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Description 
 
OHSU Family Medicine at South Waterfront is a university affiliated teaching practice with 46,000 visits per 
year and a current patient panel of 18,000 patients. The clinic integrates 24 faculty members, and 11 residents 
onto our four clinical teams. In 2008 Health Maintenance reminders became available in our Epic EHR at 
OHSU. This allowed us to begin to experiment at an individual clinician level the impact these reminders would 
have on proactive population health in our practice. In October 2009 After piloting this for a year best 
practices surrounding the use of these reminders and their impact on patient health outcomes were shared 
with the clinic team. In September 2011 as a result of these best practices, a new position in the clinic, “Health 
Maintenance Coordinator” was established. This new role included two full-time medical assistants whose 
jobs were to place health maintenance reminders on all patients using evidence based criterion for things such 
as cancer screenings, diabetic testing and immunizations. Training was also provided to medical assistants to 
review overdue health maintenance topics and pend orders while rooming the patients. The clinic wide health 
maintenance processes were started in April 2012. The family medicine department created a population 
based patient registry for these interventions. The coordinators receive these reports which indicate the 
specific patients that are overdue for these screenings and/or interventions. The Health Maintenance 
Coordinators then proactively outreach to the patients using the patients preferred form of communication to 
close these gaps in care. To help the clinic better understand the role of these new health maintenance 
coordinators and the impact they were having on the health of our patient population a visual quality 
improvement board was created and placed in a common area; this is continuously updated and maintained 
by The Health Maintenance Coordinators.  
 
Goals & Objectives 

1. Improve proactive patient outreach to close gaps in care. 
2. Redefine the role of the Medical Assistant in the clinic so that they are more proactively involved in 

holistic care delivery and health maintenance. 
3. Receive and maintain funding to support this newly created role that is dedicated to improving 

population health and outreach. 



 
 

Relevance of Innovation Program/Intervention 

Please explain how this innovation integrates at least two of the three academic medicine areas: clinical 
care, education and/or research? 
 
The project was implemented in gradual manner using a PDSA (Plan, Do, Study, Act) methodology, the clinical 
team was used to test the change and then implement it clinic wide. Clear communication on the rational of 
the changes and a description of each new role were crucial to the implementation of this clinic wide change 
as was the use of clinical reports to track the progress of the improvement.  
 
Methodology 
 
Please describe any resources, guidelines and/or requirements that were needed to accomplish this 
innovation, include any specific skills or processes that were used and/or needed. (limit 500 words) 
 
The current Medical Director (Daisuke Yamashita) started the project prior to becoming The Medical Director 
at the South Waterfront as his fellowship project in 2009. Quality improvement training was provided through 
residency training as of 2006 which provided the foundation of this project. The PDSA (Plan, Do, Study, Act) 
model of quality improvement was used to guide this improvement. High quality clinical reports were critical 
in driving this improvement over time. OHSU Family Medicine has a Quality Data Team that works closely with 
the clinic to produce meaningful reports that continue to drive outreach efforts and assist The Health 
Maintenance Coordinators in their daily work of improving population health. The Medical Director of the 
clinic (Dr. Yamashita) participated in weekly Quality Data Team meetings to better understand these reports 
as well as provide feedback on how to improve them.  
 
Explain how you collaborated with internal and external entities on this project including how you engaged 
patients, providers and/or key partners throughout the innovation process.  
 
The project was introduced to the staff and clinicians through regular meetings. The quality reports were 
shared with clinicians as well as team staff monthly by e-mail as well as during monthly clinic team meetings. 
The relevance of the improvement was often explained in actual numbers circulated by size of the practice 
using the existing evidence. (ie: Number of cancers found based on additional screening, or number of serious 
illness prevented based on additional immunizations). The Health Maintenance Coordinators met with the 
Medical Director monthly to review these reports and identify as a team areas of improvement. Externally, 
The Medical Director started to work with the decision support group at the institutional level to discuss these 
improvements and introduction of new reminder topics. This later lead to the opportunity to collaborate with 
other primary care departments at OHSU including General Internal Medicine, The Department of Pediatrics, 
and Center for Women’s Health. 
 
Funding 
 
How was this project funded/sponsored? Explain the successes and limitations the amount of funding had 
on the project.  
 
Initially we received no additional funding for this project. The workload of each Medical Assistant was 
carefully examined prior to the introduction of this new workflow and role within the clinic. Prescription refill 



processes specifically were reviewed and transitioned to front office staff in order to create more time for the 
Medical Assistants to discuss and pend orders for health maintenance topics during the patient rooming 
process. In September 2011, four medical assistants were identified as Health Maintenance Coordinators and 
were tasked with placing these reminders on our patients in the EHR as well as proactively outreaching to 
patients without any additional funding. This was later consolidated from four coordinators into two Health 
Maintenance Coordinators in May of 2012, these two coordinators support our four clinical teams. Time for 
project coordination and data reporting were also not funded. The clinic is currently participating in The 
Comprehensive Primary Care Initiative (CPCI) hosted by the Center for Medicare and Medicaid Services and 
has been receiving a per member per month care coordination fee since January 2013. This is about 5% of the 
practices revenue. This additional funding is covering many aspects of our medical home implementation such 
as RN Care Management, data reporting and a Project Coordinator position to support our ongoing CPCI 
efforts. 
 
Have you received any additional recognition/awards for this work, or published this work in the literature? 
 
No. 
 
Monitoring & Evaluation 
 
Describe the impact and measures of success of your program/intervention. The innovation should 
demonstrate a positive impact on results/outcomes (e.g. 20% improvement over baseline in cost, quality, 
data tools, clinical outcomes, patient satisfaction, provider satisfaction, etc. For multi-year 
programs/initiatives, include examples of how improvements have been achieved in the program over time. 
 
Below are the improvements achieved since September 2009. Almost all aspects of care were improved. Some 
outcomes such as colon cancer screening, controlled substance agreements on file were introduced after the 
initiation of the project. (Please see supplemental documents for chronological changes) -Breast cancer 
screening (mammogram) among female age 50-74 years old. 62.5% (Jun 2012) to 74.9% (Sep 2014) -
Pneumococcal vaccination among patients older than 65 years old and patients with COPD, and heat diseases 
(CAD and CHF) 69.7% (Jun 2012) to 82.1% (Sep 2014) -Meningococcal vaccination among patients age 11-18 
years old including booster status. 50.1% (Dec 2012) to 63.1% (Sep 2014) -Tdap vaccination among patients 
age 11-19 years old 58.1% (Jun 2012) to 83.7% (Sep 2014) -Complete HPV series among female age 11-26 
years old male age 11-21 years old Female 25.5% (Jun 2012) to 54.4% (Sep 2014) Male 4.1% (Jun 2012) to 
31.2% (Sep 2014) -Control substance agreement among patients who are on control substances. 20.6% (Mar 
2013) to 33.4% (Sep 2014) -Colon cancer screening among patient age 50 to 75 years old 57.1% (Mar 2014) to 
61% (Sep 2014) Health Maintenance Coordinators also help in outreaching to our diabetic patients to receive 
recommended care and arrange appropriate follow up. This has resulted in the following improvements: -
Hemoglobin A1C >9% among patients with diabetes 18.3% (Sep 2009) to 14.8% (Sep 2014) -LDL <100 among 
patients with diabetes 55.8% (Sep 2009) to 66.5% (Sep 2014) Additionally, the clinics are currently placing over 
11 topics as well as appropriate follow up reminders for interventions around diabetes and thyroid disease. 
(See supplemental documents for detail.)  
 
Describe up to four results of your program explaining the significance of this innovation including, but not 
limited to improved quality, culture change, costs, patient satisfaction. What were the lessons learned 
anticipated or unanticipated)?  
 

1. Careful examination of the existing workflows to allow effectively allocated resources to achieve goals. 
The process changes were made without additional funding. Carefully assessing the clinics current 
workflow allowed us to improve the efficiency of medical assistants and make sure all staff was 



working at the top of their licensure. This created room for the clinic to create the new Health 
Maintenance Coordinator position as well as introduce this new work to our Medical Assistants. The 
system view of the clinic and elimination of waste was crucial to achieving this improvement. 

2. Clear communication to all staff about this by using and creating a one page health maitenence manual 
as well as shadowing the MA's was crucial to the success of this project and helped in changing the 
clinic culture surroudning the role of the MA. Emphasis was placed on developing clear one page 
health maintenance manual as well as providing training to staff and clinicians throughout the 
implementation of this project. The Medical Director and Practice Manager periodically shadowing the 
medical assistants improved the consistency of the process during implementation. This was 
particularly important due to the large size of the practice. 

3. Identify motivated staff, who had the ability to own this project. Two health maintenance coordinators 
understood the importance of the project from the beginning. To our surprise, both Health 
Maintenance Coordinators recognized that many patients had more than one topic of health 
maintenance overdue. They made sure to address all applicable overdue heath maintenance topics 
when they reached out to the patients. This prevented the clinic from creating multiple phone calls to 
the same patients which has previously happened in our sister clinics. The two coordinators also 
started to create a visual display and monthly summary for the clinic teams to help them understand 
their new roles and improvement in screenings. 

4. Establishing a universal process that was applicable for larger improvement. The implementation of 
this health maintenance workflow addresses patient's overdue gaps in care both during clinic visits as 
well as outside visits; this allowed the clinic to expand improvement efforts from just a few to many 
health maintenance topics. The project was started with just a few health maintenance topics and has 
expanded to over 11 topics to date. The project created the framework for the clinic to implement new 
clinical quality improvements.  

 
Identify the limitations you experienced in implementing your project and strategies used to mitigate these 
challenges. Describe any "out of the box" thinking or creative approaches to meeting project goals.  
 
Creating the health maintenance coordinator position was not an easy task for us given the lack of clear 
funding for the position. Careful effort was made to analyze the current workflow of the medical assistants 
and the decision was made to change the refill processes in order to create time for medical assistants to 
address health maintenance. The size of the practice created additional challenges in implementing these 
clinic wide changes. The clinic learned a lot throughout the project in terms of how to implement clinic wide 
changes in a streamlined way. The notion of project management was also introduced. Clinic leadership made 
sure to have continued intentional communication as well as share the rational for the change. As a result the 
development of clear manuals and procedures are becoming standard in the clinic, as is continued quality 
improvement efforts through PDSA cycles. 
 
Potential for Replication 
 
Provide examples on how this proposal can be scaled/replicated within and/or across other medical 
institutions. 
 
The clinic Medical Director has been working to disseminate best practices surrounding this project among the 
other clinics in the Department of Family Medicine as well as throughout the institution. Health maintenance 
reminder placement can be automated in the electric health record. There is ongoing collaboration with The 
Department of Pediatrics, General Internal Medicine and Center for Women’s Health Department to create 
automated processes for these reminders. This is providing opportunities for primary care practices to share 



best practices as well as improve the quality of care we provide to our patients across the institution, improve 
patient satisfaction, reduce cost, and improve population health. 


