital, or another doctor since last visit? oYes oNo Details:

FOR OFFICE USE ONLY:

|PRE-VISIT: MAI Date of Last Visit: Date of Last Annual:
Last A1C: Date: Date of last Microalbumin (Annually): Normal? oYes oNo
Hypertension? oOYes oONo  Date of last Urine Dip Normal oOYes oNo

Labs Pre-Visit? 0OYes oNo
Any problems with your Meds/Refills needed (what pharmacy)?

****Remove socks & shoes before provider comes in****

IDURING-VISIT: PROVIDER  Diabetes Mellitus Type: | or I Control: Good or Poor

Was patient’s health goal (Set at Previous Visit) successfully accomplished? Yes/No

Comments:

On ASA? 0Yes oNo oNot Indicated On Statin? o Yes o No oNot Indicated
** (Age > 50 or ASCVD 10-year Risk i10%)

On ACE/ARB? o Yes o No oNot Indicated Obesity: o Yes oNo **(BMI>30)

**(BP at Goal < 130/80 & Age > 40 or ASCVD 10-year Risk > 7.5%)

Medication Changes:

Patient’s next step to health goal:

Education Discussed:

Re-Appoint Patient [ ] Place Orders (Next 3-month Visit) [ ] Discuss mySugr App [ ] Review ADA Standards of Care [ ]
LAB ORDER for next 3-month follow-up:

oAlc oCBC oCMP oTSH olIPIDS oOther:
***Check last labs for any abnormals/notes










NAME:	___________________________________________			DATE:		______________________________				

What	is	the	most	difficult	issue	for	you	in	managing	your	diabetes?	______________________________________________	

What	are	you	hoping	to	accomplish	today?	__________________________________________________________________	

Any	other	issues	or	concerns	you’d	like	to	work	on	to	improve	your	health?	________________________________________	

_____________________________________________________________________________________________________	

Diet:	__________________________________Carb	Consistent?	□Yes		□No			Do	you	need	to	meet	with	a	dietician?		□Yes	□No		

Exercise:

	

(

What	do	you	do?	How	long?	How	often?

)	____________________________________________________________	

If	you	have	hypertension	(high	blood	pressure),	did	you	bring	your	blood	pressure	log?		□Yes		□No	

If	you	didn’t	bring	your	log,	please	indicate	your	home	blood	pressure	readings:		High	_____	Low	____	Average	______	

Do	you	have	the	

mySugr

	App?		□Yes		□No					

Did	you	bring	your	blood	glucose	log?	□Yes		□No				Any	hypoglycemia?		□Yes		□No			

If	you	didn’t	bring	in	your	blood	glucose	logs,	please	indicate:						

		 Fasting:		High	________Low	_______Average	_______					Pre-lunch:	High	______Low	______Average_______	

	 Pre-Supper:	High	_______Low	_______	Average	______	Pre-Bedtime:	High	_______Low	_______	Average	______	

Have	you	had	an	Influenza	vaccine?		□Yes		□No		□Refused							Have	you	had	a	Pneumonia	Vaccine?:		

□

13			

□

23			

□

No	

Date	of	last	Diabetic	Foot	Exam	(

Annually

):	______________					Neuropathy?		□Yes		□No	

Date	of	last	Diabetic	Eye	Exam:	____________				Retinopathy?		□Yes		□No					

Have	you	been	to	the	

ER

,	

Hospital

,	or	

another	doctor

	since	last	visit?		□Yes		□No		Details:	______________________________	

________________________________________________________________________________________________________	

	

FOR	OFFICE	USE	ONLY:			

PRE-VISIT:		MA																									

Date	of	Last	Visit:	______________														Date	of	Last	Annual:	______________	

	

	Last	A1C:	____________	Date:	_____________			Date	of	last	Microalbumin	(

Annually

):	____________	Normal?			□Yes		□No	

Hypertension?			□Yes		□No							Date	of	last	Urine	Dip	____________			Normal			□Yes		□No											

Labs	Pre-Visit?				□Yes		□No	

Any	problems	with	your	Meds/Refills	needed	(

what	pharmacy

)?	_______________________________________________	

____________________________________________________________________________________________________	

****Remove	socks	&	shoes	before	provider	comes	in****	

	

DURING-VISIT:		PROVIDER						

Diabetes	Mellitus	Type:				I					or				II													Control:					Good						or					Poor	

Was	patient’s	health	goal	(

Set	at	Previous	Visit

)	successfully	accomplished?			Yes	/	No				

Comments:	________________________________________________________________________________________	

On	ASA?				□	Yes		□	No		□Not	Indicated						 	 																						On	Statin?				□	Yes		□	No		□Not	Indicated						

				**	(Age	>	50	or	ASCVD	10-year	Risk	>10%)	 	 	

	On	ACE/ARB?			□	Yes		□	No		□Not	Indicated																																												Obesity:				□	Yes		□	No					**(

BMI	>	30)		

			**(BP	at	Goal	<	130/80	&	Age	>	40	or	ASCVD	10-year	Risk	>	7.5%)	

Medication	Changes:	________________________________________________________________________________	

Patient’s	next	step	to	health	goal:	______________________________________________________________________	

Education	Discussed:

		_______________________________________________________________________________		

Re-Appoint	Patient	[	]		Place	Orders	(

Next	3-month	Visit

)	[	]		Discuss	

mySugr

	App	[	]		Review	ADA	Standards	of	Care	[	]	

LAB	ORDER	for	next	3-month	follow-up:			

					□A1c				□CBC			□CMP			□TSH			□LIPIDS			□Other:	__________________________________________________________	

					***Check	last	labs	for	any	abnormals/notes	
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Pre-Planning Implementation Checklist
DNP Quality Improvement Project

Pre-Visit (Medical Assistants — MAs)

Send Diabetes Reminder Letter:
Use an automated or manual process to send reminders via text message, email, or letter 1 week prior to
scheduled appointment.

Perform Pre-Visit Planning:

Review orders. Confirm that the office has obtained all necessary results and notes. Share any abnormal
results with the provider.

Make Pre-Visit Phone Call:
Call patients to update their information and set their visit agenda at least 48 hours before scheduled
appointment (**May Initiate PMA Diabetes Encounter Form)

During Visit (Front-Office Personnel, MAs, & Providers)

Initiate Clipboard & Diabetic 3-Month F/U Packet:
Front-Office Personnel will initiate during check-in process.

Initiate PMA Diabetes Encounter Form:
MAs will initiate or continue during patient encounter.

Hand off Patient to the Provider:
After the MA rooms the patient, briefly update the provider.

Completion of PMA Diabetes Encounter Form

Post-Visit (Providers, MAs, & Front-Office Personnel)

Re-appoint the patient after the visit:
Schedule the next follow-up appointment before the patient leaves the office.

Arrange for lab work/diagnostic tests to be completed before the next visit:
Place orders now for future appointments.

Complete Education: *mySugr Mobile App: Help keep log of blood glucose results.
*ADA Standards of Care: What to expect at follow-up visits.

Comments:









! ! ! Pre-Planning Implementation Checklist!

DNP Quality Improvement Project

 

Improve 

    Pre-Visit (Medical Assistants – MAs) 

 

Send Diabetes Reminder Letter: 

Use an automated or manual process to send reminders via text message, email, or letter 1 week prior to 

scheduled appointment. 

 

Perform Pre-Visit Planning: 

Review orders. Confirm that the office has obtained all necessary results and notes. Share any abnormal 

results with the provider. 

 

Make Pre-Visit Phone Call: 

Call patients to update their information and set their visit agenda at least 48 hours before scheduled 

appointment (**May Initiate PMA Diabetes Encounter Form) 

    During Visit (Front-Office Personnel, MAs, & Providers) 

  Initiate Clipboard & Diabetic 3-Month F/U Packet: 

Front-Office Personnel will initiate during check-in process. 

 

Initiate PMA Diabetes Encounter Form: 

MAs will initiate or continue during patient encounter. 

  Hand off Patient to the Provider: 

After the MA rooms the patient, briefly update the provider.  

  Completion of PMA Diabetes Encounter Form 

    Post-Visit (Providers, MAs, & Front-Office Personnel) 

 

Re-appoint the patient after the visit: 

Schedule the next follow-up appointment before the patient leaves the office. 

  Arrange for lab work/diagnostic tests to be completed before the next visit: 

Place orders now for future appointments. 

! Complete Education: *mySugr Mobile App: Help keep log of blood glucose results. 

                                      *ADA Standards of Care: What to expect at follow-up visits.

!

!

Comments:        
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Pre-Planning Implementation Checklist
DNP Quality Improvement Project

		Improve



		    Pre-Visit (Medical Assistants – MAs)



		

		Send Diabetes Reminder Letter:

Use an automated or manual process to send reminders via text message, email, or letter 1 week prior to scheduled appointment.



		

		Perform Pre-Visit Planning:

Review orders. Confirm that the office has obtained all necessary results and notes. Share any abnormal results with the provider.



		

		Make Pre-Visit Phone Call:

Call patients to update their information and set their visit agenda at least 48 hours before scheduled appointment (**May Initiate PMA Diabetes Encounter Form)



		    During Visit (Front-Office Personnel, MAs, & Providers)



		

		Initiate Clipboard & Diabetic 3-Month F/U Packet:

Front-Office Personnel will initiate during check-in process.



		

		Initiate PMA Diabetes Encounter Form:

MAs will initiate or continue during patient encounter.



		

		Hand off Patient to the Provider:

After the MA rooms the patient, briefly update the provider. 



		

		Completion of PMA Diabetes Encounter Form



		    Post-Visit (Providers, MAs, & Front-Office Personnel)



		

		Re-appoint the patient after the visit:

Schedule the next follow-up appointment before the patient leaves the office.



		

		Arrange for lab work/diagnostic tests to be completed before the next visit:

Place orders now for future appointments.



		

		Complete Education: *mySugr Mobile App: Help keep log of blood glucose results.

                                      *ADA Standards of Care: What to expect at follow-up visits.







		Comments:       
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Progressive Medical Associates, PLLC

The practice of medicine with honor, dignity, and compassion...
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PDSA Directions and Examples

The Plan-Do-Study-Act method is a way to test a change that is
implemented. By going through the prescribed four steps, it guides the What are we trying
thinking process into breaking down the task into steps and then to accomplish?
evaluating the outcome, improving on it, and testing again. Most of us
go through some or all of these steps when we implement change in

our lives, and we don’t even think about it. Having them written down How will we know
often helps people focus and learn more. '-h?ﬁ 1?0“3;159 '-‘%}ﬂ"
1m VEMment!

For more information on the Plan-Do-Study-Act, go to the |HI (Institute

for Healthcare Improvement) Web site \What changes can we
make that will result
Keep the following in mind when using the PDSA cycles to implement (RN
the health literacy tools:
e Single Step - Each PDSA often contains only a segment or
single step of the entire tool implementation.

e Short Duration - Each PDSA cycle should be as brief as
possible for you to gain knowledge that it is working or not
(some can be as short as 1 hour).

¢ Small Sample Size - A PDSA will likely involve only a portion of
the practice (maybe 1 or 2 doctors). Once that feedback is
obtained and the process refined, the implementation can be Study | Do
broadened to include the whole practice.

Act Flan

| Filling out the worksheet

Tool: Fill in the tool name you are implementing.

Step: Fill in the smaller step within that tool you are trying to implement.

Cycle: Fill in the cycle number of this PDSA. As you work though a strategy for implementation,
you will often go back and adjust something and want to test if the change you made is better or
not. Each time you make an adjustment and test it again, you will do another cycle.

PLAN

| plan to: Here you will write a concise statement of what you plan to do in this testing. This will be
much more focused and smaller than the implementation of the tool. It will be a small portion of the
implementation of the tool.

| hope this produces: Here you can put a measurement or an outcome that you hope to achieve.
You may have quantitative data like a certain number of doctors performed teach-back, or
qualitative data such as nurses noticed less congestion in the lobby.

Steps to execute: Here is where you will write the steps that you are going to take in this cycle.
You will want to include the following:

e The population you are working with — are you going to study the doctors’ behavior or the
patients’ or the nurses’?

e The time limit that you are going to do this study — remember, it does not have to be long,
just long enough to get your results. And, you may set a time limit of 1 week but find out
after 4 hours that it doesn’t work. You can terminate the cycle at that point because you got
your results.
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Project Name:

Name of Data Recorder:

Implementation of Pre-Visit Planning for Diabetes 3-Month F/U Visits

Kim B. Lackey

Location: Progressive Medical Associates, PLLC
Data Collection Dates: 10/16/17 - 11/10/17
xfnthm‘;“aly;;; Week #1 Weel? ;;a cmlec&):eg ;(3)1 Weck #4
10/16-10/20 | 10/23-10/27 10/30-11/3 11/6-11/10 TOTAL
Diabetic F/U Appointments 11 8 9 ) 30
Diabetes Reminder Letter Sent 0 0 5 0 5
48hr Reminder Phone Call Complete 4 0 0 0 4
Pre-Visit Lab Work Complete 0 0 0 0 0
Blood Glucose Logs Complete 2 4 1 0 7
Diabetes Encounter Form Complete 5 7 5 1 18
Missed Appointments 2 0 3 0 5
Pre-Planning Checklist Complete 0 0 5 1 6
PDSA Cycle Complete 1 1 1 1 4










Project Name:

Name of Data Recorder:

Location:

Data Collection Dates:

Week #1 

10/16-10/20

Week #2           

10/23-10/27

Week #3            

10/30-11/3

Week #4                 

11/6-11/10

Diabetic F/U Appointments

11 8 9 2

30

Diabetes Reminder Letter Sent

0 0 5 0 5

48hr Reminder Phone Call Complete 

4 0 0 0 4

Pre-Visit Lab Work Complete

0 0 0 0 0

Blood Glucose Logs Complete

2 4 1 0 7

Diabetes Encounter Form Complete

5 7 5 1 18

Missed Appointments

2 0 3 0 5

Pre-Planning Checklist Complete

0 0 5 1 6

PDSA Cycle Complete

1 1 1 1 4

TOTAL

Data Collection Tool

Monthly Analysis                                  

M1       M2       M3

Implementation of Pre-Visit Planning for Diabetes 3-Month F/U Visits

Kim B. Lackey

Progressive Medical Associates, PLLC

10/16/17  -  11/10/17
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Project Name: Implementation of Pre-Visit Planning for Diabetes 3-Month F/U Visits

Name of Data Recorder: Kim B. Lackey
Location: Progressive Medical Associates, PLLC
Data Collection Dates: 11/13/17 - 12/8/17
xf“thm‘;“alyﬁ; Week #1 Weel? ;;a cmlec&):eg ;(3)1 Weck #4
11/13-11/17 | 11/20-11/24 11/27-12/1 12/4-12/8 TOTAL
Diabetic F/U Appointments ) 6 3 7 18
Diabetes Reminder Letter Sent 1 0 2 5 8
48hr Reminder Phone Call Complete 0 0 0 0 0
Pre-Visit Lab Work Complete 0 0 0 0 0
Blood Glucose Logs Complete 0 0 1 1 2
Diabetes Encounter Form Complete 1 6 3 5 15
Missed Appointments 0 0 0 2 2
Pre-Planning Checklist Complete 0 3 2 5 10
PDSA Cycle Complete 1 1 1 1 4










Project Name:

Name of Data Recorder:

Location:

Data Collection Dates:

Week #1 

11/13-11/17

Week #2           

11/20-11/24

Week #3            

11/27-12/1

Week #4                 

12/4-12/8

Diabetic F/U Appointments

2 6 3 7

18

Diabetes Reminder Letter Sent

1 0 2 5 8

48hr Reminder Phone Call Complete 

0 0 0 0 0

Pre-Visit Lab Work Complete

0 0 0 0 0

Blood Glucose Logs Complete

0 0 1 1 2

Diabetes Encounter Form Complete

1 6 3 5 15

Missed Appointments

0 0 0 2 2

Pre-Planning Checklist Complete

0 3 2 5 10

PDSA Cycle Complete

1 1 1 1 4

TOTAL

Implementation of Pre-Visit Planning for Diabetes 3-Month F/U Visits

Kim B. Lackey

Progressive Medical Associates, PLLC

11/13/17  -  12/8/17

Monthly Analysis                                  

M1       M2       M3

Data Collection Tool
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Name of Data Recorder: Kim B. Lackey

Location: Progressive Medical Associates, PLLC
Data Collection Dates: 12/11/17 - 1/5/18
;\/I/Ilonthlg/l?nab;\s/li; Week #1 Weel??;tha Conecg&?:eg;gl Week #4
12/11-12/15 | 11/20-11/24 11/27-12/1 12/4-12/8 TOTAL

Diabetic F/U Appointments 10 4 3 4 21
Diabetes Reminder Letter Sent 0 0 0 2 2
48hr Reminder Phone Call Complete 0 0 0 0 0
Pre-Visit Lab Work Complete 0 2 0 0 0
Blood Glucose Logs Complete 4 0 0 0 4
Diabetes Encounter Form Complete 10 1 0 2 13
Missed Appointments 0 0 0 0 0
Pre-Planning Checklist Complete 10 0 0 2 12
PDSA Cycle Complete 1 1 1 1 4










Project Name:

Name of Data Recorder:

Location:

Data Collection Dates:

Week #1 

12/11-12/15

Week #2           

11/20-11/24

Week #3            

11/27-12/1

Week #4                 

12/4-12/8

Diabetic F/U Appointments

10 4 3 4

21

Diabetes Reminder Letter Sent

0 0 0 2 2

48hr Reminder Phone Call Complete 

0 0 0 0 0

Pre-Visit Lab Work Complete

0 2 0 0 0

Blood Glucose Logs Complete

4 0 0 0 4

Diabetes Encounter Form Complete

10 1 0 2 13

Missed Appointments

0 0 0 0 0

Pre-Planning Checklist Complete

10 0 0 2 12

PDSA Cycle Complete

1 1 1 1 4

TOTAL

Im pl e m e nt a t i on of P re -V i s i t  P l a nni ng for D i a be t e s  3-M ont h F / U  V i s i t s

Kim B. Lackey

Progressive Medical Associates, PLLC

12/11/17  -  1/5/18

Monthly Analysis                                  

M1       M2       M3

Data Collection Tool
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Project Budget

Funding for DNP Project
EXPENSES Quantity Cost per Unit Total Cost
Supplies
Copy Paper (500ct) 6 4 24
Clip Board (3 Pack) 4 10 40
Sheet Protectors - No Holes (25 Pack) 2 8 16
Envelopes (Security Tint - 50ct ) 2 10 20
Stamps (Book of 20ct) 3 10 30
Subtotal 42 130
Educational Packet for Participants
Portfolios 8 5 40
Heavy Stock Paper (250 Pack) 1 16 16
Sheet Protectors (25 Pack) 1 8 8
Subtotal 28 64
Food/Beverages
Coffee (Box) 3 17 51
Donuts (Dozen) 3 10 30
Tea (1 Gallon) 3 4 12
Bottled Water (12 Pack) 3 5 15
Party Platter Tray 3 22 66
Subtotal 57 174
Participant Incentives
$10 Visa Gift Cards 8 10 80
Subtotal 10 80
Printing/Photocopying/Laminating
Color Copy 60 1 60
Lamination 40 1 40
Subtotal 2 100
Total EXPENSES 548
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Quantity Cost per Unit Total Cost

Supplies

Copy Paper (500ct) 6                 4                                24                           

Clip Board (3 Pack) 4                 10                              40                           

Sheet Protectors - No Holes (25 Pack) 2                 8                                16                           

Envelopes (Security Tint - 50ct ) 2                 10                              20                           

Stamps (Book of 20ct) 3                 10                              30                           

Subtotal 42                              130                         

Educational Packet for Participants

Portfolios 8                 5                                40                           

Heavy Stock Paper (250 Pack) 1                 16                              16                           

Sheet Protectors (25 Pack) 1                 8                                8                             

Subtotal 28                              64                           

Food/Beverages

Coffee (Box) 3                 17                              51                           

Donuts (Dozen) 3                 10                              30                           

Tea (1 Gallon) 3                 4                                12                           

Bottled Water (12 Pack) 3                 5                                15                           

Party Platter Tray 3                 22                              66                           

Subtotal 57                              174                         

Participant Incentives

$10 Visa Gift Cards 8                 10                              80                           

Subtotal 10                              80                           

Printing/Photocopying/Laminating

Color Copy 60               1                                60                           

Lamination 40               1                                40                           

Subtotal 2                                100                         

548                         

EXPENSES

Total EXPENSES
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		EXPENSES				Quantity		Cost per Unit		Total Cost

		Supplies

				Copy Paper (500ct)		6		4		24

				Clip Board (3 Pack)		4		10		40

				Sheet Protectors - No Holes (25 Pack)		2		8		16

				Envelopes (Security Tint - 50ct )		2		10		20

				Stamps (Book of 20ct)		3		10		30

				Subtotal				42		130



		Educational Packet for Participants

				Portfolios		8		5		40

				Heavy Stock Paper (250 Pack)		1		16		16

				Sheet Protectors (25 Pack)		1		8		8

				Subtotal				28		64



		Food/Beverages

				Coffee (Box)		3		17		51

				Donuts (Dozen)		3		10		30

				Tea (1 Gallon)		3		4		12

				Bottled Water (12 Pack)		3		5		15

				Party Platter Tray		3		22		66

				Subtotal				57		174

		Participant Incentives

				$10 Visa Gift Cards		8		10		80

				Subtotal				10		80



		Printing/Photocopying/Laminating

				Color Copy		60		1		60

				Lamination		40		1		40

				Subtotal				2		100



		Total EXPENSES								548











Help

		HELP				© 2012-2014 Vertex42.com

				http://www.vertex42.com/ExcelTemplates/project-budget.html

		Terms of Use

				Do not submit copies or modifications of this template to any website or online template gallery. Please review the following license agreement to learn how you may or may not use this template. Thank you.

				See License Agreement

				http://www.vertex42.com/licensing/EULA_privateuse.html

		Instructions / Tips

				This spreadsheet is based on our general business budget template, and includes a section for recording income sources. This spreadsheet can be useful for smaller projects such as home remodeling or other small construction projects, where it may not be as critical to use a detailed work breakdown structure (WBS).



				When adding new budget categories, make sure to verify the formulas for the Subtotals and Totals.



				As your project progresses, enter the actual expenditures for each task to see how well you are staying on budget. The difference between the budget and the actual expenditures will be calculated for each task along with the total variance for the project.
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Quarterly Finanical Budget Report

1st Qtr 2nd Qtr 3rd Qtr 4th Qtr Budget

Revenue:

Patient Services $135,000.00 $162,000.00 $216,000.00 $270,000.00 $783,000.00

Reimbursment/Incentives $58,500.00 $70,200.00 $93,600.00 $117,000.00 $339,300.00

Total Revenue $193,500.00 $232,200.00 $309,600.00 $387,000.00 $1,122,300.00

Expenses:

Provider Staff Time Expense $49,500.00 $44,550.00 $39,600.00 $49,500.00 $183,150.00

Ancillary Staff Time Expense $16,500.00 $24,750.00 $26,400.00 $33,000.00 $100,650.00

Purchase Services and Other Fees $4,500.00 $900.00 $900.00 $900.00 $7,200.00

Patient Reminder System - Amazing Charts $711.00 $711.00 $711.00 $711.00 $2,844.00

Supplies $10,000.00 $8,000.00 $6,000.00 $4,000.00 $28,000.00

Total Expense $81,211.00 $78,911.00 $73,611.00 $88,111.00 $321,844.00


