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Compass PTN: Supporting Exemplar Practices


Overview
The Compass Practice Transformation Network invites practices to apply for funds, not to exceed $20,000 per practice, to support building exemplar practices. These funds should be used to improve upon a utilization measure such as reduction in Emergency Department (ED) utilization (see Roadmap for Reducing ED Utilization) or expand/develop an existing quality improvement (QI) project within your practice. 
Timeline
Application Period: November 15, 2018 – December 14, 2018
Grant Awardee Notification: Week of January 7, 2019
Initial Planning Period: January 2019
Project Execution: February 15, 2019 – May 15, 2019
Present project at our state TCPi Learning Community
Presentation of Results: June 2019, Compass PTN Innovation Symposium
Eligibility and Funding
One application per practice will be considered. Funds may be used to support staff time to achieving project outcomes.  Compass PTN will be covering transportation costs for the Innovation Symposium.  Practices do not need to budget for this travel in their application.  For additional information on appropriate utilization of funding, please see the included document entitled ‘Allowed and Unallowed Costs.’ 
Supplemental Documentation
A letter of support from leadership within your clinic will be required from each participating practice. See the included document entitled ‘Leadership Support Letter’ for a template. 


Application Process
Applications, including supplemental documentation, should be submitted to your Compass PTN Quality Improvement Advisor and to the Iowa Healthcare Collaborative. 
Iowa Healthcare Collaborative 
Compass PTN: Supporting Exemplar Practices
100 East Grand Ave., Suite 360
Des Moines, IA 50309
Email: cottinghame@ihconline.org
Facility Information
Compass PTN Facility Name: _________________________________________________________________
Facility Type: ☐ Primary Care Practice    ☐ Specialty Care Practice 
Mailing Address: _____________________________________________________________________________
City: _____________________________________    State: ___________________    Zip: __________________
Email: _____________________________________________    Telephone: ____________________________
Point of Contact (POC) Name: _______________________________________________________________
POC Title: ___________________________________________________________________________________
POC Email: ________________________________________    POC Telephone: _______________________

Leadership Support Name: ___________________________________________________________________
Title: ________________________________________________________________________________________
Email: _________________________________________________    Telephone: ________________________

Team Member Name: _______________________________________________________________________
Title: ________________________________________________________________________________________
Email: _________________________________________________    Telephone: ________________________

Team Member Name: _______________________________________________________________________
Title: ________________________________________________________________________________________
Email: _________________________________________________    Telephone: ________________________

Team Member Name: _______________________________________________________________________
Title: ________________________________________________________________________________________
Email: _________________________________________________    Telephone: ________________________


Focus of Improvement: ☐ ED Utilization    ☐ Expand/Develop QI Project	
Objectives
· Describe the impact your work will have on patients within your clinic: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Develop a work plan and timeline for the completion of your project. 

· How will you ensure the sustainability of this project and your continued work on these efforts if awarded the grant? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· What data will you collect to measure the effects of your efforts on this project? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Do you currently have baseline data for your project? ☐ Yes    ☐ No 
· How do you plan to obtain your data for this project? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Budget
Please provide budget justification and expense details.  Compass PTN practice awardees will receive 25 percent of funds upon notification of acceptance, an additional 25% will be paid to the practice upon completion of specified deliverables*, and the remaining 50% will be paid at the completion of the project and after presentation at the Compass PTN Innovator’s Conference.   These funds should be used to reduce ED utilization as explained in the included Roadmap, or to expand upon/develop a QI project within your practice. Please see the included “Allowed and Unallowed Costs” document to determine expenditures. Extensive documentation of all expenses incurred will be required (receipts, staff timesheets, etc.).   Any questions regarding documentation of expenditures should be directed to Linda Firkins, firkinsl@ihconline.org
	Item
	Use of Item
	Item Quantity
	Unit Cost of Item
	Total Cost

	Ex: Staff 
	Training hours
	4
	$26.00/hour
	$104.00

	Ex: Magnets with portal login info.
	Patient resource
	500
	$0.35/magnet
	$175

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total Grant Request:
	


*Deliverables: If awarded funds, your practice commits to monthly submission of data to the Compass PTN Portal, monthly collaborative calls with all Compass PTN grant awardees and PTN staff, sufficient documentation/tracking of all expenses, presentation of your project at our state’s Learning Community, and attendance at the Compass PTN Innovation Symposium. (Compass will offer additional funding to cover travel costs for 2 practice representatives to attend the Symposium.  There is no need to put this travel expense in your budget). 
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‘A Partnership for Quality, Patient Safety & Value Practice Transformation Network

The Compass Practice Transformation Network is supported by Funding Opportunity Number CMS-1L1-15-003 from the U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services.
The contents of this publication are solely the responsibility of the authors and do not necessarily represent the views of the U.S. Department of Health and Human Services or any of its agencies.




