[bookmark: _GoBack]TIPS FOR WRITING POLICIES


Labeling 
· Policy title should not include the word “policy.”
· Enter effective and revised dates (NCQA requires the date policies are implemented).
· Put policies on clinic letterhead or insert clinic logo
· Label which NCQA Factor is covered in your policy when using it to submit for PCMH recognition
Language 
· Policies should be written to provide information to unfamiliar individuals/staff regarding day-to-day operations.
· Write the policy in third person (using pronouns like he, she, it, and they).
· Use a present tense and positive tone (avoid using statements like: “The practice will ______” because it appears as though the clinic isn’t currently doing what is in the policy, but will at some point in the future.
· Ensure policies are written in clear, concise, and simple language (avoid jargon, overly technical descriptions, and wordy statements).
· Make sure policies do not include unnecessary or redundant information.
· Avoid terms and statements that can easily be confused or interpreted in multiple ways.
· Carefully choose words; “should” and “may” imply choice. Instead, use a word like “must.”
· Do not use information that may quickly become outdated such as employee names (use job titles instead of names for individuals responsible for certain tasks).
· When using acronyms, spell out the words the first time, then indicate the acronym in parenthesis; i.e. Statewide Healthcare Innovation Plan (SHIP).
Review 
· Attach forms that are related to the specific policy (i.e. patient intake form with patient intake policy).
· When a draft of a policy is completed, check all facts and consult with appropriate members of the clinic team to ensure accuracy. 
· Share the final draft of policies with staff and update them when changes are made.
· Create a plan to review policies regularly (i.e. yearly) and update as needed to provide appropriate direction for staff.



http://manuals.ucdavis.edu/resources/GuidetoWritingPolicy.pdf 
http://www.mtu.edu/policy/tips/ 
TIPS FOR WRITING STANDING ORDERS FOR YOUR POLICIES (2:D:4)


· Standing orders and protocols create a process for patient care to be shared among non-clinician members of the care team like medical assistants and nurses. Standing orders should be based on national clinical guidelines. However, practices may customize their standing orders based on their own patient population or clinic environment.
· Standing orders can empower nurses/medical assistants to identify patients due for preventive exams (some can be completed prior to their appointment) or RN’s to treat uncomplicated conditions such as urinary tract infections or titrate chronic disease medications with very clear, evidence-based guidelines.
· Standing orders allow each member of the care team to function at the top of their licensure.
· Policies on standing orders should include purpose (i.e. allowing nursing staff to implement tests or treatments as described in the standing order).
· Qualified clinical staff members should be properly trained and supervised initially to use standing orders in order to assure they are doing it properly.
· Other staff members can be trained about the standing orders so they can support the new roles (i.e. making new kinds of appointments).
· In order to take effect, standing orders must be approved by the clinical leadership.
· Create a plan to review standing orders at least annually.














Common NCQA Questions from our Region


· Standard 6- defining vulnerable vs. high-risk patients: Vulnerable= characteristics that could lead to different access or quality of care (looking for disparities in care/service. Vulnerable patients need not have current clinical conditions) Examples: 6:C:3 and 4:A:4 High Risk= patients with clinical conditions and other factors that could lead to poor outcomes for those conditions Examples: 4:A:1 and 4:A:3
· Patient Satisfaction Survey (6:C:1) must include questions for feedback on at least three out of four of these categories: Access, Communication, Coordination, and Whole person care/self-management support.
· Clarification on “huddles” and “team meetings” 
· 2:D:3 (addresses care of specific patients) and 2:D:8 (the purpose of these meetings is to include all staff members and discuss practice and staff functions i.e. what is working well and what may need improvement, roles and responsibilities, performance measurement data, and related quality improvement efforts, etc.) 
· For 2:D:3 does the daily huddle need to be documented in the patient's chart? (HMA said no, but the clinic needs to have a documented process of their huddle and examples of the minutes). Does communication from nurse to provider with follow-up count as a care team meeting? Yes, and it is then documented in the patient's chart if it is done electronically. 
· HMA suggested making sure to cover what the clinic does in the morning for huddles and then their process for provider and nurse communication and follow-up through the EMR in the policy for this Factor.
· 2:D:8 (Staff Meeting) frequency can vary (monthly, bimonthly, quarterly, etc.) but must be part of the clinic’s routine operations. 


