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Introduction:

The Heart of Virginia Healthcare (HVH) aims to accelerate the uptake and use of patient-centered outcomes research (PCOR) in practice, with an initial
focus on cardiovascular disease prevention through
the ABCS: Aspirin in high-risk individuals, Blood
pressure control, Cholesterol management, and
Smoking cessation. This work positions HVH not
only to make demonstrable quality improvements,
but also offers a snapshot of current workforce,
payment, and health information technology (IT) issues affecting small- to medium-sized primary care
practices. States have actively sought to engage
primary care providers in an unprecedented number
and variety of quality improvement, delivery system
and payment reforms over the past decade. Insights
based on HVH’s outreach to practices can inform future engagement efforts, helping states to anticipate
and successfully navigate potential barriers to the
successful recruitment and retention of practices.

EvidenceNOW and the Heart of Virginia
Healthcare Cooperative
The Agency for Healthcare Research and
Quality EvidenceNOW initiative is a significant
federal investment to advance evidence-based
cardiovascular disease prevention in primary care through seven regional cooperatives
reaching 1500 practices nationwide. The National Academy for State Health Policy is collaborating with the Virginia Cooperative, known
as the Heart of Virginia Healthcare (HVH), to
share relevant insights for state health policymakers.

Burnout Threatens Provider
Engagement in Quality Improvement,
Health Care Delivery, and Payment
Reform
When the HVH cooperative set out to recruit primary
care practices for their quality improvement initiative
to advance cardiovascular disease prevention, they
realized the bandwidth of the practices they wanted
to engage was already highly saturated. For example, a Duke University study estimated that if primary care physicians fulfilled all the recommended
preventive care for a panel of 2,500 patients, they
would need to work 21.7 hours a day.1
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Likewise, a 2014 survey conducted by the American Medical Association and the Mayo Clinic found that
physician burnout levels are increasing: 55 percent of physicians met criteria for burnout, up from 45
percent three years earlier.2
States attempting to recruit primary care practices for delivery system or payment reforms should be
aware of the extent of provider burnout among the practices they are attempting to recruit. HVH realized they could not afford to burden practices with another demand on their time and attention without addressing burnout. That insight led to the HVH focus on restoring joy in practice through practice
transformation tools and supportive coaching, with the aim of making workflow changes to help alleviate
burnout. Despite the positive value proposition for practices, HVH encountered recruitment challenges
that delayed implementation of their project. According to the project’s Principle Investigator, Anton Kuzel,
MD, “Unfortunately, some practices were at such an advanced stage of burnout that they couldn’t chose
to grab the lifeline we were offering.”
Burned out providers not only make recruitment more difficult, there is also evidence from a systematic
review demonstrating that provider burnout threatens patient safety outcomes.3 States have a variety of
strategies and policy levers at their disposal to help mitigate burnout and restore joy in practice which will
be discussed below.

Restoring Joy in Practice Through Team-based Care: Barriers and State
Policy Options

Restoring joy to primary care practice is not a luxury but rather a prerequisite before expecting practices
to have the capacity to take on further quality improvement initiatives, delivery system, and payment
reforms. Indeed, joy in practice has been argued to be so foundational to the effective functioning of our
health care system that it has been included in the “Quadruple Aim,”4 in addition to the original Triple
Aim’s focus on quality improvement, cost control, and patient-satisfaction.5
HVH’s approach to restoring joy in practice is based on the work of Drs. Tom and Christine Sinsky. The
Sinskys define joy in practice as “a high level of physician work life satisfaction, a low level of burnout,
and a feeling that medical practice is fulfilling.” Their recommendations for practice transformation include
elements such as pre-visit planning and labs, working with medical scribes, and, most importantly, a more
team-based, less physician-centric, approach to care, facilitated by brief daily team huddles.6 HVH practice coaches have worked with over 220 Virginia-based primary care practice teams with the dual aims of
1) practice transformation to restore joy in practice and 2) quality improvement in cardiovascular disease
prevention. A number of barriers have been identified during the course of the coaches’ work with these
practices:
1. Scope of Practice Issues May Inhibit Team-based Care
Some practices have encountered scope of practice issues related to team-based care in which various duties that were previously performed by a physician are delegated to clinical support staff such
as nurses or certified medical assistants. For example, legal counsel at one practice advised providers
that most of the standing orders related to closing gaps in care to improve the quality of cardiovascular
prevention were outside the scope of practice for certified medical assistants. Though Virginia statute does indeed allow delegation to certified medical assistants, scope of practice laws vary by state.7
Real or perceived barriers surrounding scope of practice must be addressed on a state-by-state basis
to enable successful team-based care.
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State Strategies and Policy Options
• States play an important role establishing credentials and scope of practice for various medical
practitioners through medical licensing boards. While in some cases, it may be a task for an
individual primary care practice to enable their staff to work at the top of their existing license,
in other cases, state licensing boards and legislatures may wish to review and adjust scope
of practice for clinical support staff to enable effective team-based care. Examples include measures relating to prescribing and dispensing medications (including controlled substances),
performing certain diagnostic and treatment procedures, and oversight requirements for clinical
support staff (i.e. requiring oversight by a physician). For an overview, including state legislation
related to scope of practice through 2013, please see the National Conference of State Legislatures’ resources8 and Kaiser Family Foundation’s maps of scope of practice laws for nurse
practitioners9 and physicians assistants.10
• State can also support the development of emerging professions, such as community health
workers, that can enhance team-based care, by defining certification requirements. For a
national overview of state community health workers, please see NASHP’s map and charts on
the topic.11
•States that do not already have a leadership role and/or board accountable for oversight of
healthcare workforce issues may wish to consider formalizing a structure to enable a proactive
response to emerging workforce issues.
These strategies have the potential to not only mitigate burnout by enabling team-based care, but also
represent important measures to address looming shortages in the physician workforce by expanding
the scope of practice for nurses.12
2. Fee-For-Service Payment Models Inhibit Team-based Care
Traditional payment models, such as fee-for-service, may be barriers to team-based practice redesign to
the extent that they are modeled around reimbursement for office-based care with a physician and often
lack a means for reimbursing the time and efforts of clinical support staff who play a vital role coordinating
services in team-based models. Another payment related issue identified involved pre-visit labs. Despite
the desirability of pre-visit labs from a clinical perspective, charges for two separate office visits may
create a cost barrier for patients. It is important to emphasize that the payment issues raised were not
necessarily calls to pay primary care providers more, but calls to pay them differently in order to enable
team-based care.
State Strategies and Policy Options
• States could design and implement Medicaid and multi-payer alternative payment models
which support team-based, coordinated care to replace traditional fee-for-service payments with
value-based incentives. Many states, including State Innovation Model (SIM) Round One and
Two test states have already implemented alternative payment models on a large scale, including patient-centered medical homes and accountable care organizations.13 Payment reform is a
strategy that aligns with national, bipartisan approaches to health policy, including the Quality
Payment Program incentives to be implemented in 2017 under the Medicare Access and CHIP
Reauthorization Act (MACRA) legislation.14
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• The Health Care Payment Learning & Action Network (HCPLAN),15 a national workgroup on
payment reform issues, recommended in their draft white paper on Primary Care Payment
Models that “Primary Care Payment Model (PCPMs) will support population-focused,
patient-centered, and team-based care,” including rewards for teams that provide care that
improve patient outcomes as opposed to teams that perform services that do not add value16.
• States could actively work to engage primary care providers in the design of primary care
payment models to replace fee-for-service. Providers that engage in the design of alternative
payment models are more likely to willingly participate in them and the resulting models are
more likely to succeed to the extent that they reflect the reality of the current primary care practice environment. HVH coaches encountered significant diversity in that practice environment,
regarding primary care practices’ readiness for team-based, population-based care. This
variance in readiness depended on factors such as their relative size, geography (rural vs.
urban), and whether they were affiliated with a large health system or were an independent
practice. In short, one size does not fit all when it comes to payment reform models.
3. Mutliple Reporting Requirements Contribute to Burnout
Though value-based payment reform is essential to support team-based care, it depends upon creating
accountability for care through measuring performance on various quality, utilization, and cost metrics.
The resulting reporting requirements are a major source of burnout for primary care practices accountable for multiple measures from various public and private payers and, for practices operating within
health system requirements as well. One HVH practice coach documented an example of this burden
as follows:
“… this (health) system is focused on 27 different quality measures, all with modified definitions of the
numerator and denominators as it relates to the specific payer. This dynamic is requiring that each
provider know the insurance of the patient, know which quality metrics are being targeted for that payer,
conduct the appropriate screenings and interventions, and document accordingly.”
State Strategies and Policy Options
• States can utilize their role as conveners in order to foster alignment of measures across
payers to minimize burdens on primary care practices. State business groups on health representing large, self-insured employers should be engaged alongside commercial payers and
Medicaid to search for common ground across measures.
• Another strategy for policymakers highlighted by a HVH practice coach is to seek balance
between the need for standardization of measures with the freedom for practices to tailor their
approaches. For example, when possible, providers should be allowed some degree of
self-determination to select which quality measures are priorities for their practice and their
patients over other measures.
4. EHRs Have Interoperatbility and Functionality Limitations
Electronic health records (EHR) are prerequisites for producing actionable data to help drive quality improvement efforts such as the Heart of Virginia Healthcare’s focus on improving cardiovascular prevention. However, lack of interoperability of EHRs and the inability for various EHRs to extract and report
on the “ABCS” was a major challenge for participating practices as well as a delaying factor to the work
not only of the Virginia EvidenceNOW cooperative, but to cooperatives nationwide. In some cases,
practices left the task of resolving those issues to already over-burdened staff.
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ERHs also change the provider/patient dynamic in ways that can contribute to burnout.17 For example,
a 2016 study which observed 57 physicians reported that 50 percent of their time was spent on EHR
and desk work as opposed to just 27 percent spent with patients,18 a situation which can be mitigated
by including medical scribes on care teams.
State Strategies and Policy Options
• To ensure successful implementation, state payment reform efforts should be advanced in
tandem with investments in building and advancing data infrastructures. The push toward
value-based payment reform is a major driver of state health information technology (IT) efforts
for example, among SIM test states.
• In addition to dedicating available federal and state funds to advancing health IT infrastructure,
states can also provide necessary technical assistance to individual practices to help them
generate actionable data reports and/or learn how to work with data reports for quality
improvement.

Conclusion:

The experiences of primary care practices participating in the HVH cooperative point to a number of
practice challenges including issues related to scope of practice, payment reform, reporting requirements, and electronic health records. In each of these areas, states have a variety of strategies and
policy options for mitigating these challenges related to state roles as licensing boards, legislatures,
payers, and conveners. These state strategies and policy options are in alignment with major, bipartisan trends in health policy toward implementing value-based payment and advancing team-based,
coordinated care. They also hold the potential to help alleviate provider burnout, which is increasing
over time and threatening provider engagement as well as patient outcomes.
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