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Objectives

□To define “excellent” primary care

□To understand standardized metrics for high quality 

primary care

□To explore ambulatory care data sets and identify “care 

gaps” and “opportunities”

□To visualize ambulatory quality improvement in action
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Quality 

in 

Ambulatory Care
□Define excellent primary care

□Measure high quality primary care

□Examine care gaps- opportunities

□Utilize data to drive change and 

quality improvement
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Primary Care?  What Matters Most?

□Location

□Insurance

□Word of Mouth

□Ease of scheduling

□Relationship with provider

□Comfort with office staff

□Yelp reviews

□Dr. Google

□Zoc Doc

□Online ratings

□US News and World 

Report

□New York Magazine
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The Donabedian Model for Quality of 

Care
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Primary Care? What Matters Most?

• What are the 

results of the 

CAHPS patient 

experience 

survey?

• What % of 

patients have 

diabetes in 

control?

• What % 

providers are 

using an EHR?

• How many 

board-certified 

PCPs are there?

• What’s the ratio 

of providers to 

patients (panel 

size)?

Process

• How are 

individuals 

screened for 

colon cancer?

• How does the 

practice perform 

medication 

reconciliation?

OutcomeStructure
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Which primary care practice would you 

choose?

Practice A

□Structure

□Process

□Outcome

Practice B

□Structure

□Process

□Outcome
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Quality 

in 

Ambulatory Care
□Define excellent primary care

□Measure high quality primary care

□Examine care gaps- opportunities

□Utilize data to drive change and 

quality improvement
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Health

Effectiveness

Data

Information 

Set



12 Press Ganey 

Patient 

Experience 

Survey



Press Ganey Patient Experience Survey13
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Healthfirst

Quality 

Assurance 

Reporting 

Requirements
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Preventive 

Care 

Standards

Guidelines for 

Documentation



Quality 

in 

Ambulatory Care
□Define excellent primary care

□Measure high quality primary care

□Examine care gaps- opportunities

□Utilize data to drive change and 

quality improvement



PATIENT EXPERIENCE
Press Ganey Survey
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Data: Patient Experience

After an 18-month period without much data from the Press Ganey/CAHPS survey, your patient experience

officer emails these survey findings. Of note, Access to Care metrics reveal patients are having difficulty

contacting their primary care team by phone. Calls to the practice are routed to an offsite call center and

messages are sent to EPIC “pools” (front desk, clinical support) at the operator’s discretion. Clerical and

nursing staff monitor the “pools” and forward messages to providers throughout the day, using the electronic

health record.

Difficulty 
accessing 
the 
practice 
by phone

People
(Manpower)

Procedures
(Materials)

Policies
(Methods)

Plant
(Machinery)
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PREVENTIVE CARE
Colon Cancer Screening



Healthfirst Members Missing Services 

List
Measures 2023 PHSP MCR

Grand 
Total

After Visit Survey - Wait Time 89 89

After-Visit Survey - Ease of Scheduling 61 63 124

Breast Cancer Screening 172 118 290

Care of Older Adults: Medication Review 878 878

Cervical Cancer Screening 429 429

Chlamydia Screening - (16-24) 21 21

Colorectal Cancer Screening 488 317 805

Controlling High Blood Pressure 454 931 1385

Diabetes Care: HbA1c In Control 375 449 824

Follow-Up After Emergency Department Visit for Alcohol & Other 
Drug Dependence (7) (Servicing Provider)

24 24

Follow-Up After Emergency Department Visit for Mental Illness 
(7) (Servicing Provider)

62 62

Follow-Up for Multiple Chronic Conditions 74 74

Initiation and Engagement of Substance Use Disorder Treatment: 
Engagement (Servicing provider)

153 153

Medication Adherence for Cholesterol (Rolling 12) 213 213

Medication Adherence for Hypertension (Rolling 12) 142 142

Medication Adherence for Oral Diabetes Medications (Rolling 12) 74 74

Grand Total 2239 3348 5587

22



Colorectal Cancer Screening

• March 65%, April 74%, May 75%

• Num/Den (485/651)

• Star rating 3.0

• Tier 1 88% (89 members to target)
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Data: Preventative Screening

Your practice manager sends you the latest practice data on colon cancer screening according to your largest payer.

Generally, PCPs identify eligible patients and offer colonoscopy referral, or an annual fecal immunochemical test

(FIT) distributed in person during the visit. Colonoscopies are difficult to schedule due to COVID and many visits last

year were telephonic/video. The Kaiser approach of mailing birthday cards with fecal immunochemical tests has

piqued your interest.

Low colon 
cancer 
screening 
rates

People
(Manpower)

Procedures
(Materials)

Policies
(Methods)

Plant
(Machinery)
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CHRONIC ILLNESS 

MANAGEMENT
Hypertension Control



Population Health Dashboard26



Controlling High Blood Pressure 

• March 1%, April 19%, May 31%

• Num/Den (239/760) 

• 423 to reach 5 star rating (currently 1 star)

• 369 patients to Tier 1 Bonus

• 423 patients to Tier 2 Bonus
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Data: Chronic Illness Management

Your healthcare system has an amazing population health dashboard, easily accessible from every desktop.

You download a report of blood pressure control by primary care provider. All providers meet weekly for a

PCP meeting. Interdisciplinary care teams meet monthly with their practice “group”. How will you spark

creativity/competition, identify and spread best practices to drive change?

Improved 
blood 
pressure 
control

People
(Manpower)

Procedures
(Materials)

Policies
(Methods)

Plant
(Machinery)
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MEDICATION ADHERENCE
Patient Self-Management



Medication Adherence31



Data: Medication Adherence

You receive documentation from a leading healthcare insurance company demonstrating gaps in medications

that have not been “filled” on time by your patients. They have highlighted prescriptions written for 30 instead of

90 days. The practice started using EPIC 3 months before the first COVID wave and never was “optimized”.

Pharmacy 
Fill Rate

People
(Manpower)

Procedures
(Materials)

Policies
(Methods)

Plant
(Machinery)
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ACCESS TO CARE
Practice Workflow





Data: Access to Care

Every day, the registration lines in each medical “suite” are filled with both scheduled and unscheduled patients. A

central info desk was created and staffed to serve those without appointments. A two-week observation period reveals

that most patients want to schedule an appointment, or request medication refills. Historically, staff knock at the PCP’s

door to ask for meds to be refilled but you’ve noticed a lot of grumpy looks lately. You’ve been approved to rearrange

staff, including a clerk, nurse, and nurse practitioner to address this problem.

Medication 

refill requests 

“at the door”

Policies

(Methods)

Plant

(Machinery)

People

(Manpower)
Procedures

(Materials)
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Quality 

in 

Ambulatory Care
□Define excellent primary care

□Measure high quality primary care

□Examine care gaps- opportunities

□Utilize data to drive change and 

quality improvement



COLON CANCER 

SCREENING
Preventative Health Measures



Review 
population 

for 
patients in 

need of 
screening

Identify

CHW 
outreach 

to discuss 
screening 
and offer 

FIT testing

Engage

Provide 
and 

collect FIT 
tests by 

mail or in 
person

Screen



Standardize the Process39



DIABETIC RETINOPATHY 

SCREENING
Chronic Disease Measures



Diabetic Retinopathy Screening

Measure LOB

Mar Rate Apr Rate

May 

Rate

Num / 

Den

To 

Reac

h   

Ratin

g or 

Targe

t Rate

Curren

t 

Rating

TIE

R 1

# 

Members 

to Target

Total Total 3.5

Diabetes 

Care: Eye 

Exam⁶

MCR 37% 46% 56% (184/331) 1.0

87% 104

Care Gap?  

Opportunity?
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Diabetic 

Retinopathy

https://www.researchgate.net/figure/Sample-retinal-fundus-images-of-a-Normal-and-b-Diabetic-retinopathy-subjects_fig2_276528880
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20, 2%

973, 98%
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Data: Teleretinal Screening44



330, 68%

46, 10%

108, 22%

Evidence of Diabetic Retinopathy

No Poor quality photo Yes
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Data: Teleretinal Screening45



ACCESS TO CARE
Clinical Processes



Why do patients visit the info desk?
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Natural Groups: Unappointed Patients 48



Why does this matter?49



Thanks!50

CQFP Faculty

Kings County Primary 

Care Practice & 

Residency Program




