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QI Project Application for Part IV MOC Eligibility 
 
Complete the following project description to apply for UMHS approval for participating physicians to be eligible to 
receive Part IV MOC credit through the Multi-Specialty Part IV MOC Pilot program.  Actions regarding the application 
depend on the stage of the project, as described below.  As stages are accomplished, you may submit updates of the 
application with the description of planned activities replaced by descriptions of actual activities performed.  An 
application describing the completed project is required.  Submitting earlier versions helps assure that when planned 
activities are carried out, they will meet Part IV requirements.   
Preliminary approval.  Plans have developed for the expected activities, but little actual work has been performed. 
Part IV credit designation.  Baseline data have been collected and the intervention performed, with completion of both 

steps documented on an application (or application update).  The project has demonstrated its operational 
feasibility and the likelihood that subsequent data collections and adjustment will be performed. 

Participation (“attestation”) forms provided.  The project has been completed with the expected sequence of activities 
performed and documented on an application (or application update), which is the “final report” on the project.   

The introductory section asks for basic operational information.  The next four sections ask about the project’s 
activities organized within a basic sequential Plan–Do–Check–Act /Adjust–Recheck outline.  The following section 
asks how physicians participate in the project.  The last section asks about the relationship of this project to other 
UMHS institutional QI initiatives. Questions are in bold fond and answers should be in regular font (generally 
immediately below the questions).  To check boxes electronically, either put an “X” in front of a box or copy and paste 
“ ” over the blank box.   
For further information and to submit completed applications, contact either: 

Terry Kowalenko, MD, UMHS Part IV Program Lead, 763-936-1671, terryk@med.umich.edu 
R. Van Harrison, PhD, UMHS Part IV Program Co-Lead, 763-1425, rvh@umich.edu 
Chrystie Pihalja, UMHS Part IV Program Administrator, 763-936-1671, cpihalja@umich.edu 

 
A.  Introduction 
 
1.  Date (this version of the application): 6/5/12 

 
 
2.  Title of QI project: Improvement of Pediatric Asthma Wellness Center Clinic Attendance 

 
 
3. Time frame 

a.  At what stage is the project? 
  Design is complete, but not yet initiated 
  Initiated and now underway  

X   Completed (UMHS Part IV program began 1/1/11)  
Note: an Annual Project Progress Report form must be submitted annually in January while the 
project is underway and a final one submitted at the project’s conclusion. 

 
 b.  Time period 

(1).  Date physicians begin participating (may be in design phase):   September 1, 2010 
(2).  End date:    actual  _9/15/12___        expected  

 
4.  QI project leader [responsible for attesting to the participation of physicians in the project]: 

a.  Name Manuel Arteta  
b. Title:   Director, Pediatric Asthma Wellness Program 
c.  Institutional/organizational unit/affiliation:   Pediatric Pulmonology, Department of Pediatrics, 

University of Michigan Medical School 
d.  Phone number:   734-764-4123 
e.  Email address:   marteta@umich.edu 
f.   Mailing address:  University of Michigan Health System, 1500 E Medical Center Drive, Room 

L2221, Box 5212, Ann Arbor Michigan 48109-5212 
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5.  What specialties and/or subspecialties are involved in this project?   
Peds Pulmonary 

 
6.  Will the funding and resources for the project come only from internal UMHS sources?  

X  Yes, only internal UMHS sources 
 No, funding and/or resources will come in part from sources outside UMHS,  

which are: _______________________________________________________________ 
 
The Multi-Specialty Part IV MOC Program requires that projects engage in change efforts over time, 
including at least three cycles of data collection with feedback to physicians and review of project results.  
Some projects may have only three cycles while others, particularly those involving rapid cycle 
improvement, may have several more cycles.  The items below are intended to provide some flexibility in 
describing project methods.  If the items do not allow you to reasonably describe the methods of your 
specific project, please contact the UMHS Part IV MOC Program office.    
 
B.  Plan  
 
7.  General goal 
 

a.  Problem/need.  What is the “gap” in quality that resulted in the development of this project?  
Why is this project being undertaken?   
The high risk (e.g., previous ED visits, hospitalizations) pediatric patients with asthma are less likely 
to attend clinic visits that lower risk patients.  Clinic attendance is associated with improved 
education and medication use.  The Pediatric Asthma Wellness Program was originally started at 
the request of the UMHS Chief Medical Officer to address the problem of overutilization of services 
by selected M-Care asthma patients.  Since the initiation of the program, we have significantly 
reduced the emergency department and hospital admissions of enrolled patients compared to 
controls.  However, we are concerned that our results will not be sustained due to a poor clinic 
“show rate.”   

 
b.  Project aim.  What aspects of the problem does this project aim to improve? 

 The aim of this project is to increase attendance in the Pediatric Asthma Wellness clinic.  This 
clinic is held three afternoons a month.   

 
8.  Patient population.  What patient population does this project address. 

Pediatric (age 3–18 years) asthma patients seen in special “high risk” Peds Pulmonology Clinic 
(“Children’s Asthma Wellness Program”) for children with at least two previous emergency 
department visits or a hospitalization for asthma.  These children have difficult-to-treat asthma due 
either to severe disease or poor compliance with medication.  The clinic specializes in patient 
education.  

 
9.  Targeted causes.  What are the primary underlying/root causes for the problem (see 6.a) that 

the project can address? 
The majority of our patients receive Medicaid.  They often have psychosocial stress and a poor 
educational background, each of which may increase the likelihood that they will not fully understand 
the importance of daily “controller” medication and regular clinic visits to manage their asthma.  

 
10.  What is the experimental design for the project? 

X   Pre-post comparisons (baseline period plus two or more follow-up measurement periods) 
  Pre-post comparisons with control group 
  Other: _____________________________ 

 
11.  Baseline measures of performance:   
 

a.  What measures of quality are used?  If rate or %, what are the denominator and numerator? 
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The main outcome measure for this project will be clinic “no-show rate.”  The numerator will be the 
number of patients who fail to come to clinic as scheduled; the denominator will be the number of 
patients scheduled to come to clinic.  We will also monitor the number of patients who reschedule at 
the last minute due to transportation or other problems.  We will examine this measure over a 4-
month period.  We will compare the data to that taken over the last year.  

 
b.  Are the measures nationally endorsed?  If not, why were they chosen? 

While the “no show” rate is not a national measure, the care provided to patients who do attend 
clinic visits is related to several national measures of asthma education and medication use.  

 
c.  What is the source of data for the measure (e.g., medical records, billings, patient surveys)? 

We will keep our own records, with help from the clinic secretaries.  
 
d.  How reliable are the data being collected for the purpose of this project? 

100% reliable.  
 
e.  How are data to be analyzed over time, e.g., simple comparison of means, statistical test(s)? 

We will record clinic no show-rate data for each clinic, and then calculate an average no show rate 
over the four-month intervention period.  This will be compared to the no show-rate over the last 
year.  If needed, we will compare to the same monthly period last year to account for seasonal 
differences.  

 
f.  To whom are data reported? 

Division chief 
 
g.  When did the baseline data collection occur? 

September 1, 2010 to August 31, 2011.  
 
12.  Specific performance objectives 
 

a.  What is the overall performance level(s) at baseline?   
 

Time Patients Scheduled for Clinic Visit 
Period N Not Attending Visit 

Baseline:       
9/1/10 – 8/31/11  

 
235 

 
91 (39%) 

 
b.  What are the targets for future performance on the measures?   

The current no show rate for patients is 39% (over the last year, 144 out of 368 visits).  Another 32 
patient visits were rescheduled for a future clinic.   Our target no show rate is 20%.  We realize that 
this intervention will not address all problems leading to no shows, but we hope to reduce the no 
show rate by half.   

 
c.  How were the performance targets determined, e.g., regional or national benchmarks? 

As far as we aware, there are no national benchmarks for clinic attendance rate.  
 
13.  Which Institute of Medicine Quality Dimensions are addressed?  [Check all that apply.] 
 X   Safety X  Equity X  Timeliness  
 X   Effectiveness X   Efficiency X   Patient-Centeredness 
 
 
C.  Do   
 
14.  Intervention(s).   
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a.  Describe the interventions implemented as part of the project. 

Social worker will now call patients/families one week ahead of time to articulate the importance of 
clinic visit and ask the families if help with transportation or other resources as needed. 

 
b.  How do the interventions address underlying/root causes (see #9)? 

The above intervention should improve attendance by increasing knowledge and providing the 
means to come to clinic (usually a taxi) if needed.  

 
15.  Who is involved in carrying out the intervention(s) and what are their roles?  

Drs. Arteta and Hershenson, and our clinic coordinator Karla Stoermer-Grossman noted the poor 
clinic attendance and designed the intervention.  Our clinic social worker is Elsa Larson will complete 
the phone calls. 

16.  When will/did the intervention(s) occur? 
September 1, 2011 to December 31, 2011.  

 
D.  Check 
 
17.  Post-intervention performance measurement.  Is this data collection to follow the same 

procedures as the initial collection of data described in #11: population, measure(s), and data 
source(s)?        
X  Yes         No – If no, describe how this data collection  
 

 
18.  Data collection following the intervention. 
 

a.  The collection of performance data following the intervention either: 
Will occur on: We will collect these data “real-time” and therefore data collection will be completed by 
December 31, 2012.  

Has occurred on:  
 
b.  If the data collection has occurred, what is post-intervention performance level? 

 
Time Patients Scheduled for Clinic Visit 

Period N Not Attending Visit 
Baseline:       
9/1/10 – 8/31/11  

 
368 

 
91 (39%) 

Post-intervention  
9/1/11 – 12/31/11 

 
79 

 
17 (22%) 

 
 
E.  Act/Adjust 
 
19.  Following the collection of post-intervention data:   
 

a.  When did/will the review of post-intervention data and plans for adjustments occur?   
    January 2012 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
•  Analyze the current underlying causes of those problems  
•  Redesign the intervention to address underlying causes  
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The team (Drs. Arteta and Hershenson, Karla Stoermer-Grossman and Elsa Larsen) met in early 
January to review the data, identify barriers involved in completing the calls and in meeting patient’s 
needs associated with clinic attendance, consider alternatives that can be implemented, and 
develop a plan that is cost-effective within our resources.  

 
c.  When did/will the adjustment (second intervention) occur?    

            Initiated/continued starting January 2012 
 

d.  If the adjustment has occurred, (1) what problems were identified in the review and (2) what 
adjustments/interventions occurred to addressed those problems?    
(1)  Problems.  The substantial reduction in “no-shows” to 22% was impressive and near the goal of 

20%.  No major problems were identified.   
(2)  Adjustments.  The plan was to sustain the interventions that were previously implemented to 

see if the reduction would be sustained and perhaps reduced further.   
 
20.  Data collection following the adjustment(s). 
 

a.  The collection of performance data following the adjustment(s) either: 
Will occur on:   
Has occurred on: 5/14/12 

 
b.  If the data collection has occurred, what is post-adjustment(s) performance level? 
 

Time Patients Scheduled for Clinic Visit 
Period N Not Attending Visit 

Baseline:       
9/1/10 – 8/31/11  

 
235 

 
 91 (39%) 

Post-intervention  
9/1/11 – 12/31/11 

 
79 

 
17 (22%) 

Post-adjustment      
1/1/12 – 4/30/12 

 

 
121 

 
41 (33%) 

 
 
21.  Following the third (post-adjustment) collection of data:  
 

a.  When did/will the review of post-adjustment data occur?   
5/14/12 

 
b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
•  Analyze the current underlying causes of those problems  
•  Redesign the intervention to address underlying causes  
 

The team (Drs. Arteta and Hershenson, Karla Stoermer-Grossman and Elsa Larsen) met in mid-
May to review the data, identify barriers involved in completing the calls and in meeting patient’s 
needs associated with clinic attendance, consider alternatives that can be implemented, and 
develop a plan that is cost-effective within our resources.  

 
c.  If the post-adjustment review has occurred, (1) what problems were identified in the review 

and (2) what adjustments/interventions occurred to addressed those problems?    
 

(1)  Problems.  During January-April, 2012, the rate of “no-shows” increased, but is still less than 
original “no-show” rate of the baseline observation period. Within the most recent period, the 
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“no-show rate” increased in February and March 2012, but decreased again in April.  This might 
have been due to a Departmental change in the procedure for our reminder calls:  In the past, 
in addition to the social worker calling patients, the patients received a phone call from our 
Division secretary.  This was changed to an automated system on 2/8/12.  However, the 
automated system continued to be in use in April when the “no show” rate decreased.  
Therefore, the increase in “no-shows” in February and March may have been a transient 
phenomenon, perhaps related to poor weather in mid-and late winter.   

(2)  Adjustments.  Before making further adjustments we decided to sustain the current 
interventions and continue to collect data for an additional four-month period, providing a full 
year of post-intervention data.  This will allow us to see whether the two-month increase in “no-
shows” was seasonal in nature, and whether we can still maintain our improvement based on 
our original social work intervention. No additional interventions are planned for the next 
observation period. 

 
22.  Data collection following the second adjustment period. 
 

a.  The collection of performance data following the adjustment(s) either: 
Will occur on:   
Has occurred on: 5/1/12 – 8/31/12 

 
b.  If the data collection has occurred, what is post-adjustment(s) performance level? 
 

Time Patients Scheduled for Clinic Visit 
Period N Not Attending Visit 

Baseline:       
9/1/10 – 8/31/11  

 
235 

 
 91 (39%) 

Post-intervention  
9/1/11 – 12/31/11 

 
79 

 
17 (22%) 

Post-adjustment #1 
1/1/12 – 4/30/12 

 
121 

 
41 (33%) 

Post-adjustment #2 
5/1/12 – 8/31/12 

 

 
93 

 
36 (39%) 

 
 
23.  Following the fourth (post-adjustment #2) collection of data:  
 

a.  When did/will the review of post-adjustment data occur?   
 September 2012 
 

b.  How did/will the following processes occur:   
•  Review the most recent performance data to identify current problems  
•  Analyze the current underlying causes of those problems  
•  Redesign the intervention to address underlying causes  
 

The team (Drs. Arteta and Hershenson, Karla Stoermer-Grossman and Elsa Larsen) met in mid-
September to review the data, identify barriers involved in completing the calls and in meeting 
patient’s needs associated with clinic attendance, consider alternatives that can be implemented, 
and develop a plan that is cost-effective within their resources. We were disappointed that the no-
show rate this summer had returned to baseline.  Apparently this is due to the change in the 
procedure for our reminder calls.  As described above, in the past, in addition to the social worker 
calling our patients, the patients received a phone call from our Division secretary.  Based on a 
Departmental mandate, this was changed to an automated system on 2/8/12.  So, by adding the 
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social worker call, we have only been able to “maintain” our no-show rate in the face of losing 
another reminder call.   

 
c.  If the post-adjustment review has occurred, (1) what problems were identified in the review 

and (2) what adjustments/interventions occurred to addressed those problems?    
 

(1)  Problems.   See above.  Our intervention added a patient reminder call from the social worker, 
but we lost a personalized reminder phone call from the Division clinical secretary, which was 
changed to an automated call.  As a result, we were unable to make progress in the overall “no-
show” rate.    

(2)  Adjustments.  The problem of patient “no-shows” in asthma clinic is a national problem which 
has been difficult for many centers to address.  There are many impediments to clinic 
attendance, including transportation, parents’ difficulty getting off work to attend clinic, and a 
lack of understanding regarding the importance of follow-up examination and education. We 
have now decided to concentrate on further improving the asthma care of patients who do 
indeed come to clinic.  Many of these patients have severe asthma unresponsive to inhaled 
steroids.  To address this, we plan to better standardize our care, developing strict protocols for 
the management of such patients.  For example, we could look for co-morbidities such as 
gastroesophageal reflux, vitamin D deficiency, adrenal insufficiency, tobacco smoke exposure 
(cotinine levels) and allergic bronchopulmonary aspergillosis.  In severe cases, bronchoscopy 
may be needed.   

 
       

24.  How many subsequent PDCA cycles are to occur? 
We will continue to track “no show rate” for the indefinite future.  If we can improve attendance, we will 
However, we now plan to change our focus to other measures.  We continually track hospitalizations, 
emergency room visits, clinic show rates, Asthma Control Test scores and patient satisfaction.  
 

25.  How will the project standardize processes to maintain improvements? 
It will be important to review our results with social work leadership in order to maintain this 
intervention even if there is turnover in the social work position.  

 
26.  Do other parts of UMHS face a similar problem?  If so, how will the project be conducted so 

that improvement processes can be communicated to others for “spread” across applicable 
areas? 
Yes.  We can communicate our information with other chronic disease management programs 
through the Quality Management Program, Asthma Quality Improvement Steering Committee and 
Faculty Group Practice. 

 
 
F.  Physician Involvement 
 

Note: To receive Part IV MOC a physician must both: 
a.  Be actively involved in the QI effort, including at a minimum: 

•  Work with care team members to plan and implement interventions 
•  Interpret performance data to assess the impact of the interventions 
•  Make appropriate course corrections in the improvement project 

b.  Be active in the project for the minimum duration required by the project 
 
27.  Physician’s role.  What are the minimum requirements for physicians to be actively involved 

in this QI effort? 
Physicians will provide medical care, review data (tabulated by Karla Stoermer-Grossman), meet with 
team members to discuss interventions and re-evaluate after the intervention.  Drs. Arteta and 
Hershenson have been involved in leading the Pediatric Asthma Wellness Program since its inception 
and will continue to be involved in the future.   
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28.  If not addressed in #25, in conjunction with each cycle of data collection, what local 

(physician-level or practice/unit-level) feedback report and what overall project level report 
will be provided to physicians? 
 

 
29.  If not addressed in # 25, how are reflections of individual physicians about the project utilized 

to improve the overall project? 
 

 
30.  How will the project ensure meaningful participation by physicians who subsequently request 

credit for Part IV MOC participation?   
As project lead, Dr. Arteta will verify the involvement of others. 
 

 
31.  What is the approximate number of physicians anticipated to participate in this project?  

[Provide number or range – by specialties and/or subspecialties if more than one.] 
Pediatric pulmonary medicine – at least 2 

 
 
G.  Project Organizational Role and Structure 
 
32.  Is this project part of a larger UMHS institutional or departmental initiative?     

X  Yes         No   If No, go to #31. 
 
a.  What UMHS unit/group is overseeing or coordinating the larger initiative? 

Our program is supervised by the Quality Management Program, Asthma Quality Improvement 
Steering Committee and Faculty Group Practice. 

 
b.  What is the larger initiative?  

The Quality Management Program, currently led by Steven J. Bernstein, was originally designed to 
improve the management of patients with chronic diseases in large part through self-management.  
The Asthma Quality Improvement Steering Committee supervises all asthma initiatives in the 
Health System.  The FGP partially funds our program.   The original mission of the Pediatric 
Asthma Wellness Program was to reduce excessive health utilization by a small number of asthma 
patients whose disease was in poor control, in large part due to non-compliance with medications.  

 
c.  How does this project advance it? 

This project will improve attendance in our clinic.  Asthma case management clinics similar to our 
own have been shown to reduce hospitalizations, ED visits and costs related to asthma care.  

 
d.  Is this project coordinated with related quality improvement activities?   

Yes, see above.  
 
e.  Has someone at a higher institutional level authorized/approved this project?  If so, who? 

Not this specific project, but the program has the support of hospital leaders such as Skip 
Campbell, David Spahlinger, Steven Bernstein and Valerie Castle.   

 
33.  What is the organizational structure of the project?  [Include who is involved, their general 

roles, and reporting/oversight relationships.] 
Manuel Arteta is the Program Director.  Marc Hershenson is the Director of Pediatric Pulmonology.  
He is committed to this program and will devote whatever resources he can to assure the completion 
of the project and overall success of the program 

 
34.  Are resources needed beyond those under the control of the project lead(s) ?     
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 Yes        X  No    If No, go to #33. 
 
a.  What types of resources are needed and who has agreed to provide them?   

 
 
35.  To what oversight person or group will project-level reports be submitted for review? 

See above. Our program is supervised by the Quality Management Program, Asthma Quality 
Improvement Steering Committee and Faculty Group Practice. 

 
36.  Have UMHS physicians who will participate in this project had the opportunity to participate 

in a UMHS Part IV project within the past two years?       
X  Yes         No 
 
a.  If “Yes,” why do these physicians need more frequent opportunities for Part IV credit (e.g., 

board gives additional credit for more Part IV activities in a time period; qualify for CMS 
incentive payment)?   

     Drs. Arteta and Hershenson are also participating in project designed to improve weight gain (and, 
indirectly, lung function) in cystic fibrosis.  The American Board of Pediatrics requires additional 
Part IV credit for board certification.  

 


