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Transforming primary care at a
large, academic, safety-net institu-

tion can be a challenging task due to
the competing needs of patients,
residents, and the clinic itself. This
article describes the general ap-
proach to practice transformation and
the specific steps taken to improve
the primary care practice at the J.
Willis Hurst Internal Medicine Resi-
dency Program at Emory University.
The practice consists of 150 resi-
dents, all of whom have their conti-
nuity clinics at Grady Memorial
Hospital, Atlanta’s public, safety-net
primary hospital. Grady’s Primary
Care Center provides approximately
55,000 outpatient visits per year to a
diverse patient population.

We focused our practice transfor-
mation efforts on “building blocks”
(blocks A, B, and C: resident clinic
scheduling, resident engagement, and
enhanced work-life balance, respec-
tively) derived from site visits to other
transformative academic primary care
centers.1 Each block was incorporated
within our practice around ongoing
plan-do-study-act (PDSA) cycles and
required engagement and feedback
from residents, faculty, and staff for
continual improvements, as well as
ongoing discussion and communica-
tion with a supportive administrative
and IT team.

Our practice recently promoted
better resident clinic scheduling
(Block A) and enhanced work life bal-
ance (Block C) by moving from a half-
day to a full-day clinic model.2 This
new structure allowed for residents
to focus exclusively on outpatient

pected to see in a half day clinic ses-
sion, multiplied by the average num-
ber of weeks before that patient
would be expected to return. By the
end of the academic year, interns
should have a panel of 60-80 pa-
tients, PGY-2s 80-100 patients, and
PGY-3s 100-110 patients. Our IT
team created panel reports for each
resident PCP to identify over- and
under-empaneled residents. In the
future, we hope to (1) work with an
“empanelment coordinator” to moni-
tor the panel sizes of our residents
and reassign patients as needed, (2)
engage senior residents to review
their panels prior to graduation and
identify high-risk patients suitable for
warm handoffs to rising PGY-2s and
PGY-3s, and (3) implement auto-
mated panel transfers through the
EHR so that graduating PGY-3’s pan-
els are automatically reassigned to
incoming interns.

Achieving continuity within our
practice has become more difficult,
as we recently moved to an open-ac-
cess scheduling model. Our tem-
plates now open 60 days in advance,
essentially requiring every patient to
call back to schedule their next 3-
month appointment. We have built in
2-4 “reserved” slots on each resi-
dents’ template, to allow for schedul-
ing of high-risk patients when the
resident is concerned they will not
call back for an appointment. Our
open-access model has created op-
portunities for patients lost to follow-
up (e.g., with a graduated PCP) to
re-access the system, though some-

needs during their full-day clinic ses-
sion, without the pressure of having
to return to the inpatient environ-
ment once clinic was complete. We
also created administrative days on
time-intensive rotations (such as
MICU) during which residents have
protected time for inbasket manage-
ment. These changes allowed for
scheduled time where resident ef-
forts are fully focused on ambulatory
care delivery, thereby preventing
clinic duties from spilling into other
rotations and/or personal time, and
vice versa.

To enhance resident engagement
(Block B), we implemented curricula
addressing systems-based practice
and population health. Topics in-
cluded hands-on demonstrations on
laptops of real-time inbasket manage-
ment and enhanced EHR efficiency
in the outpatient setting, as well as
round table discussions on various
primary care policies within our prac-
tice (e.g., chronic pain management,
problem-based charting, and depres-
sion screening / management). We
identified clinic-based QI projects
(such as improvement of the health
maintenance tab in the EHR, and up-
dating of smartset orders), recruited
interested residents, and created
task forces by which residents could
provide suggestions for improve-
ment, and directly participate in tests
of change and follow-up.

To begin the work of improving
empanelment, we first defined goal
panel sizes for each PGY level. We
chose panel sizes based on the num-
ber of patients each resident was ex-
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times at the expense of empaneled
patients who are then unable to see
their PCP. To that end, we have en-
gaged our IT team around imple-
menting automated panel transfers
through the EHR, and hope to ana-
lyze whether the automatic conver-
sion of graduated PGY-3’s names to
incoming intern names will improve
continuity scheduling with an active
and current PCP.

Because our ambulatory schedul-
ing does not follow the x+y model,
there are times when a resident may
be out of clinic for 4-8 weeks.2 We
therefore created teams within our
clinic, to provide team-based continu-
ity when the resident PCP is not in
clinic. Each team, or “trio,” consists
of a PGY-1, PGY-2, and PGY-3, with
an assigned trio attending. When a
patient’s PCP is not available, every
effort is made to schedule the pa-
tient with another member of the
PCP’s team. The teams have been
built into the software used to sched-
ule patients, under the support of our
IT department and administrative
team. We have also reinforced the
team concept by creating door signs
that display the names and faces of
all physicians within a trio team, al-
lowing patients to see their team
when being roomed. Each team is
also assigned a nurse and CMA in
order to allow staff members and
residents to get to know each other
over time.

delivering safe and quality medical
care in a patient-centered fashion.
We also hope that with the imple-
mentation of the above initiatives,
we will see an improvement in resi-
dent self-assessment results as it
relates to our practice. We plan to
reassess again in the 2019 acade-
mic year.

Our program will always remem-
ber Dr. Alanna Stone for her tireless
contributions to transforming primary
care delivery at Emory. We would
also like to acknowledge Dr. Reena
Gupta and Margae Knox for their ef-
forts visiting our practice as a Trans-
forming Teaching Practices project
site visit. We are appreciative to the
Grady Memorial Hospital administra-
tive and IT team in providing systems
change and innovations through the
EHR at our site.

References
1. Gupta R, Dubé K, Bodenheimer T.

The road to excellence for primary
care resident teaching clinics.
Acad Med. 2016 Apr;91(4):
458-61. doi: 10.1097/ACM.
0000000000001100.

2. Ray A, Jones D, Palamara K, et
al. Improving ambulatory training
in internal medicine: X+Y (or Why
Not?).J Gen Intern Med. 2016
Dec; 31(12):1519-1522. PMID:
27439977.2.

SGIM

As we continue to optimize our
staffing ratios, we hope to further im-
plement team-based care using (1)
huddle time for review of the team’s
daily patient panels, (2) pre-visit plan-
ning in preparation for the clinic day,
(3) processes for outreach to no-
show patients, (4) methods for clos-
ing care gaps through referral
tracking of high risk patients, and (5)
population health panel reporting to
identify and reach out to patients
within a PCP’s panel. Future initia-
tives requiring a redesign of our am-
bulatory care space may be aimed at
co-location of team members to fur-
ther improve team communication
and rapport-building, as well as incor-
porating the team nurse and CMA
onto the team door signs.

Transforming primary care is a
challenge for any practice. Trans-
forming primary care in a hospital-
based, safety-net, resident practice
adds numerous additional hurdles
that require creative solutions. By
working to improve the resident ex-
perience in clinic, collaborating with
other members of our larger clinic
team, and creating additional struc-
tures within each clinic to support
residents and patients, we are tak-
ing important steps towards achiev-
ing our goal of innovative primary
care transformation—one that pro-
motes patient-doctor relationships
through continuity of care, and that
develops team-based solutions for
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