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Primary Care  Learning Network Goal

COLLABORATIVE

Goal: Reduce hospital admissions for
asthma by improving quality of care,
emphasizing person and family engagement
(PFE) strategies.

Today:
* Discuss the goal of the learning network
* Highlight innovative pediatric practice/organization using PFE

» Offer concrete examples demonstrating adoption of the ‘shared
decision making’ metric

* Share resources to help support testing shared decision-making
strategies to engage patients/caregivers in asthma management
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Patient-Centered

EEILTPBEYREE[E Learning Network Plan

1. May: Patient and Family Voices

June: Engaging the Patient and Family at the Point of Care
(Part 1 - shared decision-making, patient activation, health literacy,
and collaborative medication management)

' B —

4. Engaging the Patient and Family at the Point of Care (Part 3
— e-tools) - August 15, 2017 3:30 ET / 12:30 PT

5. Connecting patients/families with appropriate supports

and services - Sept 19, 2017 3:30 ET / 12:30 PT

Plus! Action steps between each call
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Primary Care TCPI Person and Family Engagement
cottasorative  Performance Metrics

» PFE Metric 1: Support for Patient and Family Voices

» PFE Metric 2: Shared Decision-Making: Does the practice support
shared decision-making by training and ensuring that clinical teams
integrate patient-identified goals, preferences, and concerns into
the treatment plan (e.g. those based on the individual’s culture,
language, spiritual, social determinants, etc.)?

» PFE Metric 3: Patient Activation: Does the practice utilize a tool to
assess and measure patient activation?
» PFE Metric 4: Active e-Tool

» PFE Metric 5: Health Literacy Survey: Is a health literacy patient
survey being used by the practice (e.g., CAHPS Health Literacy Item
Set)?

» PFE Metric 6: Medication Management: Does the clinical team
work with the patient and family to support their patient/caregiver

management of medications? M /i\
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Ql Opportunities Connected to TCPI PFE Metrics

NHLBI Asthma Care Quick Reference: Diagnosing and Managing Asthma
Initial visit algorithm showing patient and family engagement opportunities

. o . I A patient and family advisory group can help your practice be more welcoming to patients and families,
Initial Visit Algorithm improving word of mouth and patient experience survey scores = more patients and better retention

Health literacy assessment — what is the right type of information (written, verbal, video and
right level) that will be meaningful?

Assess patient and family activation — what is the patient's knowladge, skills, ability, and
willingness to take action on asthma self-management? Use readiness information for goal
setting, teaching and care planning

Your medication management teaching plan will be based on patient activation and their
knowledge and skills in self-management. Use teach-back and demonstration to ensure patient
and family understands medication use

Initiate medication
and demonstrate use

-,
Shared decision-making — identify patient and family goals for asthma management (fewer
Develop written missed days at school, staying out of the ED, etc), and their preferenceas for treatment plan
asthma action plan options, and incorporate them into the plan
o

Use the patient portal for scheduling, answering patient questions, pushing out reminders —to
maintain a relationship with the patient and family and keep them engaged in care

A

Schedule follow-up
appointment
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Defining Patient and Family Engagement

An innovative approach to the planning, delivery, and
evaluation of health care that is grounded in mutually
beneficial partnerships among health care providers,
patients, and families

Engaging patients and families

* |In their own care

* In practice improvement

* In policy (practice, hospital, community)
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EE'LTEBEYREE[E Pediatric Practice Innovator

Lucy Morizio, DPM

Children’s Hopsital of Orange County (CHOC)
Manager, Population Health Quality
Southwest Pediatric PTN

Orange, CA
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Southwest Pediatric Practice Transformation Network

Appropriate ED Utilization for Asthma

Claims data source

All 234 practices

Total PTN capitated population of
230,000 children

18,613 children with asthma

46% year over year reduction in ED use

!

Full population projection:
« 120,000 children impacted
« $1.0 million potential savings
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Patient-Centered

Prima[v [:are Primary Drivers Secondary Drivers

. . » Provide the practice with research
COLLABORATIVE Practice use of the based clinical Practice guidelines.
Asthma Clinical » Categorize the patients based on
. . asthma control.
. Care Guidelines » Categorize patients based on
A| m Asthma Severity

Practice use of the > Provide the practice with Asthma

. Plans
ASthma Action PIans » Practice Use of the Asthma

To Decrease registries
Asthma ED

Visits Patient "> Patient Care Guidelines

Education » Patient Asthma Care/Educational
Classes
» Patient Engagement before during
and after the visit.

Risk > Referral to a specialist
(Breathmobile)

» Review the patient specific asthma
ED utilization lists

Stratification



Patient-Centered

Primary Care Action Item for Learning
Network Participants

Review Teach-Back Method tool and...

Plan/Test using Teach-Back with the next

natient with an asthma diagnosis and his/her
narent or caregiver

HOW DID IT GO??
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Patient-Centered

EglLrPEBr(yREEE'E What is Shared Decision-Making?

e Shared decision-making occurs when a health care
provider and a patient work together to make a
health care decision that is best for the patient.

* The optimal decision takes into account evidence-
based information about available options, the
provider’s knowledge and experience, and the
patient’s values and preferences.

Source: The SHARE Approach, developed by the Agency for Healthcare

Research and Quality (AHRQ)
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- The SHARE Approach:
anarv Eare A Model for Shared Decision Making

COLLABORATIVE

The SHARE Approach is a five-step process for shared decision making that
includes exploring and comparing the benefits, harms, and risks of each option
through meaningful dialogue about what matters most to the patient.

Seek your patient’s
participation.

H elp your patient explore &

compare treatment options.
- = Assess your patient’s
3 [ | / values and preferences.

Reclch a decision
with your patient.

E valuate your
! patient’s decision.

Source: The SHARE Approach. Essential Steps of Shared Decision making:
Quick 2 Reference Guide
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Primary Care  Shared Decision-Making in Clinical Care
COLLABORATIVE Of Children

Autonomy -«——— Shared Decision » Paternalism
Making
(Mutuality)

Factors to consider when attempting shared decision-making with
children
(Dixon-Woods, Young, & Heney, 1999)

1. Competence of children at different ages and abilities

2. A family oriented perspective as not to undermine the parent-child rela-
tionship.

3. Motivation of child to make decisions for his/her health management

4. Parental attitudes and beliefs about child’s involvement in health care
decisions

Source: Butz, A. M., Walker, J. M., Pulsifer, M. and Winkelstein, M. Shared Decision Making in School Age
Children with Asthma. Journal of Pediatric Nursing. 2007; 33(2): 111-116.




patient-Centered - Shared Decision-Making with Pediatric

EEILTEB[YR EE[E (School age) Patients with Asthma and

Parents/Caregivers

Goal: To change dyadic interactions between provider and
parent into triadic interactions that include provider, parent
and child to improve the child’s asthma management.

* May enhance their self-confidence, as well as improve self-
management skills

e Requires assessing the child’s competence at difference ages
and abilities

* Use of specific communication techniques (visual aids, turn-
taking, clarifying communication and role modeling)

* Offer strategies to parents on how to provide general
information about asthma and treatments, based on child’s
questions and interest

Source: Butz, A. M., Walker, J. M., Pulsifer, M. and Winkelstein, M. Shared Decision Making in School Age
Children with Asthma. Journal of Pediatric Nursing. 2007; 33(2): 111-116.
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Primary Care A reminder about communicating

coLLasoraTive  With patients...

* Acknowledge the complexity of the patient’s medical
condition.

* Speak slowly and avoid using medical jargon.

* Listen actively and provide information in small segments.
e Pause to allow patient participation.

* Periodically check with your patient for understanding.

* Use the teach-back technique to assess comprehension of key
points.

* Use decision aids and other resources to help comprehension.

» Offer interpreter services for people with language or hearing
barriers

* Invite family members and caregivers to participate when

appropriate.
Source: The SHARE Approach. Essential Steps of Shared Decision Making
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* Understand where patients are in managing their health

* Understand patients’ priorities for their health (what matters to you?)
* Create shared goals

* Develop an action plan WITH the patient

* Customize care interventions

+ |dentify and address strength and challenges

* Build skills needed to reach the goal

* Leverage team-based care model

All teams work from the same care plan, for care coordination,
shared goals, and communication between teams. Plan is printed
and given to patient.

HCHA

sag

. ® HARVARD MEDICAL SCHOOL
Cambridge N TEACHING HOSPITAL

Health Alliance

Source: Activating Patient Engagement in Care Delivery: Performance Metrics that Guide
Patient-Centered Care. PCPCC Support & Alignment Network and Cambridge Health Alliance,
March 22, 2017 (webinar)
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tHCH

Cambridge

Health Alliance

-
Hope Carpaity’

Living a Happy, Healthy Life
My Goals... My Plan
My Goals:
1)

2)

My Strengths: (For example: kind, helpful, hard-working)

Challenges: Things that could get in the way of me reaching my
goals (for example: decreased energy, lack of family support, money)

My Team / Supports: Who can help me reach my goals?
(For example: my doctor, family, friends, therapist)

Date:

MY ACTION PLAN

Name Relationship

Which of these things may help me feel better?

_n o K {1
QE. }Z; ’% Stress Reduction

Healthy Eating Exercise Plan Email My Team
Group
e a
S [ S
w
Medicine / Pill Box Talking Journaling

1. Choose ONE of the things below
to work on. Set simple goals and
take small steps.

@

A . P
\ [l Make time for activities |
u”-'?

i ‘-LL__‘ Enjﬂf
i =

1 Reach out to people who
can help me

_Q [1 Do something kind for

someone else each day

'l Eat Healthier

[ Exercise

Q [1 Other
L=

2. Choose your confidence level:
How sure are you that you can stick fo your
plan? (If less than 7, consider changing plan)

10 YERY SURE

7 SURE

5 SOMEWHAT SURE

0 NOT SURE AT ALL

3. Fill in the details of your activity:

What

How Much:

When:

How often:

Where:

With whom:

Start Date:

Follow-Up Date:

Best Way to Follow-Up:
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My goals to improve my health: ***
My healthcare team’s goals: ***
My strengths and supports to meet my goals: ***
Challenges to meeting my goals: dropdown.
Need more support
Housing problems
Transportation problems
Insurance problems
Healthcare providers don't speak my language
Legal problems
Financial problems
Other
5. My healthcare team: ***
6. My Action Plan: dropdown.
keep my appointments
if | feel worse, | will ***
take my medicines every day
Keep track of progress using ***
Other
1. My confidence that | can follow my Action Plan: 1-10

8 A

Source: Activating Patient Engagement in Care Delivery: Performance Metrics that Guide
Patient-Centered Care. PCPCC Support & Alignment Network and Cambridge Health Alliance,
March 22, 2017 (webinar)
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Interactive

Asthma Action Plan

~ luteractive resource tool for providers
88 monitor and manage asthma

Select One
Download

Access viaWeb

Source: http://www.asthma-iaap.com/



http://www.asthma-iaap.com/

Patient-Centered

Primary Care Asthma Support
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Review medication device use with
patients/families




Patient-Centered

Eﬂ[{'&[ﬂ@[ﬁ Action Item for Learning
Network Participants

Plan/Test the creation/update of an
asthma action plan, by using shared
decision-making tools/techniques,
with the next school-aged patient with
an asthma diagnosis and caregiver that
you see In your practice.

11



Patient-Centered

Primary Care

COLLABORATIVE

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make that
will result in improvement?

From: Associates in Process Improvement




Patient-Centered

Primary Care Remember... |
coaoraTIVE |t Takes an Effective Team to Do QI Work!

* Members representing different kinds of expertise in
the practice/organization

* Clinical Leader

* Technical Expertise

e Day-to-Day Leadership
 Administrative Staff

* Parent/Caregiver Partner(s)
* Practice Facilitator/Ql Coach
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Please share Action Steps Taken:

Engaging Patients/Families in Conversation Related
to Their/Child’s Care (e.g., Pre-visit contact/forms,
Family Strengths, Asthma Control Test (ACT)
Planning/Testing an Asthma Support Group
Creation/maintenance of a Asthma Registry
Assessment of Patient/Caregiver Activation
Assessment of Health Literacy

Use of Teach Back Method

Additional PFE-related successes during the previous
month(s)?

Issues/challenges?

Surprises or something important that you and your
practice teams learned about PFE?



Patient-Centered

EEILTEB[MTH'[E Reminders

* Assignment: Plan/Test the creation/update of an
asthma action plan, by using shared decision-making
tools/techniques, with the next school-aged patient
with an asthma diagnosis and caregiver that you see in
your practice.

* Engaging the Patient and Family at the Point of Care
(Part 3 — e-tools) — August 15, 2017 3:30 ET / 12:30 PT

Contact information:
Ruth Gubernick

856-477-2177
gubernrs@hln.com
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Technical Support Available from PCPPC SAN

and Partners
PCPCC SAN website and PFE Resource Center
https://www.pcpcc.org/tcpi

Pediatric Asthma and PFE
https://www.pcpcc.org/tcpi/learning

Contact

* Liza Greenberg, Program Director
liza@pcpcc.net



https://www.pcpcc.org/tcpi/learning
mailto:liza@pcpcc.net
https://www.pcpcc.org/tcpi

