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Today’s Agenda

e Patient Engagement Framework
— Through lens of health care system
— Through lens of patient

* Provide resources and ideas for exciting
Innovations in patient engagement

* Highlight two AF4Q alliances patient
engagement programs
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EVIDENCE & POTENTIAL

By Kristin L. Carman, Pam Dardess, Maureen Maurer, Shoshanna Sofaer, Karen Adams, Christine Bechtel,

and Jennifer Sweeney DOI: 10.377/hlthaff.2012.1133
HEALTH AFFAIRS 32,
NO. 2 (2013): 223-231

Patient And Family Engagement: = =
A Framework For Understanding

The Elements And Developing
Interventions And Policies

Kristin L. Carman (kcarman@

ABSTRACT Patient and family engagement offers a promising pathway airorg) is a managing director
toward better-quality health care, more-efficient care, and improved EFHT:EC:EE'E:YE%?%“ the
population health. Since definitions of patient engagement and Research in Washington, D.C.
conceptions of how it works vary, we propose a framework. We first b Dardese i« 2 oo
present the forms engagement can take, ranging from consultation to research analyst at the
partnership. We discuss the levels at which patient engagement can occur QL”SEEFEE l'ﬂ“é::;;gf;ﬁ[ North
across the health care system, from the direct care setting to Carolina.

incorporating patient engagement into organizational design, y Maurer |
. . . . aureen Maurer is a senior
governance, and policy making. We also discuss the factors that influence researcher at the American

whether and to what extent engagement occurs. We explore the 'C”;;;E”lﬁlf“r Research in
implications of our multidimensional framework for the development of
interventions and policies that support patient and family engagement, Shoshanna Sofaer is the

R R Robert P. Luciano Professor of
and we offer a research agenda to investigate how such engagement leads Health Care Policy at the

P . (P T Crhrnl af Bioklic Affaire



A Multidimensional Framework For Patient And Family Engagement
In Health And Health Care

Continuum of engagement

>

- Levels of Partnership and
Patient En gagemen t can be engagement Consultation Involvement shared leadership
[ . Patients receive Patients are Treatment
CharaCterlzed by H information asked about their decisions are
abouta preferencesin made based on
diagnosis treatment plan patients’

... how much information
flows between patient and

provider

... how active a role a patient
has in care decisions

...how involved the patient or
patient organization becomes

Policy making

Organization
surveys patients
about their care

experiences

Public agency
conducts
focus groups
with patients
to ask opinions
about a health
care issue

Hospital involves
patients as
advisers or

advisory council

members

Patients’
recommendations
about research
priorities are
used by
public agency
to make funding

preferences,
medical evidence,
and clinical
judgment

Patients co-lead
hospital safety
and quality
improvement
committees

Patients have equal
representation on
agency committee

that makes
decisions about
how to allocate

resources to

in health org decisions and decisions health programs
. . L ]
policy making ¢ 3

Factors influencing engagement:

@ Patient (beliefs about patient role, health literacy, education)
o Organization (policies and practices, culture)

@ Society (social norms, regulations, policy)

Carman K L et al. Health Aff 2013;32:223-231

Health Affairs

©2013 by Project HOPE - The People-to-People Health Foundation, Inc.



A Framework to Describe How Patients’ Move Along the

Continuum of Engagement

Patients Engaged in Shared

Patients Telling their Story Decision Making

Lauren’s List o .
Inviting Patients to Read

Collaborative Chronic Care Doctor's Notes

Network

Moving
Patients Along
the Continuum

of Engagement

Patients Using Self

Patients as Change Agents Management Strategies

Ambulatory Care Redesign:

South Central PA’s Patient Partner
Program

Community and Faith Based Programs:

Western NY Practice, Employer and
Faith Based Pilot Programs




Patients Telling Their Story

Lauren’s List

Collaborative Chronic Care
Network

Patient Engagement
begins with telling
clinicians and others
how we perceive
our condition and
what we need from
health care
providers and

. others



Spotlight: Lauren’s List

Please KNOCK on
my door

Please
INTRODUCE
yourself

Please EXPLAIN
why you are here

Please TELL me if
something might
hurt

Scary and confusing. Thats how 13-year-old Lauren Sampson describes how it felt to be a
young child in the hospital. Lauren’s pancreatitis has led to more than 50 inpatient stays at
Boston’s Children’s Hospital. She didn like the way some doctors would come in without
wamning and then not explain things clearly, she recalls. “T wanted o know who they were and
what they were going to do,” she says. And she wanted them to tell her the truth if something
was going to hurt.

put her wishes in writing and posted them on her doot. “It gave her a sense of control,” says
Sally Sampson, “and she was more cooperative when they respected her wishes.™ Now Sally
Sampson is 2 pasent advisor for the National Initiative for Children’s Healthcare Quality, IHTs
Children’s Hospital in Boston is currently testing “Lauren’s List™ for potential wider use. “It
feels better to be respected.” says Lanren.



Spotlight: Collaborative Chronic
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Innovation: Open Notes

Patients overwhelmingly favor access to doctors’ records

- 94% believed the records should be available

- 90% said the information would give them more control

- 80% said they would take better care of themselves because of the information
- More than half said the information would help them take their medication

properly



Aligning Forces for Quality

Humboidt County, Calif.
Cincinnati, Ohio

Willamette Valley, Ore. West Michigan Detrolit, Mich.

Puget Sound, Wash, Central Indiana Cloveland, Ohilo

Wisconsin Western New York
Minnecsota

Maine

Boston, Mass.,

South Central
Pennsylvania

Albugquerque, NLM.

Memphis, Tenm.
Kansas City, Mo.

Launched in 2006— involves 16 geographically, demographically and economically diverse
communities encompassing 12.5% of U.S. population



Patients Using Self
Management Strategies

Community and Faith Based Programs:

Western NY’s Practice, Community and
Faith Based Pilot Programs

http://www.thinkbright.org/myhealthcounts/in
dex.asp



Introduction of W NY
Patient Engagement Innovator

Kate Ebersole

Director of Regional Quality Improvement
P2 Collaborative of Western New York



P2 Collaborative
of Western New York

Creating the healthiest community,
One neighborhood at a time

in western new york

£
o
@)
Q
o
Y
@)
<
=
q0)
Q
<
Q
e
o+
o0
=
>
@)
| -
o
£
O
+—
©
Q
o+
(q0)
=
O
Q
@)

Moving Patients Along the Continuum of

Engagement



P2 Background

e Aligning Forces for Quality Community

 Serving the eight counties of WNY

* Dedicated to improving the health of
WNY, one neighborhood at a time

* Active in Consumer Engagement since
2007

\K\

P2 Collaborative

b2,
FAL



Evolution of P2 Community
Engagement

* Consumer Engagement Associates
¢ Consumer Advisory Teams
* General Engagement at (geographic) Community Level

¢ CDSMP - Living Healthy
2 O 1 O * Partnering to provide evidence based programs to
individuals
* Uncovered challenges with engagement - filling
classes

¢ Community Engagement: Employee and Faith Based

Programs
* Assessing readiness and level of engagement by
specific community

* |nterventions based on bio-metric assessments, focus
groups and multi-stakeholder discussions

18



Current Iteration of Consumer
Engagement Activities

* Now applying Health Engagement strategies
towards greater patient engagement

e Patient Engagement: Patients taking an active
role in their health and healthcare

* Evolution to Community Engagement

* Three pilots: Employer pilot, Faith Based pilot,
Primary Care pilot

* Combination of assessment and application

of educational materials

*\}/ P2 Collabo ative
58 i



Where are claim dollars spent?

Primary Specialty Emergency Inpatient Nursing
The “Well” — 50% of the population, 3% of claim cost

)

The Acutely Ill — Short Term Episodes — 5% of the population, 15% of claim cost

Y v

The Chronically Il — 4% of the population, 65% of claim cost

—

*‘}/ﬁ P2 Collaborative

of Western New York

ﬂ\k Creating the healthiest community,
One neighborhood at a time
20



Health Engagement Continuum

21!



Population Segments

The
Chronically Il

e First Group
Engaged

e Targeted 1:1
interventions

e Meeting patients
where they are

The Pre- The Well
Chronically lll § e Target those

with low
engagementin
programs

e Reward all to
stay well and
engaged

Target those
with low
engagement
first, 1:1
Interventions
Those with high
levels of
engagementin
large groug

242



ldentification Techniques

Primary Care Practice Pilot
* Practice identifies level of readiness using Patient Activation
Measure

Employer Pilot

e Claims

* Clinical Information

* Biometric Screening

* Health Risk Assessment: 33 question survey

Faith Based Pilot
* Biometric Screening
e Health Risk Assessment

* Engagement Assessment

,t}/‘, P2 Col!abqrative



Patient Activation Measure (PAM)

9 Level 2 i Level 3 m

Starting to take a role.

Individuals do not feel
confident enough bo
play an active role in
their awn health, They
are predisposed to be
passive recipients of
care,

J\

P2 Collaborative
of Western New York

Creating the healthiest community,
One neighborhood at a time

Building knowledga
and confidence.

Individuals lack
confidence and an
understanding of their
health or recomended
health regimen.

Taking action.

Individuals have the
key facts and are
beginning to take
action but may lack
confldence and the
skill to support their
behaviors.

Maintaining behaviors.

Individuals have
adopted new behaviors
but may not be able
bo maintain them in
the face of stress or
health crises.

Increasing Level of Activation




Primary Care Pilot

Primary Care Practice

e Catholic Medical Partners Care Coordinators currently
uses the PAM

e Chronically ill patients are assessed
* Their PAM score is logged in the EMR

* Insignia software suggests interventions based on

disease state and PAM score.

 For Example: An insulin dependent diabetic with a PAM
score of 2 (somewhat engaged) may be encouraged to keep
a food diary. By the next visit, if the patient has complied,

the patient may be encouraged to increase physical activity
by 20 minutes per day.

*\}/ P2 Collaboratlve

5 o



Biometric Results by Industry
What Story Does it Tell?

Call Center Manufacturing Home Construction
Percentage of Smokers 25% 18% 18%
Percentage of High Cholesterol 34% 46% 38%
Percentage of Hypertension 5% 28% 23%
Healthy Weight 27% 27% 37%
Total Percent Overweight 73% 73% 63%
Overweight 28% 35% 29%
Obese 25% 22% 23%
Morbid Obese 20% 16% 11%

*‘}/ P2 Collaboratlve

B o




Targeted Interventions

Activating the Healthy/Well Group
* Education and Empowerment training

Activating the Pre-Chronically lll Group

* Focus groups (what would interest you the most, what
would engage you the most, choosing from options:
walking, healthy lunches etc.)

* One on one meetings with pre-chronically ill who are
not currently fully engaged

*\}/ . | P2 Collaboratlve

5 o



Targeted Interventions

Activating the Chronically Ill Group

 Risk stratify through registries, claims data and/or
health risk assessment

* One on one meetings and empowerment training with
chronic patients not engaged

* Education for chronic patients who are engaged

All Patient Groups
 Focus on wellness: increase physical activity, increase
healthy eating, reduce high risk behaviors

*\}/ . | P2 Collaboratlve

5 o



Patient Engagement Programs

healthes

explore-educate-engaqge

k'ﬂ\ neak a

Gdgy along you healthca J

I|V|ng health

.) Diabetes Program




Key Take Away

Match program interventions to your targeted
populations based on evidence

Focus on chronically ill, but provide some level
of outreach to pre chronically ill and the well
population

Consider multiple interventions in the
community — including employers and faith
based communities

Test your theories... will they participate?



Patients as Change Agents

Ambulatory Care Redesign:

SC PA’s Patient Partner Program




Introduction of SC PA
Patient Engagement Innovators

Michael Chilcoat Kathleen Hutcheson
Patient Partner Consumer Engagement Coordinator
Partners in Family Health - SCPA AF4Q SCPA



‘m
C
®

>
7
c
c
@

al

.m
c
@

@)

i -
prwr)
=
O

7))




Purpose & Objective:

Demonstrate how including Patient Partners
into the Quality Improvement Team (QIT) -
benefited practices who participated in the

Patient-Centered Medical Home Collaborative. =
N — &




How We Prepared For The PCMH
Transformation:

PCMH Collaborative

Focus on process flow & implementing
process improvement

Target population - diabetic patients

Measurement - Tracking performance for
diabetic care

Include the patient’s voice



PCMH Organization

AF4Q PCMH Year 4 Collaborative Organizational Chart

Chris Amy

Project Coordinator,

Aligning Forces for
Quality (AF4Q)

Kathy
Hutcheson

Coordinator, Patient
Partners

Planned Care Leadership Team (PCLT)

Revised: 112112

Coordinaior, Flanned Care
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PCMH Collaborative History

Year One: May 2010 — Year Two: May 2011 —
April 2011 April 2012

7 New Practices

6 Practices 11 Patient Partners

Year Three: May 2012-
April 2013 Year Four (Projected):

9 New Practices
28 New Patient 37 Practices

Partners 60 Patient Partners




Spotlight: Patient Partner
Michael Chilcoat




Patient Partner Profiles (vear three)

9 Level 1 ¥ Level 2 ¢ Level 3 # Leveld

Starting to take a role. Building knowledgea Taking action. Maintaining behaviors.
and eonfidence,
Individuals do not fegl Individuals have the Individuals have
confident enough to Individuals lack key facts and are adopted new behaviors
play an ackive role in confidence and an beginning to take but may not be able
their own health, They understanding of their action but may lack to maintain them in
are predisposed to be health or recomended confidence and the the face of stress or
passive recpients of health regimen. skill to support their health crises.
care, behaviars,
Increasing Level of Activation
11
b, AN
_ * Age Range —26-84
Baseline PAM: * 53% Male; 47% female
3 (Median) « Diverse backgrounds:
— Clergy -- Engineers

— Accountants -- Home makers



Pneumococcal Vaccine
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Practice Orientation

» Patient Partner Liaison

» Meet practice team members

» Flexibility with practice meeting schedule

» Environment to encourage free-flow of ideas



Changing the Culture

Conduct practice survey
Add coaches to guide process change
Build cohesive practice teams

Seek continued improvement



Patient Partner Program Infrastructure

Practice Support

» Role description

» Characteristics

» Sample questions

» Benefits [to patients]
» Interview questions

Patient Support

» Role Description

> Patient Partner
Coordinator

» Practice Liaison
» Training



Training Topics

v Introductl
v LEAN Process in prove nent
v Communic at,p:a Sk|IIs

v Patient enr pBwerment-
\/Self-managemén}:/s/‘%e,g

v Overpew of AF4Q




Patient Partners Program:
The Next Generation

Serving as mentors to new patient partners
Assisting with patient partner training

Providing input on patient education
programs

Patient voices on the health system’s Quality
Council



KEY RESOURCE: RWIJ Foundation Aligning Forces For
Quality Compendium on “Engaging Patients in
Improving Ambulatory Care”

£

d Johtnon Founditon

Engaging Patients in Improving Ambulatory Care
Table of Contents

Introduction

1. Getting Started
Maine - Ch!rlgr[u Southern Maine Medical Center PrimeC;

re Internal Medicine's Patient
7

bat Card

Oregon - Oregon M c..AIG'uup Fatient Advisory Council 20112012
Oregon - Peavetealth Medical Groug Patient Advisory Couneil Charte
Oregen - CareOregun, Inc. Member Advisory Council Bylaws.
Oregon - Providence Medical Group Patient & Family Advisery Council Charte

et Advisars

Z. Involving Patients and bamllles in Practice Improvement...

cles: A Way ta Engage the Comirun
Husson Iaternal Medicine Patient Advisary Graup Depastmental Dicective.
Staff and Patient Roles
Humbolit County - Patient E: Rales arul 201 71
Oregon - Providence Medical Group Patieat & Faily Centered Care Overviewof
A e PawerPui
o - Providenee Medical Group Patient & Fa
ineGeneral Medical Center Patieat A

ily Advisor Role De:

Engaging Patients in Improving
Ambulatory Care e )

Ma e — Southern Maine Medical Center PrimeCare Internal Medicine Patient Advisory
Council Recruitment Poster. a7
Maine - Southern Maine Medical Center PrimeCare Internal Medicine Patient Advisary
Cunu il Recruitment Brochure.
ral Medical Cen!
Mai Belgrade Health Center's P.:Li

A Compendium of Tools from Maine, Oregon, i - Belade el
and Humboldt County, California Oregon - Oregon Medi

Oregon - Cascade Medical Ce:
Oregon - Carelregon Mernt

=}
2

n

=2
a

g

=

Oregon - Peaceliealth | Metical Group Patient & Famsily Advisor Recruitment Card
(Provider Persp 100

Click on a title to be redirected to the resource.

March 2013

Rgenia
Humbeldt County - Table of Conteats fram Pat
Mest & Greet” Planming Mater
Oregen - Patient and Families as Leaders in Health Care lmpravement Warkshop
Agenia..

nt Furtner Resource Bind

Click on @ ritle to be redirected to the resource.

B relirecied fo e rescwroe.

http://www.rwjf.org/content/dam/farm/toolk
its/toolkits/2013/rwjf404402
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Moving
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of Engagement

Patients Using Self

Patients as Change Agents Management Strategies

Ambulatory Care Redesign:

South Central PA Patient Partner
Program

Community and Faith Based Programs:

Western NY Practice, Employer and
Faith Based Pilot Programs




Questions?

Comments?

Jenpowell HCC@gmail.com
919.929.6898
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