CHANGE CONCEPTS for PLANNED CARE MODEL
	Health Care Organization
	Community
Resources
	Self-Management Support
	Delivery System Design
	Decision Support
	Clinical Information Systems

	Senior leaders and staff visibly support and promote the effort to improve chronic care.


	Establish linkages with organizations to develop support programs and policies.

	Collaborate with patients to set and document self-management goals.

	Optimize the Care Team.

	Embed evidence-based guidelines in the care delivery system.

	Establish a registry.

	Allocate resources and remove barriers for improving chronic disease or planned care for any condition.

	Link to community resources for defrayed medication costs, education, support and materials.


	Appreciate and consider the culture.

	Create a system to identify and remind population.

	Establish linkages with key specialists to assure that primary care providers have access to expert support.


	Develop processes for use of the registry, including designating personnel to enter the data, assure data integrity, and maintain the registry.



	Integrate the Collaborative models into the Quality Improvement program.

	Encourage participation in community education classes and support groups.


	Use self-management tools that are based on evidence of effectiveness.

	Use planned visits in individual and group settings.


	Provide skill-oriented interactive training programs for all staff in support of chronic illness improvement.


	Use the registry to provide feedback to care team and leaders.




	Health Care Organization
	Community
Resources
	Self-Management Support
	Delivery System Design
	Decision Support
	Clinical Information Systems

	Commit to the importance of improving chronic care or planned care by building implemented changes from collaborative into all staff job descriptions and performance evaluations.

	Raise community awareness through networking, outreach and education.


	Train providers on how to help patients with self-management goals.

	Use the registry to generate reminders and care-planning tools for individual patients.


	Educate patients about guidelines.


	Use database for pro-active patient management.

	Provide culturally competent staff to meet the needs of the patient population serve.

	
	Follow-up on and monitor self-management goals.

	Organize the follow-up process.

	
	

	
	
	Use group visits to support self-management.

	Use community health worker programs for outreach.

	
	

	
	
	Tap community resources to achieve self-management goals.

	
	
	


ORGANIZATION OF HEALTHCARE

Senior leaders and staff visibly support and promote the effort to improve chronic care.

· Embed Collaborative models into strategic plan, Collaborative Quality Improvement plan, health care plan and business plans

· Senior leaders meets with the pilot team

· Senior leader talk in staff meetings about the improvement effort

· Senior leaders participate in writing the aims and goals of the initiative and provide guidance for the team

· Physician champion share tested tools and interventions at provider meetings to engage interest and involvement.
· Regular reporting to boards 

· Publish own progress (good as well as opportunities for improvement) in the monthly newsletter

· Link measures and outcomes to the strategic business plan

· Design a policy on improving chronic care or planned care for the policy and procedure manual

· Place storyboards in places visible to staff and patients

· Post senior leader reports/graphs so staff can review

· Monthly updates to community
Allocate resources and remove barriers for improving chronic disease or planned care for any condition.
· Assign day-to-day leadership for continued clinical improvement

· Provide time for the day-to-day leader to manage the initiative

· Regular team meetings

· Team development activities to create high performing teams

· Gain partnership and trust of the CEO and Medical Director so that they will formally delegate authority to the team to make change

· Regularly evaluate the team process and progress
· Make maintaining progress part of ongoing work

· Educate staff

· Have MIS involvement with team

· Develop on site resources; examples include onsite HbA1c tests, mental health workers, on site colposcopy, acute asthma medications

· Financial support for registry
· Incentives for staff (time off, certificate of recognition, monetary) 
Integrate the Collaborative models into the Quality Improvement program

· Enlist the person responsible for quality as a team member

· Regular report to quality committee on the work of the Collaborative team

· Integrate the collaborative models (Care Model and Improvement Model) into the quality improvement plan and use them for all improvements

· Registry reports given out at quality improvement meetings

Commit to the importance of improving chronic care or planned care by building implemented changes from collaborative into all staff job descriptions and performance evaluations

· Implemented changes a part of new staff orientation, training and support
· Orientation, training and support system for existing employees on implemented changes 
· Integrate into job descriptions
· Build improvement expectations and implemented changes into performance evaluations and peer review

Provide culturally competent staff to meet the needs of the patient population served

· Survey for and understand the diversity and needs of the population you serve on a regular basis.
· Seek out diversity in team membership
· Utilize Promotoras, Comadres, Lay Health Coaches
· Assure appropriate health literacy in all communications

COMMUNITY

Establish linkages with organizations to develop support programs and policies

· Establish relationship with grass roots and government funded organizations that offer programs to support patients.
· Identify clinic/team/patients needs and approach other community organizations for help.
· Request education and services from universities, colleges, and extension services.
· Develop memoranda of understanding or similar documents as needed to define partnerships.
· Ask for community representatives to attend and be a part of the advisory groups.
· Clinic teams attend various community workshops and group meetings to educate on the importance of self-management and chronic care/planned care.
· Health fair/outreach events, especially to reach the underserved or culturally diverse populations
· Awareness events/health fairs/outreach/public service announcements 
· Working with patients in community outreach activities
· Use lay health workers to link community and practice.
Link to community resources for defrayed medication costs, education, support and materials.

· Request supplies and unrestricted grants from pharmaceutical firms and local stores/pharmacies

· Obtain free or reduced cost passes/memberships from local YMCA/YWCA for chronic disease patients.

· Participate in drug assistance programs

· Request funding from service organizations (Lions, etc.) for specific items or equipment.

· Bring specialty services to a large group of patients, i.e. diabetes fairs with specialist participation for eye and foot exams

Encourage participation in community education classes and support groups.

· Review the class curricula for compatibility with the clinic’s self-management approach and cultural differences.

· Review systems for referring patients to the groups.

· Use registry to mail out flyers to patients.

· Maintain close communication with the community sponsor.

· Evaluate the group/class with patients.

Raise community awareness through networking, outreach and education.

· Sponsor health fairs and education.  Focus on underserved populations.
· Work with churches, faith based organizations or other groups where your patients naturally gather.

SELF-MANAGEMENT SUPPORT

Set and document self-management goals collaboratively with patients
· Use all staff and opportunities: define tasks and roles, e.g. who will set the action plan, who will do follow-up, who will fill out the assessment form-and assign them
· Case managers to work with patients with complex or high need
· Train various team members to assist patient in setting SMG, i.e. medical assistant can check on status of previous goal set
· Give patients a copy of goals and place copy in chart
· Patients who need self-management goals are identified
· Group teaching of self-management goal setting 
· Assess patient’s skill, understanding and confidence in managing their disease
· Use incentives to reinforce self-management behavior

Appreciate and consider the culture

· Explore the cultural competency of your organization and staff
· All materials culturally competent, in multiple languages and appropriate health literacy to reach patients served.  This includes not only health education materials, but consent forms, forms describing procedures, registration forms, etc.
Use self-management tools that are based on evidence of effectiveness

· Identify self-management tools, including the following:
       An action plan that includes goals and describes behavior
       A review of the patient’s personal barriers
       Steps to overcome barriers
       The patient’s confidence level
       A follow-up plan
· One self-management process for all patients, i.e. one goal sheet, one documentation process, self-management contract
· Self management education materials for the patient

Train providers on how to help patients with self-management goals

· Select a self-management curriculum that has been tested and found effective
· System-wide self management training for all clinical staff on self-management techniques/approaches
· Having  self-management forms and educational material organized so easily accessible
· Patient education materials (signs/brochures/bulletin boards/videos) of appropriate health literacy and language to introduce/reinforce self-management
Follow up and monitor self-management goals

· Train staff for follow-up

· Schedule follow-up based on dates in the action plan

· Design follow-up mechanisms (calendar, registry, recall, tickler)

· Include problem solving in follow-up

Use group visits to support self-management

· Identify the type of group visit (support group, educational group, medical care group)

· Identify group to focus on (i.e. diabetic patients, homeless, etc)

· Identify and train the facilitator

· Take care of logistics

· Publicize the group visit through appropriate communications channels


Tap community resources to achieve self-management goals
· Identify resources in the community that would help in meeting self-management goals, such as exercise programs, meal programs.

· Educate patients and staff on local resources.
DELIVERY SYSTEM DESIGN

Optimize the Care Team

· Cross train staff
· Assure clinicians and staff work to their highest level of experience, skills and licensure
· Use standardized protocols to move work away from the provider
Optimize team communication
Huddles
Team Meetings
Staff Meetings
Communication Short Cuts
Flexible cues and sequencing
· Reduce variation in provider styles
· Limit interruptions

Create a system to identify and remind and population

· To institute proactive care, review the registry to identify population-based needs (e.g. eye and dental exams) and plan group visits/mailings/fairs/reminders to patients to meet those needs.

· Use care flow sheets, charting templates, or similar tools to guide care and follow-up.

· Use IT tools for real time data entry into registry where possible

· Stickers to mark chronic care/planned care  patient medical records

· Setup specific spot for chart to be placed for data entry

· Reminders put in charts

· Send proactive notification, reminder and  recall letters 

· Redesign forms, like flow sheets, to include key measures

· Automatic identification of all patient needs starting with check-in

· Data queries linked to mailing of postcards

Use planned visits in individual and group settings.

· Target what is needed before actual visit

· Query registry for missing/needed health maintenance services

· Review of charts and team planning prior to visits (huddle)

· Organize visit material during the huddle (health education, flow sheet, lab results, etc.)
Use the registry to generate reminders and care-planning tools for individual patients.

· Use patient treatment record forms that include services needed at time of visit.  

· Use registry periodically to generate lists of patients who are missing a service or have a service that is overdue.

· Use registry to generate lists of high-risk patients for specialized care and follow-up.

· Divide the population into categories (e.g. ethnicity, language, insurance, needs/limits, homelessness) to identify needs.

· Decide how to handle patients with missing services.  Consider using planned visits, fitting evidence based care into acute visits, and group visits.

· Use the registry to invite patients to health fairs, informational meetings, etc.

· Use the registry to identify the under-insured population to solicit for special services and medical assistant programs.

Organize the follow-up process

· Follow up of abnormal results within a timely manner
· Establishing a referral feedback system
· Develop patient recall system
· Design case management assistance for high risk patients 
Use community health worker programs for outreach
DECISION SUPPORT

Embed evidence-based guidelines in the care delivery system
· Identify existing guidelines based on the best medical evidence.
· Review and select the best for your clinical setting.
· Teach providers the basics of evidence-based medicine and guideline review
· Have providers review and discuss guidelines to develop consensus.
· Customize guidelines for the practice, within boundaries of the evidence.
· Use standardized assessment to diagnose and determine disease control and risk for complications to guide management for all patients.
· Consider conducting a baseline chart audit to benchmark your current practice against agreed-upon guidelines.
· Use flow sheets, pathways, or checklists to embed guidelines into daily practice.  The guidelines include triggers for care.
· Link guidelines to the information system to provide prompts.
· Review and update guidelines for care regularly (at least yearly)
Establish linkages with key specialists to assure that primary care providers have access to expert support.

· Find specialists who will treat your patients and support your improvement efforts
· Review guidelines with specialists to get their input and buy-in

· Work with specialists to define appropriate patients for referrals, based on the guidelines

· Work with specialists to clarify the approach to follow-up

· Develop mechanisms to track the following:
       Referral made
       Specialist saw patients
       Specialist letter received by primary care provider
       Patient returned to primary care provider

· Use joint visits with specialists or direct phone consultation and other innovative primary care/specialist relationships
· Mentoring on clinical and technical expertise
· Access to specialty care when there is a need
Provide skill-oriented interactive training programs for all staff in support of chronic illness improvement.

· Evaluate educational needs of staff
· Schedule in-services routinely and opportunistically
· Use expert, mentor, or specialist for education
· Use care management conferences to encourage guideline based practice:
       Develop multi-disciplinary case review/care management team
       Decide how case review information will be used: to make changes in care delivery, to educate providers, to educate patients.
Educate patients about guidelines.

· Develop “patient friendly” guideline handouts or wallet cards and distribute them to patients.
· Have providers reinforce patient expectations: clarify the patient’s role in making sure recommended tests and exams are completed according to the guidelines.
· Include “patient expectations” as part to all support groups, health fairs, and public presentations.
CLINICAL INFORMATION SYSTEMS

Establish a Registry

· Choose or develop an electronic or manual registry
· Decide on what data to include in the registry based on the essential elements of good chronic disease or planned care.
· Document how you established the data elements on a template, so that new staff can replicate the process.
· Build the registry using existing information system to identify the majority of patients with your targeted conditions.  For example, add names from billing data of the ICD9 250.xx list for the last calendar year.  Add new names as new patients join the practice.
· Share the list with the Care Team to eliminate miscodes.  Have team “clean” the list by noting patients who do not have that diagnosis, have moved out of the area or who have died.
· Document the process of identifying patients “inactive”.
· Use color dots to identify medical records of persons with chronic illness.
Develop processes for use of the registry, including designating personnel to enter the data, assure data integrity, and maintain the registry.
· Develop flow sheet for patient/provider interaction and data collection and entry.
· Develop tools for collecting data

· Train people who will be collecting and entering data into the registry.  Include test cases for entering data.

· Create a process for data entry, real time if possible.

· Ensure system security

· Make sure staff is trained on data entry, back-up and security procedures.

· Establish system back-up
Use the registry to provide feedback to care team and leaders.
· Decide which elements or fields in the registry, and which subgroups of patients, to report on.
· Develop a format of feedback.
· Decide who receives feedback and how often.
Use database for pro-active patient management.

· Schedule and produce reports for individual and population based management

· Provide real time access to reports for care teams.

· Build in prompts and reminders from database into workflow
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