PATIENT AS ADVISOR/COACH
FOR PRACTICE IMPROVEMENT

The patient advisor idea builds on these facts:

almost all physicians who have been in practice a while know of patients who have

very high skills in areas such as technology, dealing with others, dealing with

challenging health or social conditions, teaching, etc.

- “aging boomers” are entering retirement or partial retirement. Many have both
interest and time to offer help to the community or other patients.

- when a physician is asked to create a time-limited, physician-patient partnership to
implement the very brief Ideal Medical Home curriculum it changes faster.

- once this partnership implements the interaction technology the patient and
physician may uncover new areas in which other patients can be involved.

- an overworked office staff and physician can continue to make progress because the
patient advisor can help support changes.

In short, a positive feedback cycle is created into which patient experiences and skills
can enhance and/or supplement skills of the office without requiring more staff time.

Training and Technical Assistance « 2+ per practice (good with people,

motivated, internet competent, “bright”)
*  Willing to commit to 2-4 month project
Patient Assistant *  Will view all YouTubes, customize technology

Patient for practice, take responsibility for
Assistant. implementation (with practice staff) -
* Agree to privacy policies 3
g * Practice staff must agree: 5
b l’ * To meet every 1-2 weeks %
* Give authorization to test changes S
\g * Patient Assistant is on the team é
| -}
S
Practice g
=
» g
. 4 . 2
[ Practice Change ] N———— [ Technology Support] 2
Support 5
Technology and Help from Patient Assistant *  Signup for all functions and try =
Practice How to Change Booklet (7 pages) * View several YouTube instructions
Brief “Sandwich and YouTube” overviews of extensive * Patient component is easy for them to use without
tools and materials suitable for your practice handholding by practice
Email Q and A with peers * Leverage technology over time
Optional conference calls * Through practice change efforts
Real-time, automatic results of patient assessment to * Spread to more and more patient groups

monitor progress * Use of additional tools (for Problem Solving, etc.)



Notes from the first cohort of patient advisor/coaches from British Columbia.
The comments were:

“ 1) Advisor/coach able to assess how well the HYH survey questions reflect practice
population concerns

2) Ability to customize the questionnaire could be leveraged to ensure questions are
relevant to practice population and for the community

3) Patient advisor/coach could assist with design of open-ended questions

4) Patient advisor/coach felt the work along side the practice helped them to
understand practice challenges

5) Advisor/coach felt the work along side their physician helped them to build a
stronger and improved relationship with their physician and Medical Office Assistant

6) Advisor/coach able to consider some of the challenges to patients in completing HYH
and suggest ways to reach out to patients to assist in attracting them to complete HYH
(email, letters, bulletin board notices, calls...)

7) Advisor/coach could assist with data review - some able to navigate excel and work
with graphs etc”



User Guide #1

To Get Started you must
read this.

1. Set aside 10 minute
blocks (over lunch)
to familiarize
yourself with
“curriculum”
resources by
watching the
YouTubes.

Review relevant
articles described on
page 2.

Key Homework:
HowsYourhealth.
Consider Staff
Survey, CARE Vital,
Your Efficiency

Patients as Partners

HowsYourHealth or

)
Practice Patient 2

De ma nd S N eed S With interactive technology patients do the “work”
to meet their needs and reduce practice demands

g

N i

* Information tailored to need
* Tools to improve self care
* Personal Health Record and SAFE

« Efficiency of informed patient

* Documentation for quality and billing

* Immediate summary data for practice improvement
= * Preloaded registry for i

Improve Population Awareness,
Patient Confidence
and Desirable Consequences

Resources and
HowsYourHealth  Effective Design “Curriculum”

This technology enables Segmenting care based on Many practices have
patients and health behaviorally proved distilled the best slides,
professionals to maximize methods makes practice stories, and methods. Here
patient communication efficient , effective and they are, all packaged for
and confidence and enjoyable. Aim for high your use. Watch the You
practice quality. reliability in all care. Tubes for an overview.

HowsYourHealth: Move Your
Practice and Patients to the Web

The first step after registering at
www.idealmedicalhome.org is to review

the use of www.howsyourhealth.org and

customize it using your user name and
password. Decide if you wish your
patients to email their results to you...if
yes, set up a private email address.

Ask patients to complete HowsYourHealth
every year or two before an office visit
and bring or email their information to
the practice.

Smart Technology is Critical for
Desirable Consequences
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nteraction
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)
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You will discover that most patients pRACT w ’Of/yq__

report important issues of which you Desirable Consequences

have not been aware. You will also learn

that HowsYourHealth provides easy-to- You can use the registry in HowsYourHealth
use tools to help you and your patients to identify and plan management for groups
deal with issues such as the need for of patients: those with low or high
behavioral change/ improved confidence, pain, emotional problems, etc.

confidence (use Problem Solving),

. L HowsYourHealth is just a set of tools. You
fragmented care and miscommunication

(use the Personal Health Record), or must learn how to use them to design and

poor understanding (reinforce the build an efficient, effective practice. The

information already tailored to the next page focuses on that topic.

patient’s needs).



Article

“Making high-quality,
patient-centered care a
reality”

=

“Making patient-centered
care reliable”™

successful
self-management”

“Optimizing the care
tcam”

|
|

"Accessing
patient-centered care
using the advanced
access model”

“Balanced measures for
patient-centered care”

“CARE vital signs™

http://journals.lww.com/

“Activation of patients for

Theme

For practices large and small,
much has been learned
through the experiences of
Institute for Healthcare
Improvement and others

Reliability principles underlay all
high-quality activities of
patient care

Collaborative care and improved
patient outcomes depend on
patient self-management

For many practices, a care team
is needed to provide the best
possible care. The challenge is
to make the team processes
reliable and patient-centered

Advanced access is of high value
to patients and improves
office efficiency

Balanced measurement is
feasible in busy office
practices and critical for
improvement

For visual learners or
time-constrained
practitioners, “CARE vital”
signs offers an casy way to
plan patient-centered care for
cvery patient

ambulatorycaremanagement/toc/2009/01000

The articles listed above are based on a
decade of experience in designing
effective primary care practices. Most of
the concepts in the stories and articles are
self-evident though some — such as
“reliability”- take some getting used to.

e Making high quality patient centered
care a reality gives five basic lessons for
practice improvement.

e KEY ARTICLE: Making patient centered
care reliable describes a 3-tiered process
for building reliability. This enables
practices to make the most durable and
effective choices for change.

“Take-home™

Five lessons for office practice
improvement

The 3-tiered process for building
reliability

Tools and methods for patient
activation. Practice changes to
incorporate paticnt activation

Attributes of highly functional
care teams and how to
implement and measure these
attributes in practice

Six high leverage changes for
advanced access. Case
examples show systemwide
improvement

Patient-reported measures that
are actionable offer many
bencfits at little cost. Briel
baseline measures for patients.
Brief bascline measures for
office staff

Adolescent, adult, and geriatric
examples that illustrate
C = Check for what matters
A = Action as planned
R = Reinforcement for impact
E = Engineer for many

techniques for providing advanced access.

¢ Balanced measures describes the use of

the measures recommended as part of

Patients as Partners, BC

Effective
Practice Design

Primary care practices are

generally so busy that the concept

of change is painful to contemplate

and difficult to accomplish.

Fortunately, other practices have

found that a few approaches are

really “high leverage.” This User

Guide emphasizes the best.

For specific discussion review
the content of the Journal of
Ambulatory Care Management

efficiency and comprehensiveness of
HowsYourHealth, a practice can make
dramatic progress in a very short time.

Take time to familiarize yourself with the
articles by using the address shown above

e KEY ARTICLE: Finally, CARE Vital Signs is
down-to-earth method for making a
difference for patients now and seeing
how your practice might make care much
more effective. When the insights from
CARE Vital Signs are combined with the

or going to your practice page on

www.idealmedicalhome.org and choosing

the link for “journal review” under the
“curriculum”.

Generic CARE Principles

Change in Confidence at Care South

Segmentation of patients into
meaningful categories for
which specific actions are
routinely prescribed. (Low,

Medium, High Need, for DESplte its low

e Activation of patients for self- = example) educated patient
management provides many tools and : 2. Problem-Solving and Action population, Care
i i i outh Carolina
examples. Planning as techniques to S aro
“ identify key issues of concern

x : : has been able to
and simple, feasible strategies

to begin addressing these
issues.

use the a few
effective redesign
principles to attain
great results. The
principles are listed
to the left .

* " National Average About 40%

0 How did they do this?

2 =--Campaign for confidence
=--Front line way of doing business

Percent Confident

e Optimizing the care team describes the

attributes of highly functional teams.

3. Brief, Repetitive Intervention
rather than overwhelming,
one-time exhortation.

(Combine the concepts to the results you %

Time (momtha)

have gotten from the Staff Survey)

4. Confidence-Building so that
patients become comfortable

and adept at self-management.

Wasson JH, Baker NJ. Balanced Measures for Patient-

° Accessing patient centered care Centered Care. Jamb Care Mngmnt. 2009;32: 44-51.

provides the necessary tips and

2
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The Curriculum is R
Designed for Distance ———
Learning and Busy R TR e

Learners

11 Patient A the
Conter (One Mesr)

* Brief “U-Tubes” for overview

of each session edorigsad I
(One Newr)

* One-click downloads of PDFs

ve CARE Vital Siges Prodles
Sobhing and FOSA to mprow Care

2:1 Rellability and

* Easy-to-use conference calls Oty

from anywhere ey o -
* E-mail list-serve to 21 Toum Buibbing and

communicate with peers — - '
* “Plug and Play” technology

to maximize efficiency,

effectiveness, patient-

corte edries of oractios and Brief _You Tubes (ove.r lunch) enable
support of patients practices to scan for ideas and tools
contained the Curriculum.

In our experience, adult learners in practices * Segment care based on behaviorally proved methods
have no desire to learn new languages. *  Aim for high reliability in any change
Unfortunately, the language of practice design

* Whenever possible, share insights with peers (with list
contains a lot of jargon. serves or conference calls) and steal from them too!!!

As an example consider the slide at the right. In summarizes the
key concepts for improving office efficiency. The advantage of

the slide is that it is concise and covers all the key points. But a Key Concepts for

busy clinician will want to know what the terms mean. |mproving Efficiency

The curriculum is the reference that “backs up” the slide. It Baseline surveys, walk through, “know your
makes available materials from many sources that have been processes” and cycle time diagnostics

found necessary or very useful by previous adult learners from — Use continuous flow: streamline key processes — e.g.

prescription refills
— Optimize rooms & equipment: co-locate equipment
— Manage your bottlenecks: detailed cycle time analysis
— Standardize work, rooms, equipment, procedures
— Anticipate patient needs at appt: huddle agenda
— Optimize the care team: interruption analysis

— Synchronize pt, provider, info: Start AM & PM appts on
time, HowsYourHealth tools

busy office practices. The curriculum translates the jargon.

Each practice must find the redesign methods and tools most
suitable for its patients and setting. However, the “main road” to
the best care possible will require most practices to:

* Use new technologies such as the family of
HowsYourHealth tools

Copyright




If you are on calls please have this material in hand so that you and your colleagues are speaking the same
language and working from the same blueprint for change.

| get the

and when and how
want and need it.

Copyright

Patient and Family Drivers

Patient and family determinant:
of self care, self reflection
learning, resilience,
problem solving skills

Provider Care Team Drivers

Patient and Family Centered Care
Care Team Development
Planned Care
Access
Efficiency
Coordination

Leadership Drivers

Strategy and Prioritization
Work Force Vitality
Financial Viability
Transformational Leadership
Change management
Building QI Capacity
Learning Community

Optimizing the Care Team

» Define aims and goals; review performance

regularly

» Define panel and assure continuity
« Assess and continuously improve processes
» Define and optimize tasks and roles
— Training and cross training
— Staff work to highest level of training.
+ Establish regular and just-in-time communication

processes

— Meetings, huddles
— Norms of mutual respect, value, sharing,

positive attitude
— Conflict resolution

sumé

Copyright

This driver diagram reminds us of
all the ways a practice can give
patients exactly the care they want
and need. We emphasize Efficiency
(previous page) and teamness (with
a touch of review of other
“drivers”) because these
approaches seem the best way for
most practices to begin. It also fits
nicely with THE CHRONIC CARE
MODEL.

Efficiency and “teamness”
are “common sense”
concepts. The devil is in
the doing. We will share
how some practices are
attaining high efficacy and
teamness.

The baseline staff survey
(sample of results on left)
is a good way to see how
well a team is functioning.
Patients can tell the
difference too.



Optimizing the Care Team

[
User Guide #2
s e U I e . . {;’3;.‘,.2 ;a,. High Leverage Changes
T ese Pleces Should + Assess anc for Access Improvement
« Define and
Seem Familiar it i
Improving Efficienc!
1. Use data from i iaers SRERENY
eline survey eliability Strategies
H OWSYO ur H ea It h to c;scs:‘smi:; ‘:(.uax:vmy Lovel and Definition | Strategies
Patient and Family Drivers racopcon ’e"l
ptimize rooms
tirget n eed ed PPatient and family determinants lanzgedvour b i 100 I
andardize W | inen o ocess s messrss 1 snows
C an es alul!uu.ulv.r:n.cnen
g probiem mm':‘lﬁil Behavioral change: What Works
H + Good information (but information alone does "'." o
U se curricu I um Provider Care Team Drivers . ;"o“ngm Sample Tools for Assessment,
i Patient and Family Centered Care - (1s the Segmentation r
resources and ideas ot and Famiy Cantarea ot Self Managemnt
f ff d Planned Gare of behavic ———
rom staft an L Why the Patient is Truly
Coordination at the Center of IIMH?
colleagues to support _—
L4 XIomatic (and the core of all Models such as CCM, etc.)
P DSA Of th ese Leadership Drivers + Patient-based learning motivates us to improve the
value of the health care “product”
Strategy and Prioriuzation * Practical:
changes. Work Force Vitally J—_—
g CW!WM - '.‘M:l"‘.’:m,‘mp - ::lhae.v}lm is a source of useful
Change management + Tailoring information to their needs
+ Decreasing fragmentation of information
Add more custom Cha ot siomnpodeirmpivbivly N

+ Evaluating and documentation of care processes and outcomes
- Necessary to Leverage Patient Self-Care

options or tools from
HowsYourHealth to
automate useful
changes.

* and IIMH supplies the HYH tools to make this possible

HowsYourHealth Effective Design Curriculum

This technology enables Segmenting care based on Many practices have
patients and health behaviorally proved distilled the best slides,
professionals to maximize methods makes practice stories, and methods. Here
patient communication efficient , effective and they are, all packaged for
and confidence and enjoyable. Aim for high your use.

practice quality. reliability in all care.

I
Choosing from a Collage of Gttt s o Ous ontgh

. . . . From Patients to Continuously Improve
Practice Design Principles

Patients as Partners

Pre-Planned
Pre-Tested
Pre-Measured

» Components and

technologies of a patient-
centered, medical home ¢

* Methods to maximize the

value and safety of care

* Make these methods,
components and
technologies work
« Extend experience to
new methods,
sites and technologies

Study Do

« Discuss on conference

calls and/or list-serve

+ Compare experience
with peers

Read about solutions

and
Measures
from Patients

* Apply in practice now
+ Document what works
well and problems
or unwanted variation

The IIMH is designed for adult learners How does a practice put the design
who already know how to select principles into practice?

information, methods and tools that may
The content of User Guide #1 gets

practices started with pre-planned, pre-

be best for their practice.

idea about how it is doing in broad areas

After viewing the You Tubes the pieces of tested, and pre-measured approaches - o

the “practice design collage” (shown This User Guide #2 emphasizes the need such a‘s ac.cess, eff|C|en.cy, Cont_lm_‘”ty'
above) should be familiar. By now, to take advantage ongoing insights and coordination of care with specialists.
practlc.e should be understand how t.o .measures from patients to continuously As the numbers of HowsYourHealth users
use: 6 item staff survey, CARE Vital Signs, improve care.

increase the practice will be able to

HowsyourHealth Registry, Campaign for examine more focused issues such as the

Confidence, Referral Management forms, After 30 HowsYourHealth responses

and Know Your Processes. your practice will have a pretty good delivery of preventive services to older

women of the care of chronic diseases.



A Key Principle to Understand and Test
Explicitly Manage (Resource Plan) Care

CARESOUTH CAROLINA
HELP US BETTER MEET YOUR NEEDS

Please help us better meet your needs by answering these
questions as honestly and completely as you can. All replics are
confidential and will be reviewed only by your primary care

team. Our aim is to work with you and develop a plan of care %
that meets your needs and will improve your health s
Development of a Shared Care Plan care
i N S s Determination of Resource Allocation don the Plan caroina -
nager: 1 -2 contacts annually for sclf management

Notarall ___ Slightly Moderately Quite a bit

* Referral including Alcohol and Drug, specialty medical,

+ Nsing
+ Care Manager
Name Do ~ Betmora Hoalth Counselor
dental, cte
CARE Vital Signs Level 1 (Low Neods):

* Provider: | p2wisits annually
Planning

have been completed
d with the patient. The
be allocated. The n

kf

Iy evolved
will be used to

h Worker: 0 visits

* Behavioral Health Counselor: 0 visits

* Referral including Alcohol and Drug, specialty medical
dental, ete

Level 2 (Moderate Needs)

lly for group
s for follow up and SMS
ation

for follow-up, additional

with additional foc
* Outreach Worker

support
* Behavio
* Referral including Alcohol and Drug, specialty medical,
dental, el

Health Counsclor: 1-2 visits annually

a Plan of Care will

Level 3 (High Needs)
* Provider: $-12 visits annually (waive CSC co-pay for all
visits except 2 when warranted)

Nur: 12 visits annually for education, group visits
Care M 5-12 contacts annually for SMG, education
group v

* Qutreach Worker: 3-6 contacts for follow up
* Referral

By Segment

Practice improvement can seem too
daunting even when the practice
recognizes that current care patterns are
counterproductive.

Despite this barrier many practices are
regularly making desirable changes by
leveraging the HowsYourHealth
technology and applying the principles
described in these two User Guides.

e segment patients into behaviorally
sophisticated groups (such as patient
confidence with self-management).

e plan the care for those segments...
literally script out what should be done to
minimize unwanted variation (see the
example of the Care South
“Thermometer”).

¢ Recognize that small repetitive
interventions are more “doable” and
effective than the typical approach of
overwhelming the patient and
overloading the practice staff.

e PDSA and share with and learn from
others

Key Questions in a PDSA

*  What are the change/improvement
options identified by patient report
and other sources?

¢ What are the priorities among these?

Tote your bhoot pressere I
1
—X-T - a et There Yot

v . - D IBR Goting Cleser ——
w

Activation of Patients

JACM 32;1:14-21. 2009

for Successful Self Management

For Effective
Design

As patient report becomes central

the practice finds that it is very
effective and efficient to reliably
design care for common, repetitive
problems. Build in to the design
some behaviorally smart principles
and everyone wins. CARE Vital
Signs illustrated how to
understand this concept.

For specific discussion review
the CARE Vital Sign article in
the Journal of Ambulatory Care
Management and You Tube #8

*  Processes to secure reliable
(standard) implementation of a
change for a priority? Who, when and
how to run the test of change

*  Process improved? How do we know?
How to sustain?

e |If failed, why?

)

We Now Have “Cool Tools”

To Support
Confidence
DON’T
But How Do We Fit REINVENT THE
Them Into
1
EverydayWork? R

You can find in
the IIMH
Curriculum
oron
HowsYourHealth

many tested

Health Decisions at Any Age Can Be Difficult

Health Decisions For Older Adults Can Be Especially Challenging
« This Website Helps Older Persons Make Difficult Decisions

methods and
tools to use or
adapt for your

practice.

me Use Tools and Special Check-Up Below

) 1f you are very sick or frail




The Institute

What is the “Pre-Work?” for e
wdeal medical
Before the telephone coach calls you, please do the following: HOME
1. Complete a health survey.
Go to www.howsyourhealth.org.
“Click” on “Begin HowsYourHealth”

The practice code is: .

2. At the end of the survey, print out the Action Form and bring with you to your next
appointment.

3. Review Action Form and identify any problem(s) you may have.

4. Go to www.howsyourhealth.org. and “Click" on “Begin Problem-Solving Planning Your
Care.” Complete this section. Remember to print out screen #10 “Your Problem-
solving Worksheet." Have this available to talk with the coach.

5. Review #11 “Tips for Problem-solving Now."

6. Try visiting the Information Sharing Area.

7. Be prepared with dates and times to schedule your second and third call when the
telephone coach calls you.

How convinced are you that this is the right work for you?
Notatall 0 1 2 3 4 5 6 7 8 9 10 Veryconvinced

How confident ar n h
?

Notatal 0 1 2 3 4 5 6 7 8 9 10 Veryconfident

PROBLEM-SOLVING WORKSHEET
-EXAMPLE-
1. Problem:

Back pain from weak back muscles and being out of shape in general

2. Achievable Goal:

Exercise 3 times a week for 30 minutes

3. How convinced are you that this is the right work for you:
Notatall 0 1 2 3 4 5 6 7 8_)9 10 Veryconvinced

Solutions Pro’s Con’s
Walk with spouse after work, | More time with We may decide to sleep in
Mon, Wed, and Fri. spouse, spouse | instead on cold mornings
will remind me to
walk
Buy a treadmill Can exercise Expense
whenever | want
Go to the pool after work on Convenient, Have to remember to pack
the way home doesn't hurt my | my gear, pool costs, time
back
Put bicycle on trainer for Can exercise Bicycling hurts my back after
indoor use anytime, | like to | a few minutes, boring indoors

bicycle outdoors

An Example of a patient “worksheet” for the
“"Campaign for Confidence.” This has been

successfully implemented by a high school
student for a practice; what would it take in
your practice?

Effective and reliable care must become part of
the “routine”. The Campaign for Confidence” is
a good example. One practice’s approach:

* The practice identifies patient confidence with self-
management by using CARE Vital Signs* and/or by asking all
patients to complete HowsYourHealth every two years.

* A member of the office staff lists those with low confidence
from CARE Vital signs* or the HowsYourHealth registry every
six months (Example on right).

*  When those with low confidence visit the office the medical
assistant follows a script using the “thermometer” as a visual
aid.

* Patients use the problem-solving tool to prioritize their needs.
For the highest need patients phone coaching by the medical
assistant is offered.

* For practices unable to initiate HowsYourHealth the CARE Vital
Sign approach (exemplified by Care South Carolina) is a useful way
to begin.

In Summary, practice improvement can be
easily attained following a few simple
principles that rely on making the patient a
partner in care.

- D : ~ :
e . » € £ |0 napsocainost distryrep: B
Back Forward Reload Home

__} HowsYourHealth Completed || Selections for Registry Re... j | http//iocalhost oto/adult/24/en/

HowsYourHealth nay select any Age group  Select desired gender, Gender
it combination of age > or ‘Either’ to disregard

groups or ‘All ages' 1545 this variable. Male [T

to disregard this |05 Female [

variable. =59

AND OR AND OR
© Poor Financial Status c Angina G
(¢ Pain ¢ c CHF c
c Emotion c c Hx. Stroke c
c c c Respiratory c
© MedsMakeml ©  Last BP over 150
©  Seeing Specialist © Last Cholesterol if 200+
c HBP c ©  Blood Sugar > 140
c Diabetes c ¢ Mammogram not done
c BMI>30 & © No Bowel Cancer screen

View Results Reset
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