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Abstract 

Background: Within the primary care setting, there is a deficiency of comprehensive, 

personalized treatment care plans that identify modifiable risk factors and endorse preventive 

care. The Medicare annual wellness visit presents an opportunity for patients aged 65 years and 

older to identify, plan, and optimally manage chronic health conditions and increase preventative 

care.  The health risk assessment, which is part of the annual wellness visit, is intended to 

identify health behaviors and risk factors that can be discussed with the patient and utilized to 

collaboratively create a personalized prevention plan that aims to reduce risk factors and related 

diseases. 

Local Problem: In a small, single practitioner primary care office, there was a low performance 

of completion of annual wellness visits with the Medicare population and lack of a consistent 

method to assess health risks within this population. This practice serves a Medicare population 

of greater than 300 patients yet only billed a total of 39 annual wellness visits in 2017 and 15 in 

2018. The purpose of this quality improvement Doctor of Nursing Practice project was to 

increase the number of Medicare annual wellness visits, which included the use of a Health risk 

assessment in a primary care practice, for Medicare patients aged 65 years and older with chronic 

health conditions. 

Interventions: The project was implemented over a 14 week period. Mail and telephonic 

outreach were conducted to all eligible Medicare patients. For beneficiaries with preexisting 

appointments, annual wellness visits were added to the appointments. Health risk assessments 

were mailed to the patient after the appointment was scheduled with instructions to complete 

prior and bring to the scheduled appointment. Health risk assessments were collected when the 

patient checked in for the scheduled appointment.  

Results: The percentage of annual wellness visits completed or not completed (among eligible 

patients) during the pre- intervention and post- intervention was determined by dividing the total 

number of eligible patients who completed their annual wellness visits by the total number of 

eligible patients. At the conclusion of the project, there was a 23.7%, or five- fold- increase in 

the annual wellness visits completed, which is statistically significant. Post- intervention chart 

audits revealed health risk assessments in 100% of the charts when an annual wellness visit was 

completed. 

Conclusions: Annual wellness visits can be integrated successfully in a busy outpatient primary 

care practice within the time allocated for office visits. Completion of annual wellness visits 

increased significantly over the project two month implementation timeframe. A tracking tool 

revealed a higher capture rate when annual wellness visits were scheduled with pre- arranged 

office visits. Patient and provider participation in the process increased referrals for preventative 

screenings and vaccinations. The annual wellness visit also has the opportunity to increase 

practice revenue gained from Medicare reimbursement and increased relative value units.  

 Keywords: Medicare annual wellness visit, health risk assessment 
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Implementing an AWV with a HRA in Primary Care 

     Over the past several decades in the United States, there has been a dramatic change in the 

health status of the older adult.  It is estimated that the number of people aged 65 or older will 

increase dramatically by 2050 (He, Goodkind, & Kowal, 2016). As the number of older adults 

continue to climb, life expectancies have also increased (Ortman, Velkoff, & Hogan, 2014).  Due 

to the multitude of variables associated with increased life expectancy, health and wellness in 

late adult life necessitates variation and innovation in services to tackle the needs and distinctive 

challenges of this population.   

     The last century has shifted from infectious diseases and acute illnesses to chronic and 

degenerative diseases as now being the leading causes of death for this population (Centers for 

Disease Control and Prevention (CDC), 2013; Goetzel et al., 2011). Within the primary care 

setting there is a deficiency of comprehensive, personalized treatment care plans that identify 

modifiable risk factors and endorse preventive care (Goetzel et al., 2011).  These deficiencies 

have led to gaps in identifying, coordinating and tracking health maintenance services and 

preventative care (Goetzel et al., 2011). As a result, patients and primary care providers are 

required to collaboratively plan and facilitate the appropriate evidence- based interventions for 

preventative and maintenance services needed to address these issues (Camacho, Yao, & 

Anderson, 2017). The successful management of chronic conditions including identification of 

risks, prevention of exacerbations and further disease progression through appropriate screenings 

and interventions, can potentially impact quality of life for older adults (Birtwhistle, Bell, 

Thombs, Grad, & Dickinson, 2017; Goetzel et al., 2011).   

Background and Significance 
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     In 2010, the Patient Protection and Affordable Care Act, mandated that Medicare cover an 

annual wellness visit that included a health risk assessment (HRA) and a personalized wellness 

or prevention plan without cost (Centers for Medicare and Medicaid Services (CMS), 2017; 

Hain, 2014; Goetzel et al., 2011).  The purpose of the HRA is to identify health behaviors and 

risk factors that can be discussed with the patient and utilized to collaboratively create a 

personalized prevention plan that aims to reduce risk factors and related diseases (Hughes, 

2012). The Medicare annual wellness visit (AWV) presents an opportunity for patients aged 65 

years and older to identify, plan and optimally manage chronic health conditions and increase 

preventative care (Camacho et al., 2017; CMS, 2017; Hain, 2014).  A health risk assessment, can 

be used, by healthcare providers, as a tool to collect and analyze healthcare data to assess an 

individual’s health status or risk (CMS, 2017; Stuck et al., 2015; Goetzel et al., 2011). In a small, 

single practitioner primary care office, there is a low performance of completion of annual 

wellness visits with the Medicare population and no use of a consistent method, tool, or 

workflow to assess risks within this population. The provider has billed a total of only 39 AWVs 

in 2017 and 15 in 2018. This practice has a Medicare population of greater than 300 patients (for 

both years).     

     Implementing the use of the HRA, as a component of the AWV has been shown to not only 

optimize these visits but also increase compliance with recommended screenings, vaccinations, 

diagnostics and detection of previously undiagnosed conditions (Goetzel et al., 2011).  The 

purpose of this quality improvement Doctor of Nursing Practice (DNP) project was to implement 

the Center of Medicaid and Medicare (CMS) AWV program, which included use of an HRA, for 

Medicare patients aged 65 years and older in a primary care setting.  The primary short-term 

goals of the project were to 1) increase the number of AWVs scheduled and 2) increase the 
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number of HRAs completed, with the anticipation of increased health promotion, disease 

detection, risk identification, and prevention and management of chronic conditions for Medicare 

beneficiaries. The long-term goals of the program were 1) improved compliance with 

recommended screenings, tests and services within this population, 2) sustained growth in 

increased AWV and HRA rates and 3) improved overall practice quality performance through 

post-AWV longitudinal plans of care, which improve communication and coordination amongst 

healthcare providers and follow Medicare patients across the continuum of care (Dykes et al., 

2014).   

Theoretical Framework 

     To successfully implement evidence-based research for quality improvement (QI), it was also 

crucial to identify an appropriate theoretical framework to help guide the project. Six Sigma was 

selected as a framework, as it has been shown to support QI processes by building a roadmap for 

problem solving through identification, removing errors, and minimizing process variability 

(Agency for Healthcare Research and Quality (AHRQ), 2017).  This DNP project utilized the Six 

Sigma framework to implement process improvement. 

     The Six Sigma model provided the framework for the implementation of the HRA and AWV 

as it provided the essential methods and tactics needed to execute the project.  Its applicability 

and systematic approach to problem solving and process improvement made it an ideal model for 

this DNP QI project.  Originally introduced in 1998, by Mikel Harry and Bill Smith, engineers at 

Motorola, the Six Sigma methodology originated in the manufacturing industry as an approach to 

enhance product quality (Chung, 2015).  The model later evolved into a process improvement 

framework that utilized quality and statistical tools in a structured and systematic approach for 

quality improvement to enhance quality, increase delivery speeds and decrease costs (Narula & 
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Grover, 2015). Although healthcare differs in many aspects from manufacturing, key similarities 

among the two industries included the need for multiple, complex processes to aid in the 

accomplishment of tasks and added value to customers or patients (Alkinaidri & Alsulami, 

2018). The rationale in selecting this model was related to its five- step problem solving 

methodology: Define, Measure, Analyze, Improve, and Control (DMAIC).  

     The initial phase started with defining the project goals (Schweikhart & Dembe, 2009).  This 

included stating a business case, problem and goal statement, and the scope of the project. 

Information on the process and customer was also gathered during this phase, in addition to 

clarification of the project deliverables (Desai & Shrivastava, 2008).  The problem was defined 

as low performance of Medicare designated HRAs and AWVs by a provider in a primary care 

setting.  This has resulted in a decrease in the development of comprehensive, personalized, 

preventative plans of care for the Medicare patients in this practice.  The goals focused on 

increasing these visits in anticipation of increased utilization of preventative services to assist in 

more efficient management of chronic diseases or conditions. 

     The next phase involved assessment and comparison of present and predicted states using the 

data collected (Alkinaidri & Alsulami, 2018). It allowed the applicability of the proposed project 

to be measured. The practice’s current state was measured by obtaining information such as the 

number of AWVs with a documented HRA billed (within the same time frame last year) prior to 

implementation (CMS, 2017; Goetzel et al., 2011), number of AWVs scheduled within the 

measurement period and the number of AWVs still needing to be scheduled (as compared to the 

practice’s Medicare attribution list and the provider’s list of scheduled patients) was collected. 

An assessment of the provider and office staff’s current workflows, knowledge of the necessary 
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components of an AWV, HRA, coding, billing and Medicare performance metrics was also 

conducted.   

     The third phase further analyzed the data to identify what was wrong in the current processes. 

An assessment was conducted to determine gaps in the current scheduling, office visit workflow, 

coding procedures, billing and documentation workflows. This assessment was then used to 

identify any opportunities to maximize office visit times and utilization of current staff members 

to assist with other essential elements of the AWVs. The fourth phase focused on identifying the 

appropriate interventions needed to improve the process.  Through collaborative brainstorming, 

ideas, solutions and variations in the current process were identified (Alkinaidri & Alsulami, 

2018). During this phase, implementation of mailing the HRA (Stuck et al., 2015; Goetzel et al., 

2011) at least one week prior to the scheduled appointment was initiated, with instructions to 

complete the form and bring it back into the office to discuss during the AWV. Annual wellness 

visits not scheduled, as obtained from a comparison of the attribution list and the provider’s 

appointment book, were contacted telephonically and scheduled. An attribution list is a report 

that lists all patients that are assigned to a provider for a specific payor. The HRA, was then 

mailed to those patients as well, to be completed and returned during the scheduled appointment. 

The HRA was attached to each chart indicating that it was completed, which is needed to allow 

for billing of an AWV, along with the appropriate billing codes, last dates of service noted for 

preventative screenings, and a list of referrals if made during the visit. The last step focused on 

controlling or sustaining improvements over time (Schweikhart & Dembe, 2009).  Throughout 

the project periodic assessments of compliance and collaborative recommendations for 

adjustments were made to control and sustain gains achieved. 

Literature Review and Synthesis 
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     This literature was evaluated for evidence surrounding the need for adherence to Medicare 

designated AWVs concentrating on the identification and early management of potentially 

preventable conditions with the use of a HRA. The primary care setting was determined to be an 

ideal setting designed to identify chronic disease, risk factors and preventative needs. The 

effectiveness of the HRA was evident when used in primary care in identifying chronic diseases, 

modifiable risk factors, safety risks, and health needs of older adults. The review concludes with 

current evidence regarding the efficacy in increasing and leveraging the use of the Medicare 

AWV as a method to providing both a health visit and use of an HRA. 

     Si et al. (2014) conducted a systematic review and meta- analysis of 20 studies. The purpose 

of the review was to assess the effects of periodic health check on the surrogate outcomes of total 

cholesterol levels, blood pressure, body mass index (BMI), and smoking status, in addition to 

total mortality and cardiovascular disease mortality. A health check, as referred to in Europe, is a 

primary care health visit that is similar to the annual wellness visit used in the United States. The 

visit was defined as a comprehensive assessment to identify risk factors and manage chronic 

disease. The sample consisted five randomized controlled trials (RCT) and one cluster RCT. 

Outcomes were analyzed using various methods including inverse variance, generic inverse 

variance and random effects. Characteristics of the studies included health checks that were 

performed by either practice staff or trained personnel versus usual care where no health 

screening was conducted in both general populations and high- risk patients. The researchers 

concluded that periodic health assessments or preventative health visits used to detect and 

manage risk factors and chronic disease conducted within a general practice were associated with 

statistically significant improvements in the surrogate outcomes and reduced the odds of patients 

remaining at high risk (high levels of total cholesterol, diastolic BP and BMI) when compared to 
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usual care. There was no difference found in mortality or smoking status between the compared 

groups. Overall, the researchers clearly indicate the value in periodic preventative visits with 

primary care providers in assessing for health risks and preventative needs. 

     Additional research has found HRAs to be effective in assessing for health risks and 

preventative care needs (Stuck et al., 2015). Stuck et al. (2015) conducted a pragmatic 

randomized trial, which included 2,284 participants aged 65 years and older who were registered 

to primary care practices in a mixed rural and urban area in Switzerland.  The purpose of the 

RCT was to assess the effectiveness of using a HRA with long- term system of reinforcements 

on health behaviors, preventative care use and long- term outcomes in older adults. An initial 

HRA questionnaire was mailed to participants and results from the report were discussed at 

subsequent visits and used to implement preventative care visits. The control group did not 

receive the intervention. The study followed the participants over an eight- year period. Primary 

outcomes were self- reported adherence to the recommended health behaviors (physical activity, 

healthy food intake, fat intake, seat belt use, tobacco consumption and alcohol use) and 

preventative care services (blood pressure, cholesterol, glucose, influenza, pneumococcal and 

fecal occult blood). They concluded that use of the HRA increased effectiveness in early 

detection, risk modification and use of preventative care services in older adults. In the two- 

sided test statistics, a p- value score of less than 0.05 was used to indicate statistical significance. 

Study strengths include randomization of the intervention and control groups. The results are not 

generalizable due to the study’s sample size and target population however can be applied to 

similar settings and populations. Limitations include use of only one site and that the actual 

intervention phase of the study took place over ten years ago.  However, since most of the risk 
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factors and essential recommendations have remained unchanged since 2004, the study findings 

are still relevant today.  

     Further research has delineated the Medicare annual wellness visit affords a key opportunity 

to leverage the use of the HRA to identify modifiable risk factors, offer preventative care, health 

promotion and disease management services (Camacho et al., 2017; CMS, 2017; Goetzel et al., 

2011). Goetzel et al. (2011) developed a framework from insight gained after conducting a 

systematic literature review and soliciting expert input via interviews with health care providers, 

physicians, researchers, members of medical associations, wellness program developers and 

CDC subject matter experts. The purpose of the study was to create a framework that directed 

the design and delivery of HRAs used during this visit.  Outcomes measured included 

administration of a HRA with feedback only compared to a HRA with feedback as an 

introduction to more rigorous health promotion and risk reduction interventions. It was 

concluded using the self- administered HRA delivered via mail, phone or internet based as an 

initial step in the AWV, combined with feedback as an entryway to progressive health promotion 

and risk reduction, to be most effective in behavior change when compared to the use of the 

HRA alone (Goetzel et al., 2011; Shekelle et al., 2003).  In addition, nine additional 

recommendations addressed delivery modes, provider capacity, data management, and program 

evaluation based on the conclusions made.  Overall, the AWV was found to present the most 

effective opportunity in providing the feedback and necessary interventions identified from the 

HRA. 

     In summary, the literature provides evidence that periodic annual wellness visits, which 

focused primarily on preventative needs, used a method to detect health risks and modifiable risk 

factors, were effective in improving the outcomes for adults aged 65 years and older in the 
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primary care setting (Camacho et al., 2017; Stuck et al., 2015; Si et al., 2014; Goetzel et al., 

2011).  The HRA was identified as an ideal tool to assist in providing this assessment however 

varied in recommendations on the most effective way to administer it (Stuck et al., 2015; Goetzel 

et al., 2011). Primary care providers and staff were identified as options for administering the 

assessment (Stuck et al., 2015; Si et al., 2014; Goetzel et al., 2011), however other staff were 

also important as options (Stuck et al., 2015; Goetzel et al., 2011).  However, there was no 

indication made as to which level of provider was the most effective in completing the 

assessment. Overall, the evidence supports the implementation of the AWV with the inclusion of 

a HRA.    

     The AWV with a completed HRA provides an opportunity to more efficiently manage 

chronic care conditions and promote wellness thorough early screening and personalized 

prevention plans (CMS, 2017; Camacho et al., 2017; Goetzel et al., 2011). This project utilized 

evidence based guidelines, recommendations, and processes to emphasize the completion of 

preventative health strategies for efficient prevention and management of chronic disease in 

patients aged 65 years and older. 

DNP Project Implementation  

     This DNP quality improvement (QI) project focused on the goal of increasing Medicare 

annual wellness visits with a documented health risk assessment, was implemented with 

Medicare beneficiaries in a primary care practice. Inclusion criteria for the patient population 

included all patients age 65 years or older who had Medicare as the primary medical insurance 

coverage, did not have an AWV billed in the twelve months prior to the project implementation 

and had the ability to understand and speak English. All patients who had an AWV within the 

past 12 months, had not been seen in the office within the last three years (due to risk of patient 
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being deceased), an appointment of any type scheduled for the month of December, an inability 

to speak or understand English and a primary health insurance other than Medicare were 

excluded.  

     The practice had a total of 579 Medicare patients on the attribution roster. Of the 579 patients 

assigned, a total of 245 patients had not been seen in the office for any type of appointment in 

three years or greater and were therefore immediately excluded. This resulted in 334 patients 

who were eligible for an AWV for the year of 2018. Further exclusions included 40 patients who 

had appointments already scheduled in December. HRAs were mailed to 294 eligible Medicare 

patients. Out of the 294 patients targeted, 220 already had routine appointment scheduled, 13 

new appointments were added to the intervention months (October and November), and 61 

patients did not respond. The resulting sample included the 233 Medicare patients scheduled 

during the implementation months of October 2018- November 2018.   

Procedures and Timeline 

     The quality improvement project was implemented over a 14- week period.  During the first 

two weeks, the office staff, which included the office manager, two medical assistants (MAs), 

and one Nurse Practitioner (NP) student, attended a 60 minute “lunch and learn” educational and 

training session, led by the project leader, which was held during the lunch hour. Additional 

training sessions were held later during week two with two additional NP students. During these 

sessions, the DNP project leader trained and educated the office staff on the components of an 

AWV (Appendix B), the patient information letter (Appendix C), the components of the HRA to 

be disseminated to patients (Appendix D), the AWV Tracking Audit Tool (Appendix E), and 

timelines for the project. The HRA used was formatted by the QI project manager as per the 

requirements denoted by Medicare. Copies of the educational materials were provided to refer to 
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throughout the remainder of the project. Two of the MA’s volunteered to function as project 

champions. Throughout the first week, the champions assisted with ensuring that all needed 

information and data was obtained or collected. 

    During week two, the provider’s Medicare attribution roster, denoting the current beneficiaries 

assigned to the practicing provider, and a list of patients with billed Current Procedural 

Technology (CPT) codes of G0438 and G0439 for period January 2015 to August 2018, were 

obtained from the office manager.  (Medicare routinely provides all providers with this roster 

monthly). The list displayed patients who had a claim processed for CPT codes- G0438 or 

G0439. In addition, all patients with no office visit, of any type, within the last 2 years and those 

with a billed AWV during October 2017 to December 2017 or anytime in 2018 were removed 

from the list. The patients who did not have a future appointment scheduled were highlighted.  

These patients were targeted to contact. The AWV patient information letter and the HRA were 

prepared, addressed, and mailed to 100 of the targeted Medicare patients. The letter explained 

the AWV and encouraged the patients to call the office to set up the visit (Appendix C). 

Telephonic outreach was then conducted to an additional 60 patients targeted for outreach. The 

project champion mailed the HRA, to each patient after the appointment was scheduled (at least 

one week prior to the appointment date). When the patient scheduled the appointment, the office 

staff informed the patient of the HRA and gave instructions to complete the form and return 

during the scheduled appointment. Patients with scheduled appointments in the months of 

October (2018) and November (2018) were also identified. For these patients, the project 

champion added an AWV visit type to the existing appointment. HRAs were mailed to these 

patients each week prior to the scheduled appointment. 



IMPLEMENTING AN AWV WITH A HRA IN PRIMARY CARE   14 

 
 

          During week three, more telephonic calls were conducted and additional AWVs were 

scheduled. Daily meetings were held with the office staff and NP students to discuss workflow 

concerns and implementation barriers. Concerns expressed included uncertainty regarding 

appropriate documentation of the visit, coding requirements and what the general workflow 

show entail. Due to the concerns expressed and barriers highlighted, an AWV visit and 

documentation workflow (Appendix F) was created and utilized by the clinical staff (MAs, NP 

students and provider). The workflow was displayed in the break room and at the front desk. 

     During weeks four through twelve, AWVs were conducted for all scheduled Medicare 

patients. The MAs obtained the completed HRA when the patient checked in for the 

appointment. The MA highlighted abnormal findings which were addressed, by the provider or 

NP student, during the visit. At the conclusion of the visit, the completed HRA was placed into 

the patient’s medical chart. If the patient arrived without the HRA completed, he/she was 

required to complete it prior to being seen by the provider. At the end of each week, the project 

leader updated the AWV Tracking tool. 

Data Collection  

          The AWV tracking audit tool was used by the project leader to track the completion of the 

AWVs and completed HRA.  The tool was separated into nine columns (Appendix E).  The 

columns were: age, gender, race, month of scheduled AWV, HRA mailed, AWV completed, 

HRA completed prior to AWV, HRA in chart, and prior appointment (of any kind) scheduled. 

Aside from age, which was a continuous variable, all variables were categorical with two or 

more values. The audit tool remained at the front desk on a clip board located near the charts 

pulled for the patients scheduled to come in.  The project leader documented the information on 

the spreadsheet each week. A weekly comparison of the AWV tracking audit tool to the 
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appointment scheduler was conducted by the site champion to ensure that all patients were 

documented correctly.  

Data Analysis 

     Descriptive statistics were used to calculate the mean age, race, history and AWV status of 

the sample. Standard deviation and ranges were also calculated for the ages of the 233 patients 

included in the implementation period. Percentage of AWV completed per eligible person per 

month was computed and averaged in two groups: pre-intervention and post-intervention. The 

proportion completed AWV post-intervention was compared to the proportion completed AWV 

pre-intervention by z-test of sample proportions with a significance level of 0.05. 

Measures to Protect Human 

     This DNP project leader was submitted and determined as non- human subjects research by 

Mid Atlantic University’s Institutional Review Board (IRB) for a Non- Human Subjects 

Research (NHSR) determination.  Approval to implement the DNP project was also obtained 

from the provider at the study site. All data collected was de-identified, analyzed, and reported in 

the aggregate. It remained in a locked cabinet at the practice site.   

Results 

 A total of 233 Medicare beneficiaries were scheduled for AWVs between October to 

November 2018. And HRAs were mailed prior to the scheduled appointments. The mean age of 

the sample was 72 with a range of 65 to 101. Males numbered 86 (36.9%) with a mean age of 

71.6 years, and females numbered 147 (63.1%) and had a mean age of 72.5 years. Race was 

noted at 76.8% Black, 18% White, and 5.2% other, which consisted of Asian/Indian/Middle 

Eastern and Hispanic. A routine follow-up appointment was already scheduled for 94.8%, and 

7.73% had an AWV within the prior 12 to 24 months of the study (Table 1). The summary 
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statistics describing the sample are presented in Table 1. The percentage of AWVs completed or 

not completed (among eligible patients) during the pre- intervention and post- intervention 

period was determined by dividing the total number of eligible patients who completed their 

AWVs by the total number of eligible patients (Table 2). The number of eligible patients, 334, 

included the sample group of 233 patients, 40 patients scheduled after the implementation period 

and 61 patients that did not respond. After a visit occurred, the number of patients eligible for an 

AWV reduced. The pre- intervention completion rate was 4.5% (n=334) and the post- 

intervention completion rate was 28.2% (n=319). There was a five- fold increase post- 

intervention in the completion of AWVs (Table 2).   

     The number of patients who completed AWVs between January to November 2018 are shown 

in Figure 1. The number of patients eligible for AWVs decreased each month as AWVs were 

completed. Few AWVs were completed monthly prior to the intervention. However, the number 

of AWVs completed post-intervention jumped by over ten-fold in October 2018 and 

approximately eight-fold over the first three weeks of November 2018 (Figure 1). AWV 

completion was not possible in the final week of November 2018 and was not assessed in 

December 2018 due to the implementation timeline. In addition, chart audits revealed HRAs in 

100% of the charts where AWVs were completed.  

Discussion 

      For this project to be successful, team collaboration was vital. Facilitators were needed to 

ensure that project outcomes were met. Facilitators of this project included two medical 

assistants, three NP students, office manager and the provider. The medical assistants ensured 

that all Medicare patients who entered the office were informed of the AWV, HRA and its 

coverage as 100% under the preventative care benefit.  In addition, they mailed the HRA in 
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advance to all identified patients and collected the completed HRAs when the patient arrived. 

They also documented and tracked whether the patient arrived in the office with the HRA 

completed or if they had to complete it in the office. The NP students and provider performed the 

AWVs using the workflow provided. The office manager was essential in re- communicating 

important elements to the provider such as documentation and billing and coding needs. 

Meetings were conducted weekly to discuss the barriers encountered with either the patient or 

office workflow. 

     There were several unexpected benefits of the QI project intervention. The AWV, through use 

of the HRA, allowed for the identification and mitigation of health risks, in addition to 

promoting preventative screenings. Multiple patient referrals were initiated for screenings. This 

data was captured from chart audits and in documentation on the HRA. Referrals initiated 

included colonoscopies (15), cervical cancer screenings (2), mammograms (10), low dose 

computed tomography (4), depression (8), ophthalmology (10), and audiology (1).  In addition, 

there were multiple patient referrals given for the flu (10), shingles (10) and pneumonia (5) 

vaccination. The fall risk and safety assessment section of the HRA included administration of 

fall risk education and referrals for home health and physical therapy (PT). There were also at 

least two patients who were newly diagnosed with depression and anxiety as a result of findings 

on the HRA. 

     There were also a few unexpected problems associated with the intervention.  Because the 

provider did not regularly complete AWVs with the patients, they did not understand how it 

differed from a routine visit. There was also an issue with completion of the HRA if it was not 

received prior to the appointment. Additionally when patients opted to complete the HRA while 

in the office, prior to being seen, caused the appointment to be slightly extended over the allotted 
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time. Lastly there were some inconsistencies with tracking and data collection after the visit was 

completed. As a result, billing of the visit was sometimes delayed by a few days to one to two 

weeks.  

     In this QI project, AWVs with an HRA were implemented for Medicare beneficiaries aged 65 

years and older. Findings were consistent with the literature in that use of the HRA increased 

scheduling and completion of AWVs. Similarly, the AWV effectively provided the best 

opportunity to offer the feedback and necessary interventions identified from the HRA. Although 

several of the patients were adherent with many of the recommendations, the project identified a 

lack of completion of tests and vaccinations previously referred, despite the regularity of the 

patient office visits and follow up with the provider. This finding is consistent with the estimated 

figures that less than 50% of older adults are current with all recommended preventive health 

services for their age group (Kim, Stretcher & Ruff, 2014).  

     Strengths of the project link to the evidence identifying open gaps in care captured from the 

AWV, via the HRA, to increase provider referral and patient adherence with preventative health 

screenings and vaccinations as recommended by the U.S. Preventative Services Task Force 

(USPSTF). The USPSTF establishes evidence-based practice guidelines for clinical application 

for preventative care (Owens et al., 2016). Another strength included provider and staff 

engagement in the process. The engagement in the weekly meetings assisted with prompt 

identification and resolution of issues. There was also minimal cost in implementing the 

intervention. Costs were limited to postage used to mail the HRAs. In addition, the intervention 

increased revenue within this practice because of claims submitted for the AWVs.  

     The limitations of the project included implementing the practice change in a single primary 

care office with one provider site and having a short implementation period. Another limitation 
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was related to the suboptimal completion of the HRAs from the patients which directly impacted 

the number of AWVs completed. Attempts to have the patient complete the HRA in the office 

prior to the appointment were unsuccessful because oftentimes the patient did not have the 

needed information with them or did not want to spend the extended time needed to complete the 

HRA. Additionally, there were data limitations due to practice not having an Electronic Medical 

Record (EMR) system or electronic billing system. This impacted the type of data and statistics 

that were collected and later compared to the results.  

     AWVs have the potential to be integrated in a busy outpatient primary care practice within the 

time allocated for office visits. Completion of AWVs increased significantly over 2 months (post 

implementation) within a small primary care practice. There was also a higher capture rate when 

AWVs were scheduled with pre-arranged office visits. In addition, patient and provider 

participation in the process increased referrals for preventative screenings and vaccinations. 

Although older adults may visit their PCPs regularly, a majority of Medicare eligible patients are 

not up-to-date with guideline recommendations for screenings and vaccinations. The Medicare 

AWV provides an opportunity to detect modifiable risk and close gaps in care to increase or 

improve adherence with current practice guidelines. Because the same patients visit this primary 

care practice greater than three to four times a year, the AWV could close gaps in care not 

previously addressed during prior office visits. Lastly, the AWV could increase practice revenue 

gained from Medicare reimbursement and increased relative value units (RVUs). Overall, 

preserving the health functioning of aging adults has the potential to impact social and physical 

change by identifying risk, establishing personalized interventions to avert illness, promoting 

enhanced safety and improving quality of life. 
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     Identifying and engaging the practice staff and provider in the early stages of the 

implementation process was an essential step in garnering support and commitment to project 

sustainability. The provider and office manager will further contribute to sustainability by 

mandating a workflow that covers identification and scheduling of Medicare patients for AWVs 

yearly in addition to placing a completed HRA into the patient’s chart.  The office staff, under 

the direction of the project champion, will continue to be responsible for outreach to the 

identified patients and ensuring that they are not only scheduled for the AWV but that an HRA is 

mailed at least one week prior to the appointment and collected on the day of the scheduled 

appointment. The practice will need to establish a method for tracking AWVs that are completed 

and comparing it to the roster of assigned Medicare patients. Ultimately, the provider needs to 

see the benefit and the need for the AWV and HRA to ensure sustainability.  

Conclusions and Recommendations 

     The results of this project demonstrate the utility of the AWV with an HRA in identifying 

healthcare risks and gaps in care. Recommendations for implementing AWVs in primary care 

offices include incorporation of interdisciplinary teams. Establishing a clinical team which 

includes physicians, nurse practitioners, practice managers, medical assistants, nursing, and other 

staff assisting in protocol and workflow development is crucial to the success of the program. 

Regular meetings scheduled weekly or every other week permitted the implementation team to 

identify barriers and problem solve challenges that presented throughout the process. Staff 

education is vital in understanding the difference between the AWV and other routine office 

visits. Additionally, sample workflows and scripting can help the staff to schedule appointments 

appropriately and answer patient questions. Similarly, mailings and office signage can assist 
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patients with understanding the benefit of the AWV and the preventative screenings and 

vaccinations that are recommended per the USPSTF guidelines.  

     Other recommendations would include a larger sample size, longer time and duration for the 

intervention, and more creative strategies to encourage patient participation. Increased efforts 

around education to improve quality of life through preventative health care services should be 

considered as a strategy to increase patient participation. Lastly, the use of an EMR with prompts 

or reminder pop-ups can be helpful in improving the rates that AWVs are completed. Prompt and 

accurate identification of patients eligible for AWVs along with other modalities to complete the 

HRA can be implemented to help increase capture rates.  
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Table 1 

Study subject demographic data, appointment histories, and AWV status. 

 n Mean Age 

(Years) 

SD Range 

(Low) 

 

(High) 

All Subjects 233 72 8.7 65 101 

 Males 86 71.6 7.3 65 87 

 Females 147 72.5 9.4 65 101 

Race n %    

 Black 179 76.8    

 White 42 18    

 Other 12 5.2    

History n %    

 Any Appt. 221 94.8    

 Prior AWV 18 7.73    

AWV Status n %    

 AWV Completed 97 41.6    

 No HRA 92 39.5    

 No-Show 44 18.9    
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Table 2 

Percent AWV completed among all eligible patients. 

AWV Status Pre-Intervention (n = 334) Post-Intervention (n = 319) 

Completed 4.5% 28.2%* 

Not Completed 95.5% 71.8% 

*Statistically significant greater at a significance level of 0.05 (p < 0.001). 
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Figure 1 Number of AWVs completed, Jan- Nov 2018 
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Appendix A 

 

 Evidence Review Table 

Author, 

year 

Study 

objective/interven

tion or exposures 

compared 

Design Sample (N) Outcomes studied 

(how measured) 

Results *Level 

and 

Qualit

y 

Rating 

Si, S., 

Moss, J., 

Sullivan, 

T., 

Newton, 

S. & 

Stacks, N. 

(2014) 

The systematic 

review evaluated 

the health benefits 

of health checks 

(that target 

validated risk 

factors for chronic 

disease and 

preventative care) 

conducted within 

general practice. 

Systematic 

Review and 

Meta-analysis 

N= 6 general 

practice- 

based trials 

(20 articles) 

Morbidity Outcomes: 

measured using the 

inverse variance 

approach 

Total mortality 

Cardiovascular (CVD) 

mortality 

 

Surrogate Outcomes: 

measured using the 

generic inverse 

variance model 

Blood Pressure 

Total cholesterol 

Body Mass Index 

Smoking Status 

 

Study quality was 

assessed using the 

Cochrane risk of bias 

tool.  Data synthesis 

was performed Review 

Manager 5 software.  

It was demonstrated that 

general health checks 

conducted within general 

practice were associated with 

statistically significant 

improvements in surrogate 

outcomes and reduced the 

odds of patients remaining at 

high risk (high levels of total 

cholesterol, diastolic BP and 

BMI). 

 

Mortality was found to be 

significantly higher in the 

group with health checks. 

 

The general practice setting 

was found to be an ideal 

setting to decrease the gap 

between detection and 

management therefore 

allowing intervention 

strategies to focus on risk 

factors. 

I/A 
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Birtwhistl

e, R., 

Bell, N., 

Thombs, 

B., Grad, 

R. & 

Dickinson

, J. (2017) 

To evaluate the 

value of providing 

periodic 

preventative health 

checks versus 

annual physical 

examinations in 

primary care. 

Peer Review Evidence 

Review  

N= 4 trials 

Effectiveness of annual 

physical examinations- 

measured by Cochrane 

systematic review of 14 

trials, RCT with sample 

size of 59616 
 

Regular, focused 

prevention visits: 

measured by reviewing 

a meta- analysis of 19 

trials; RCT with a 

sample size of 2284 
 

 

In people ages 65 and older, 

the highest value is in 

periodic preventative visits 

(according to risk and specific 

test intervals) to provide 

preventative counseling, 

immunization, and known 

effective screening tests.   

VII/C 

Stuck et 

al. (2015) 

To evaluate the 

effects of using the 

health risk 

assessment (HRA) 

in older individuals 

for health 

behaviors, 

preventative care 

and long- term 

survival.  

Pragmatic, 

single centre 

randomized 

controlled trial 

N= 2284 

(persons aged 

65 years and 

older) 

Self- administered HRA 

questionnaires &  

Individualized 

computer-generated 

feedback reports 

combined with nurse 

and PCP counselling 

over a 2 year period 

 

Favorable health behaviors 

and use of preventative care 

were more frequent in the 

intervention group. 

 

Statistically significant 

differences were found in the 

rates of influenza 

vaccinations and physical 

activity among the studied 

population. 

 

I/A 
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The findings of the RCT 

showed that implementation 

of a collaborative care model 

of risk assessment in 

community- dwelling older 

people resulted in better 

health behaviors, increased 

preventative care, and 

improved survival. 

 

While the findings may not 

be generalizable (due to the 

limitations of the study), they 

suggest that the use of the 

HRA combined with personal 

reinforcement of health risk 

assessment recommendations 

may be an effective and 

relatively low- cost way to 

impact health promotion 

among non- disabled older 

people.  

Camacho, 

F., Yao, 

N., 

Anderson, 

R. (2017) 

To examine the 

impact of Annual 

Wellness Visit’s 

(AWV) on 

subsequent 

screening rates. 

Observational 

Study Design 

N= 

52300 

(wellness visit 

only group); 

20850 

(wellness visit 

with prior 

visits or 

screening 

episodes); 

Effect of provider 

wellness visit volume 

on screening: Medicare 

Provider Utilization 

and Payment Data 

(MPUPD) 

Screening rates after follow 

up were significantly lower 

for the control group when 

compared to the other groups.  

 

AWVs were found to be 

modestly effective in 

increasing access to 

preventative services. 

IV/A 
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586000 

(control 

group- 

without prior 

visits or 

screening 

episodes in 

the 90 days 

prior or a 

wellness visit 

at any time) 

Goetzel et 

al. (2011) 

To provide an 

evidence- informed 

framework on the 

implementation of 

patient- centered 

health risk 

assessments 

(HRAs), follow up 

interventions, and 

evaluation of 

progress toward 

completion of 

health care goals. 

3 Literature 

reviews and 

expert opinion, 

3 Literature 

reviews and 

expert opinion 

from 

interviews 

with experts 

in the field, 

CDC internal 

subject matter 

experts, 

responses to 

the Federal 

Register 

Notice about 

the provision 

in the law 

(from the 

affordable 

care act) 

Goals included: 

To provide guidance on 

ways to use the HRA in 

offering preventative 

care, health promotion 

and disease 

management services. 

 

Use of the HRA and 

follow up interventions 

to reduce health 

disparities by 

customizing the 

interventions to the 

individual patient. 

 

Identify modifiable 

health risks and provide 

follow up behavior 

change interventions 

The AWV was identified as a 

key opportunity to administer 

the HRA and discuss 

behaviors and lifestyle 

choices that can be 

implemented to improve 

health. 

 

Nine recommendations were 

created to assist providers 

with implementing the HRA 

into practice. 

 

 

V/A 
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ultimately improving 

health outcomes. 
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Appendix B 

 

Staff Training on the ABC’s of the Annual Wellness Visit 

 

Training Objectives 

 

 

Content Outline 

 

Method of Training 

 

Time Spent 

Overview of the project 

and timelines associated 

with implementation. 

 

Review Project 

Implementation Plan 

Verbal discussion and 

visual review of project 

plan. 

 

5 minutes 

Understand the 

difference between an 

annual physical, follow 

up and annual well visit 

appointment. 

 

Review the components 

of a physical exam. 

Identify the key 

differences between the 

physical and AWV. 

Verbal discussion  10 minutes 

Identify the necessary 

components of an 

Annual Wellness visit. 

 

Review of the ABCs of 

the Medicare Annual 

Wellness Visit 

documents obtained 

from the Medicare 

Learning Network:  

 

Verbal discussion and 

visual review of the 

document noted. 

15 minutes 

Identify the components 

of the Health Risk 

Assessment. 

 

Review document found 

in Appendix B. 

Verbal discussion and 

visual review of the 

HRA found in 

Appendix 

10 minutes 

Review the required 

documentation 

components of the 

project. 

 

Identify the required 

components needed for 

complete documentation 

within the audit tool.  

Discuss appropriate 

documentation and 

documenters. 

 

Verbal discussion and 

teach back of 

documenting within the 

audit tool. 

5 minutes 

Discuss questions and 

concerns. 

 

 

Identify potential 

barriers and challenges. 

Verbal discussion 15 minutes 
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Appendix C 

 

Patient Letter Describing an Annual Wellness Visit 

 

Dear Patient,  

 

We want you to receive wellness care – health care that may lower your risk of illness or injury. 

We want you to know about your Medicare benefits and how we can help you get the most from 

them. The term “physical” is often used to describe wellness care. But Medicare does not pay for 

a traditional, head-to-toe physical.  

Medicare does pay for a wellness visit once a year to identify health risks and help you to reduce 

them. At your wellness visit, our health care team will take a complete health history and provide 

several other services: 

• Screenings to detect depression, risk for falling and other problems,  

• A limited exam to check your blood pressure, weight, vision and other things depending 

on your age, gender and level of activity,  

• Recommendations for other wellness services and healthy lifestyle changes,  

• Discuss Medicare-covered services that allow our care team to more closely monitor your 

health conditions and update your plan of care before office visits.  

 

Before your appointment, you will receive a Health Risk Assessment form that will ask you 

some questions about your health. Please fill out this form to help identify your health risks and 

bring it with you to the appointment.  

 

At the Annual Wellness Visit, your doctor will discuss the following: your medical history, 

review your risk factors, and make a personalized prevention plan to keep you healthy.  The visit 

does not involve a hands-on exam or any testing that your doctor may recommend or prescribe, 

nor does it include any discussion about any new or current medical problems, conditions, or 

medications.  You may schedule another visit to address those issues or your doctor may charge 

the usual Medicare fees for such services that are beyond the scope of the Annual Wellness Visit.   

 

We value the trust you put in us to care for your health care needs and hope that you will take 

advantage of this benefit to work with us in establishing your personalized prevention plan.    
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Appendix D 

Components of a Health Risk Assessment 

 

I. Depression screening 

II. Fall Risk Screening 

III. Hearing Impairment Screening 

IV. Home Safety Checklist 

V. Current Medical Problems 

VI. Past Medical History 

VII. Medications 

VIII. Completion of routine tasks 

IX. Health Maintenance 

X. Does patient have an Advance directive? 
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Appendix E  

AWV & HRA Tracking and Audit Tool 
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Appendix F 

Visit workflow used for Annual Wellness Visits 

Annual Wellness Visit Workflow and Documentation 

I. MA Workflow- when rooming the patient: 

 Measure height, weight, BMI, BP, and other routine measurements 

 Flag concerns/questions for provider 

 

II. Provider Workflow- during the visit (MD or NP student): 

 Review the HRA for risk factors and positive findings 

 Add list of problems/conditions to the visit note 

 Provide & document risk factors and counseling 

 ex. obesity, tobacco, falls prevention 

 Review patient’s preventative care history and current needs 

 Provide patient with a Personalized Prevention Plan of Service 

 Provide referrals (if needed) and discuss follow up plan 

 ex. Mammogram, Colonoscopy, bloodwork, f/u visits, etc. 

 5-10 year plan 

 

III. Documentation 

HPI:  

 Document patient, age, and reason for visit.  

 Document that “HRA was completed by patient”. 

Assessment: 

 Document that “HRA reviewed with patient”. 

 Document Problem/Condition List 

 Note any positive findings in the HRA (i.e. risk factors, depression, falls, etc. 

 Document all needed preventative care. 

Plan: 

 Referrals for screening or programs as needed (ex. Tobacco cessation, fall prevention, 

nutrition, weight loss, etc.). 

 

IV. Billing 

 Initial Annual Wellness Visit- G0438 (can only be done within 12 months of Medicare 

eligibility) 

 Subsequent Annual Wellness Visit- G0439 

 If the patient has a problem/symptom that is addressed during the visit- include the 

Evaluation and Management (E/M) service along with the AWV. Report the additional 

CPT code with modifier -25. That portion of the visit must be medically necessary to 

treat the beneficiary’s illness or injury, or to improve the functioning of a malformed 

body member. 

 

 


