
8/13/13 

1 

PFCC Partnership Tips and Tools for 
the Practice Coach in Patient-Centered 
Medical Home Transformations 
Mary Minniti, IPFCC Program & Resource Specialist 

Jessica Osborne-Stafsnes AF4Q Humboldt Project 
Manager- Patient Engagement   

 
August 20, 2013 

 
With Support from the AF4Q Initiative of the Robert Wood Johnson 
Foundation    

 
In our time together . . .   

▼ Role of QI Specialists and other practice 
facilitators in promoting patient- and family-
centered care (PFCC) and the power of 
patient/family engagement in quality 
initiatives. 

▼ Assessing practice readiness to engage 
patients and families by laying the foundation 
for positive expectations.  

▼ How to engage leadership sponsorship and 
buy-in. 

▼ Exploration of tools and strategies for practice 
coaches to guide and convene advisors and/
or advisory groups to be successful. 

 
In our time together . . .   

▼ How to use patient experience of care data 
with advisors and the practices to identify 
meaningful project or improvement efforts to 
undertake. 

▼ Discussion of a roadmap that identifies where 
to start, how to improve and how to sustain 
this effort in the clinic environment. 
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Advisors     Patients and Families 
 
Any role in which those who receive care work 
together with health care professionals to improve 
care for everyone. Advisors share insights and 
perspectives about the experience of care and 
offer suggestions for change and improvement. 

Examples of Advisory Roles – Clinic 
Settings 

▼ Serving on a Patient and Family Advisory 
Council 

▼ Joining a team focused on a particular 
improvement area (e.g. care for the patient with 
diabetes or asthma) 

▼ Creating and/or reviewing educational materials, 
patient portals and outreach materials. 

▼ Facility design or remodeling or wayfinding 
improvements. 

▼ Improving self-management support for patients. 
▼ Peer mentors, educators or coaches. 
 

Quality Improvement 
Practice Facilitator 

 
▼ Skilled in quality improvement tools and 

methodology (e.g. P-D-S-A, lean, data 
analysis, etc.) 

▼ Works with interdisciplinary team to identify 
opportunities, understand current process, 
assist team with creating potential solutions 
and implementation 

▼ May facilitate meetings, coach individuals and 
team to build skills and confidence 

▼ Knowledgeable of best practices in medical 
home transformations 

Staff Liaison  
 
Any role that supports and facilitates patients 
and families in having direct input and influence 
on policies, programs, practices that impact the 
care and services individuals and families 
receive in a health care setting. 
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Getting Started – Developing Specific 
Knowledge about Patient- and Family-
Centered Care 
▼ Recognize your current foundation and profound 

knowledge about practice improvement and working with 
groups, leaders and clinicians. 

▼ Become familiar with patient- and family-centered care 
concepts and principles. 

 Website links  www.ipfcc.org 
http://forces4quality.org/compendium-tools-engaging-
patients-your-practice-intro  www.ihi.org 
 Publications 
http://www.ipfcc.org/resources/guidance/index.html 

▼  Identify the nuances of working with patients and families 
 Tips for Group Leaders and Facilitators on Involving 
Patients and Families on Committees and Task 
Forces  

 
http://forces4quality.org/compendium-tools-engaging-patients-your-
practice 

 
http://oregon.providence.org/patients/
healthconditionscare/providence-medical-
group-patient-and-family-advisory-program-
volunteer/pages/default.aspx 

Articles, Websites, Listservs, Seminars, 
and Conferences 

http://pfacnetwork.ipfcc.org/main/summary 

http://www.ipfcc.org 

 
What is Patient- and Family-
Centered Care? 
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What is Patient and Family-Centered Care? 
 
An approach to the planning, 
delivery, and evaluation of health 
care that is grounded in mutually 
beneficial partnerships among 
health care providers, patients, and 
families.   
It redefines the relationships in 
health care by placing an 
emphasis on collaborating with 
people of all ages, at all levels of 
care, and in all health care 
settings.  

 
 
Patient- and Family-Centered Core 
Concepts defined by IPFCC 

▼ People are treated with respect and dignity.  

▼ Health care providers communicate and share 
complete and unbiased information with patients and 
families in ways that are affirming and useful. 

▼ Patients and families are encouraged and supported 
in participating in care and decision-making at the 
level they choose. 

▼ Collaboration among patients, families, and providers 
occurs in policy and program development and 
professional education, as well as in the delivery of 
care. 

  
 
  

 Patient- and family-centered care is 
working "with" patients and families, 
rather than just doing "to" or "for" them. 

 

 
 Why Patient- AND Family-Centered Care 
and not just Patient-Centered Care?  

 
 
 
 

     Individuals, who are most dependent on health care, are 
most dependent on families… 

 The very young;  
 The very old; and  
 Those with chronic conditions. 

 
 
Families can be allies for quality and safety; they often are 
the constant support across settings and assist with 
transitions of care. They can participate in the development 
of a care plan and support adherence to the plan. 
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Why Patient- AND Family-Centered Care 
and not just Patient-Centered Care? 
 

 
 
 
 

     
Social isolation is a risk factor. 

Research is clear that isolating patients at their most 
vulnerable times from the people who know them best 
places them at risk for medical error, emotional harm, 
inconsistencies in care, and costly unnecessary care 
(Cacioppo & Hawkley, 2003;Clark, 2003). 

The majority of patients have some connection to family 
or natural support. 

Cacioppo, J. T., & Hawkley, L. C. (2003). Social isolation and health, with an emphasis 
on underlying mechanisms. Perspectives in Biology and Medicine, 46(3), S39-S52. 

 

Patient and Family Engagement 
 
A Definition . . . 
“...patients, families, their representatives 
working in active partnership at various levels 
across the health care system—direct care, 
organizational design and governance, and 
policy making—to improve health and health 
care.” 

 
Carman, K. L., Dardess, P., Maurer, M., Sofaer, S., Adams, K. 
Bechtel, C, Sweeney, J. (2013). Patient and family engagement: A 
framework for understanding the elements and developing 
interventions and policies. Health Affairs, 32(2), 223-231.  

 
 
 
 
 

Patient and Family Engagement 

Patient and family engagement is a strategy for building a 
patient- and family-centered system of care. It is a priority 
consideration and essential to health reform at four levels: 
  At the clinical encounter…patient and family 

engagement in direct care, care planning, and 
decision-making. 

  At the practice or organizational level, patient and 
family engagement in quality improvement and 
health care redesign.  

  At the community level, bringing together community 
resources with health care organizations, patients, and 
families. 

  At policy levels locally, regionally, and nationally. 

 
 
 

“At every opportunity within the 
organization, it’s your role to ask, ‘How can 
we get patients and family members 
involved?’ Over time, others begin to ask 
the question when you aren’t there.” 

       Deborah Hoffman Toffler 
       Director, Volunteer Services and the 
       Shapiro Center for Patients and Families 
       Dana-Farber Cancer Institute 
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Patients and Families . . . 
 
Essential Partners in Quality 
Improvement and Medical Home 
Implementation 

Getting Started – An Assessment 
Bundle 

▼ Assess attitudes for patient and family 
involvement in the clinic 
 Checklist for Attitudes – Great tool for direct 
conversations with leaders/sponsors 
 Partnering With Patients And Families To 
Accelerate Improvement Readiness 
Assessment – Useful with existing teams/
committees 

▼ Address concerns & dispel myths 
▼ Identify champions within organization and 

across disciplines and enlist their assistance 

Gaining Leadership Buy-in 

▼ Assess interest, concerns and issues. 
▼ Provide data and tell compelling stories. 
▼ Align involvement of patients and families 

with current work; frame approach as the 
way work is done. 

▼ Respect bottom-line. 

▼ Measure results and engage leaders in 
patient and family advisor activities. 

▼ Celebrate successes. 

 
A Key Lever for Leaders . . . 
Putting Patients and Families on the 
Improvement Team  

 
 In a growing number of instances where truly 
stunning levels of improvement have been 
achieved... 

 

 Leaders of these organizations often cite—putting 
patients and families in a position of real power and 
influence, using their wisdom and experience to 
redesign and improve care systems—as being the 
single most powerful transformational change in 
their history. 

 

 Reinertsen, J. L., Bisagnano, M., & Pugh, M. D. Seven Leadership 
Leverage Points for Organization-Level Improvement in Health Care,  
 2nd Edition, IHI Innovation Series, 2008. Available at www.ihi.org. 



8/13/13 

7 

xxxxxx "The most direct route to the Triple Aim is via 
patient- and family-centered care in its fullest form.” 
 

      Don Berwick 
      June 5, 2012 

Health of Populations 

Patient  
Experience 

Reducing 
Costs 

Triple Aim — Patient- and Family-Centered Care 
Groom and Utilize Leadership 
Enthusiasm 

How Patient-Centered Practices Involve 
Patients in Quality Improvement 
▼ Surveyed 112 patient-

centered medical home  
clinics in 22 states. 

▼ Nearly all solicited patient 
feedback. 

▼ Only 32% involved patients 
as advisors on QI teams or 
councils. 

▼ A high level of involvement 
group was seen as having 
advisors and surveys. 

▼ Leadership commitment 
essential. 

 Han, E., et. Al., Survey Shows That Fewer Than A Third Of Patient-
Centered Medical Home Practices Engage Patients In Quality 
Improvement Health Affairs, 32, no.2 (2013):368-375  
 

Useful Framework for Participation 
Depth of 
Engagement 

Patients and Family 
Role 

Things to Consider 

Ad Hoc Input Survey or Focus 
Group Participants 

Ensure diversity and 
representation, validity 

Structured 
Consultation 

Council or Advisors- 
provides QI input 

Early consult supports 
partnership model 

Influence Occasional Review/
Consultants to project 

Allows flexible ways to 
participate; requires 
background/orient. 

Negotiation Member of QI Group Training in QI 
approach 

Delegation Co-Chair of QI Group High level of expertise 
or skill 

Advisor Control Implementer or peer 
support role 

Strong training 
component, mentoring 
and compensation 
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Preparing Advisors for Quality and 
Safety Committees 

▼  Orientation on the quality improvement (QI) 
methodology used in your organization and 
any definitions and tools. 

▼  Background on the particular QI project, 
including review of the charter, purpose or aim 
statement, members of the team and their 
title, role and expertise, and summarizing any 
data that was used to select the project. 

▼  In preparation for joining a committee at this 
stage, update the advisor about current topics 
that have been discussed and will be decided 
at the advisor’s first meeting.  

Preparing Advisors for Quality and 
Safety Committees (cont.) 

▼  Talk with the advisor about the use of data in this 
group. 

▼  Set-up a meeting with the Chair of the committee to 
meet the advisor ahead of time and identify a staff or 
current advisor on the committee who can mentor the 
advisor as they begin their participation.  

Plan	



Do	

Study	



Act	



On-the Ground at Humboldt - Jessica 
Pa#ent	
  
Partners	
  
-­‐2	
  Per	
  team	
  

Prac#ce	
  Teams	
  
-­‐From	
  10-­‐18	
  
Primary	
  Care	
  
Prac3ces	
  

Primary	
  Care	
  
Renewal:	
  
-­‐Community-­‐wide	
  
Quality	
  
Improvement	
  	
  
Collabora3ve	
  
	
  

Primary	
  Care	
  Renewal-­‐	
  Humboldt	
  County,	
  Ca	
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Collabora3ve	
  Coaching	
  Model	
  

Stapleton	
  &	
  Osborne-­‐Stafsnes	
  for	
  AFH,	
  2013	
  

Prac3ce	
  Coaches	
  
Pa3ent	
  Partner	
  Project	
  
Managers	
  

Prac3ce	
  Team	
  Pa3ent	
  Partners	
  

Effec3ve	
  QI	
  Team	
  

Lessons	
  Learned	
  in	
  Humboldt	
  

•  One	
  size	
  doesn’t	
  fit	
  all:	
  	
  coaches	
  
may	
  need	
  to	
  rely	
  on	
  a	
  variety	
  of	
  
techniques	
  to	
  engage	
  pa3ents	
  
at	
  various	
  prac3ce	
  seUngs:	
  
–  Provide	
  clarity	
  
–  Reframe	
  focus	
  
–  Seek	
  opportuni3es	
  for	
  

engagement	
  
–  Mi3gate	
  challenges	
  
–  	
  Share	
  best	
  prac3ces	
  

•  Collabora3on	
  and	
  
communica3on	
  between	
  
prac3ce	
  coaches	
  and	
  pa3ent	
  
program	
  leads	
  is	
  essen3al!	
  	
  	
  

Osborne-­‐Stafsnes	
  for	
  AFH,	
  2013	
  

How Does A Clinic Invite Patient and 
Family Participation? 

Patient- and Family-Centered Core Concept 
Collaboration 

Health care 
professionals invite 
patients and families 
to join quality 
improvement teams 
and safety efforts. 

Staff and clinicians build on 
the expertise and experience 
of patients and families to 
improve or redesign 
services, information or 
education materials. 

Poster of primary care 
doctor used in 
recruiting patients & 
families to participate 
in clinic redesign. 

Approval logo that appears on all 
materials reviewed by the 
advisors. 
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What is a Patient and Family Advisory Council?  

▼ Formal mechanism within an organization to create 
authentic collaboration and partnerships. 

▼ Establishes ongoing relationships over time with regular 
meeting times and terms of service. 

▼ Seeks diverse perspectives representing the populations 
served. 

▼ Organizational leadership sponsors the effort. 
▼ Council provides input vehicle for a variety of issues. 
▼ Role of Advisors:   

 Partners in key areas within the organization (quality, 
safety, program development, policy). 
 Initiates and identifies opportunities for improvement 
in patient and family experience of care. 

Collaboration Beyond Advisory  
Councils 

Advisory Councils are only one way to  
partner with advisors. Here are some other effective 
ways: 
▼  Invite patients with a chronic condition to participate in 

a clinic team working on improving educational 
materials or programs to that population of patients. 

▼  Identify patients new to the clinic to participate in a 
“photo walk-about” to take pictures of ways the clinic 
is welcoming and places where the messages could 
be more positive or where way-finding is confusing.  

▼ Ask patients and family what is one change we could 
make that would improve your experience? Collect 
the responses and form a clinic team with advisors to 
follow-up on suggestions. 

Creating the Expectation for 
Partnership in Clinical Care  
 Welcoming and Honoring Diversity 



8/13/13 

11 

 Patient Advisory Board 

Team Up for Health Humboldt Open Door Clinic 
 Redesigning the clinic’s 

bulletin boards. 

 Helping to improve 
community resource 
referrals. 

 Reviewing the telephone 
system. 

 Developing a patient/
friendly business card for 
clinic patients. 

  Promoting provider 
engagement. 

http://www.teamupforhealth.org/index.php/dashboard/ 

Redesign of Primary Care  
Self-Management Support 

  Information Sharing  
  Goal Setting 
  Action Plans 
  Follow-Up Support 

Self-Management Support 

www.ihi.org/offerings/Initiatives/PastStrategicInitiatives/ 
   NewHealthPartnerships/Pages/default.aspx 
www.chcf.org/topics/patient-self-management 
 

Patient-Centered  
Medical Home Brochure 

  Created in partnership 
with Patient & Family 
Advisors, Providers, 
Health Educators. 

  Translated into 5 
languages and has 
patient’s clinic 
information on the back. 

  Used “real people” in 
brochure – Advisor in the 
center. 

 

After Visit Summary (AVS) Subcommittee  
  5 monthly 2-hour 

meetings 
  7 Patient & Family Advisors  
  Senior Regional Medical 

Director  
  Health Educator, Provider 

Educator 
  Program Coordinator 

 

  AVS Data collected for 
baseline 

 

  Poster created 
 

  Communication plan 
developed 

  29% improvement in use 
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  Patient & Family Advisors 
were part of PCMH steering 
committee meetings 

 Reported results monthly to 
PFAC   

 

   Sub-committee was 
formed based on patients’ 
interest  

  TV’s in clinics 
  Patient  & Family Advisors 

interviewed other patients in 
lobby 

  Patient Education materials 
created 

  Better understanding of how to 
engage patients in their medical 
homes  

 

Patient & Family Advisors were Involved 
Throughout the Pilot Phase 

Using Tools to Breakdown Barriers 

 Patient – Family Advisors joined QI Safety 
initiative to support medication reconciliation 
efforts underway 

  Initiated patient education effort to improve 
medication partnership  

 Advisors continue to do community outreach 
at senior centers and encourage sustained 
focus by the organization on 

   this important topic 

   Community-wide 

 Public Service 
Announcements 

 Distribution of flyer/
tool to gathering 
spots. 
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www.peacehealth.org/phmg/eugene-springfield/
eugene-springfield-locations/patient-services/for-new-
patients/Pages/your-medications.aspx 

•  Collaborative pilot between PeaceHealth Medical 
Group and Regence Health Plan 2008-2011.  

•  Designed with patients and families; ongoing patient 
and family advisor consultation during 
implementation.  

•  Winner of the STFM 2010 Practice Management 
Award for Practice Improvement. 

•  Highlighted research brief by the UCSF Center for the 
Health Professions, Revised December 2011.  

•  Now a working model that is informing PHMG in their 
implementation of medical homes in three states 
(OR,WA,AK). 

A Patient-Centered Medical Home 
Team Fillingame 

Engaging Patients and 
their Families in Care  

▼ Patient Orientations—Introduction to Team Concept. 
▼ Quarterly Newsletters on Health and Wellness. 
▼ Providing incentives—pedometers, recognition. 
▼ Asking—What is Important to You? What would you like 

to work on? How do you best learn? 
▼ Encouraging family involvement.  
▼ Strength-based approach—Appreciative Inquiry. 
▼ Motivational interviewing and patient-centered goal-

setting. 
▼ Utilizing peer support through Shared Medical Appt. 

▼ Patient Advisors recruited from Team 
Fillingame panel 

▼ Extensive use of advisors in development of: 
 New Patient Orientation. 
 Use of Patient Activation Measure and Coaching 
for Activation. 
 Creating welcoming space in the lobby with 
computer, magazines, etc.  
 Use of Shared Decision-making Programs with 
patients faced with critical decision-making (back 
surgery, menopause, advanced directives, etc.). 
 Just-in-time surveys on monthly newsletter, patient 
education materials. 

Inviting Participation in 
Practice Changes  
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Outcomes and Improvements 
Summary:  
•  Steady and sustained reduction in use of urgent care or 

emergency room for care that is best provided in 
medical home. 

•  Improved access to care; both appointment access as 
well as access to information and care by phone. 

•  Improved control of blood pressure – use of group visits 
and outreach. 

•  Improvement in knowledge, skills and confidence in 
self-managing (Patient Activation). 

•  Greatest referral to tobacco quit line and follow through  
in state. 

•  Increased referral and use of community resources 
including the Living Well with Chronic Illness classes. 

The Role of Measurement and 
Documentation 

Three Key Areas of Measurement 

▼ Measure the effect of patient- and 
family-centered care on key outcomes. 

[Patient Experience of Care] 
▼ Document the efforts and impact of 

patient and family advisors. 
▼ Share outcomes with leaders, clinicians, 

staff, patients, residents, families, and 
community members. 

91.3% 92.2% 
92.6% 

89.4% 
90.0% 

90.3% 

88.4% 

92.7% 

85% 

90% 

95% 

100% 

July-Sept 08 Oct-Dec 08 Jan-Mar 09 Apr-Jun 09 July-Sept 09 Oct-Dec 09 Jan-Mar 10 Apr-June 10 

PHMG Quarterly Medication Reconciliation - FY09-10 
32 Depts Reporting, % of Pts answering Yes to both questions: 

At your visit today, did someone review and update your medications with you?  
Were you offered an updated medication list before you left? 

% Pts answering Yes/Yes Target FY10 Avg 
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Access	
  to	
  Medica3ons	
  Info	
  
Before	
  

AYer	
  

How Much Measurement is Driven by 
Patient and Family Values? 
 EXIT SURVEY: 
 
Was your decision to transfer care related to any concern 
you had with: 
□  Provider attitude   
□  Staff attitude   

 □ Nurse 
 □ Receptionist 

□  Quality of care     
□  Other  
What is your number one suggestion to improve our 
services?  
  

Beginning Measures:  Use of Advisors  
Summary Stats: 
•  How many patients and family advisors have been  

recruited and selected? 
•  Are they representative of population served? 
•  What are the assignments of the Advisors? 
•  What number of hours do they contribute? Monthly, 

Yearly? 
Process measures: 
•  What is our largest recruitment source? 
•  What is the retention rate of advisors? 
•  What is the stated reason for leaving? 
Qualitative Questions: 
•  Do our participants identify the experience as 

collaborative? 

In summary, to have successful 
partnerships in medical homes . . . 
  

▼ Clinic leadership demonstrates its commitment. 

▼ A skilled facilitator for collaborative endeavors 
is appointed with dedicated time for this work.  

▼ Patient and family advisors, who are committed 
to partnering with the clinic and others in the 
community, are selected and supported. 

▼ There are meaningful opportunities to work 
together, listen, and learn. 



8/13/13 

16 

Explore 
Best 
Practice 

Gauge 
Leadership 
Buy-in 

Assess 
site 
readiness 

Align with 
current work 

Measure 
results  

Facilitate 
collaboration 

Select & orient 
advisors 

Identify potential 
advisors 

Celebrate 
success 

Inviting new partners 
into the work 
requires a thoughtful 
approach and 
ultimately is very 
rewarding. 
 
 

A Moment to Reflect 

▼ What existing quality improvement 
activities are underway that could 
benefit from patient and family 
involvement? 

▼ What ideas did you generate when 
clinic examples were shared?  

▼ What support might you need to 
integrate advisors into the medical 
home transformation? 

   
 
 

For more information or questions: 
mminniti@ipfcc.org 
541-520-3655 
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Resources 

  A Checklist for Attitudes 
  How to Conduct a "Walk About” 
  Patient-Centered Medical Home –  
Engaging Patients and Families – Benefits for Physician 
Practices 
  Preparing Advisors for Quality and Safety Committees  
  Partnering with Patients and Families to Accelerate 

Improvement Readiness Assessment 
  Tips for Group Leaders Involving Patients and Families 
  Framework for Patient and Family Involvement in Quality 

Improvement 


