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Making High-quality,
Patient-centered Care a Reality

Marie Schall, MA; Cory Sevin, MSN, RN, NP;

Jobn H. Wasson, MD

Abstract: The Institute for Healthcare Improvement and others have spent a decade transforming
the concept of patient-centered care from the realm of idea to the reality of practice. In this intro-
duction, we provide a summary of this transformation, and the practical steps practices and health
systems can take to make their transition to providing more patient-centered care. Key words:
care team, IHI, measurement, patient-centered care, reliability, self-management

ORE THAN 2 DECADES AGO, primary

care clinicians began to measure not
only “patient satisfaction” with care but also
the physical, social, and emotional factors that
affect patients’ health and well-being, that is,
“what matters to the patient” (Nelson et al.,
1983). More than a decade ago, a critical
review of the literature identified collabora-
tive interaction between a clinician or clini-
cal team and the patient as the final common
pathway for the improvement of patient func-
tion (Wagner et al., 1996). The term “patient-
centered” care affirms the power of know-
ing and acting on what matters to the patient
and the proven benefits from collaborative
interaction. Moreover, “patient-centered” care
rejects the notion of paternalistic “doctor-
centered” healthcare services (Davis et al.,
2005; Wagner et al., 2005). Regardless of the
origins of the term, there is a growing recog-
nition that the provision of care centered
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on patients’ needs and expectations is a key
attribute of quality care (Bergeson & Dean,
2000).

In 1999, as the “patient-centered” concept
was starting to take hold, the Institute for
Healthcare Improvement (IHI) began its pro-
gram for the Idealized Design of Clinical Of-
fice Practice (UIDCOP). Within the IDCOP
model, the patient-provider interaction was
placed at the “heart of care” (Kilo & Endsley,
2000). However, there was also a recognition
that ideal practice required much more than
a focus on the collaborative interaction and
effective care alone. It required attention to
ensuring that patients have easily available ac-
cess to that care, evidence-based care that is
delivered consistently over time, and a vital
workforce for delivering the care. Donald M.
Berwick, MD, the President and CEO of IHI,
asserted that when these attributes of ideal
practice were optimally combined, patients
would be able to strongly agree that “I receive
exactly the care I want and need exactly when
and how I want and need it!”

Since that time, IHI and others have con-
tinued to explore how best to put the pa-
tient experience at the heart and center of
redesign efforts in ambulatory care. In this
introduction to the series, we provide an
overview of both the experiences and the
practical steps practices and health systems
can take so that their patients attain “exactly
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the care they want and need.” This series has
been written in the spirit of sharing what
we and others have learned so that all am-
bulatory care-based practices can adapt the
ideas described here and make the delivery of
patient-centered care a reality for millions of
patients.

LESSONS LEARNED FROM 10 YEARS
OF EXPERIENCE

With the advantage of hindsight and
10 years of experiences from many partici-
pating practices and health systems, we have
identified 5 helpful principles for making
high-quality, patient-centered care a reality.

It is important to understand and
influence the culture

¢ Atthe policy level, current payment prior-
ities and methods favor interventions for
acute, episodic-based care. For example,
although most payment systems provide
coverage for office visits, they do not pay
for follow-up contact by the care team
with patients needing ongoing support
for managing their medications, creating
healthy diets, or exercise programs. In ad-
dition, care is fragmented with little coor-
dination of care across providers because
payment systems reimburse providers for
specific episodes of care (Fisher et al.,
2003). More subtly, even the clinical deci-
sions of physicians within the office will
reflect the intensity of medical resources
of the environment in which they find
themselves (Sirovich et al., 2006).

Leadership matters! At the organizational
level, progress toward improvement is
greatly impacted by the way in which
the “owner” of a clinical practice sets
policies and reinforces the importance of
improvement. When leadership and staff
priorities are not aligned, poor quality is
likely (Tucker, 2008). For example, if fi-
nancial incentives for physicians are tied
to the number of patients seen rather than
the overall care and/or quality of the care
provided, the focus is then on volume and

not care. On the other hand, when lead-
ership is aligned with staff and vice versa,
exemplary care can happen.

Make wise use of preexisting models
and methods

e The IHI has developed and utilized a
number of models such as the IDCOP
model discussed above to help practices
improve care processes and patient out-
comes. It is important not to see a model
as a rigid roadmap without little regard to
resource requirements or inherent limita-
tions for spread to other conditions and
patient populations.

¢ Some methods and models seem to work
better when their components are “se-
quenced.” For example, among small, in-
dependent practices, a specific sequence
derived from the Chronic Care Model
(Wagner et al., 1996) and microsystem
(Nelson et al., 1983) principles is be-
ing delivered at almost no cost to many
smaller practices cross the United States
(Ideal Medical Practices.org).
Start with the full scale in mind. Although
a number of practices have had initial dra-
matic results from collaborative and other
learning methods that focused on improv-
ing care for particular subpopulations of
patients such as those with diabetes or
asthma (Chin et al., 2004; Schonlau et al.,
2005), they have not always been able
to apply the changes to all patients in
their practice. Asking the question of how
specific changes can be planned and se-
quenced to be more easily applied to
all populations of patients has emerged
as a promising approach to total system
redesign.

Place what matters to the patient
in the center

e Healthcare professionals are well trained
to assess, diagnose, and prescribe for
what, bioclinically, is the matter with the
patient. Healthcare professionals are less
comfortable assessing and helping man-
age issues that matter to the patient (such
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as their functional limits or their informa-
tion needs). In addition, many practices
do not have processes in place to sup-
port the provider in being able to respond
to complex psychosocial and behavioral
health issues. The issues that matter to
the patient are at the heart of patient-
centered care (Moore & Wasson, 20062).
Patient-centered care will not occur un-
less patients help set the agenda for prac-
tice redesign. Practice may have patients
serve in an advisory capacity either as
part of a patient council or as a mem-
ber of the care team or having patients
comment on care using surveys. Prac-
tices are less accustomed to placing what
matters to a particular patient on the
agenda of the clinical staff. For assessing
and helping manage issues that matter to
the patient, different approaches, tools,
and techniques are necessary. “CARE vi-
tal signs,” described in an article by that
name, illustrates how patient-centered
care can be implemented in any setting
with any patient population.

Minimize complexity

¢ At all levels—policy, organizational, and
especially at the front line—the greater
the number of “handoffs,” the greater the
opportunity for misunderstanding, mis-
takes, waste, and errors (Fisher et al.,
2003; Wasson, 2008; Wasson et al., 2007).
Paradoxically, the inclusion of many com-
plementary roles within a team can some-
times undercut its efficient and effective
function. Reliability of service is a useful
byproduct of reduced complexity.

Use the lowest cost, most adaptable
technology

e The last decade has witnessed tremen-
dous advances in healthcare technology
and promotion of its virtues. Many of-
fice practices are using electronic medi-
cal records, automated registries, e-mail,
and even e-prescribing. However, few of
these technologies begin with the patient
and follow him or her seamlessly through
the care processes. A previous issue of

the Journal of Ambulatory Care Man-
agement was devoted to “Technology
for patient-centered collaborative care”
(Moore & Wasson, 2006b). Relevant ex-
amples are reintroduced in this issue of
the journal.

THIS SERIES OF ARTICLES

The series of articles that follow report on
a decade of experience building on the foun-
dation of IHI's IDCOP. Table 1 provides an
overview of the “take-home” messages from
these articles. The intent of all the authors is
to make sure that the “take-home” is practical
and replicable for most primary and many spe-
cialty care settings.

Even if usual care is not yet particularly
patient-centered, one would hope that it
would at least be reliable and safe care. Un-
fortunately, this is not the case. For example,
depending on their burden of illness, from
1% to 7% typical adult patients report a per-
sonal harm in the past year (Ideal Medical
Practices.org). Unreliable service and design
of practice undercut any effort to improve
care. One key learning from IHI's work has
been that reliability strategies associated with
higher levels of success include consideration
of human factors in design of work processes.
In “Making patient-centered care reliable,” the
authors emphasize the factors, both human
and system, that have to be changed if high
reliability is to become an intrinsic property
of care.

Without a patient’s involvement, the
outcomes of patient-centered care will be
inadequate. “Activation of patients for suc-
cessful self-management” describes how to
effectively activate patients for successful
self-management even when the clinical
circumstances are less than ideal.

When physicians, nurses, medical assis-
tants, receptionists, and others who help sup-
port patient care focus on the needs of their
patients and the vitality of their function as
a team, it is more likely to identify, imple-
ment, and sustain necessary improvements
than is possible in an environment where
there is little recognition or support for the
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Table 1. Overview of “take-homes” for the Institute for Healthcare Improvement outpatient series

Article

Theme

“Take-home”

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

“Making patient-centered
care reliable”

“Activation of patients for
successful
self-management”

“Optimizing the care
team”

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

“Balanced measures for
patient-centered care”

“CARE vital signs”

For practices large and small,
much has been learned
through the experience of
Institute for Healthcare
Improvement and others that
has relevance for all

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 easy way to
plan patient-centered care for
every patient

Five lessons for office practice
improvement

The 3-tiered process for building
reliability

Tools and methods for patient
activation Practice changes to
incorporate patient 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
benefits at little cost Brief
baseline measures for patients
Brief baseline 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

development of a care team. In “Optimizing
the care team,” the authors describe some
useful methods for making a care team as
patient-centered and reliable as possible.
Since beginning its office practice improve-
ment work, advanced access has been a cen-
tral focus of IHI activities, yet many patients
still experience long waits for routine appoint-
ments with their primary care physicians or
for a referral to a specialist. The article titled
“Accessing patient-centered care using the ad-
vanced access model” describes the methods
and benefits of improving access to care and

emphasizes 6 high-leverage changes for mak-
ing it work in any clinical setting.

In “Balanced measures for patient-centered
care,” the authors make the case that patient
and staff ratings of care should be considered
to be just as valuable as bioclinical or process
measures. Moreover, patient measures are in-
herently actionable and likely to result in bet-
ter care. The authors demonstrate how prac-
tices that build patient-reported measures into
everyday work have twice as many patients re-
porting that they receive exactly the care they
want and need.
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Finally, in an article titled “CARE vital signs,”
we emphasize the value of a simple tool
designed for 2 purposes: (1) to improve
patient-centered care for a particular patient
and (2) to stimulate the clinicians to build on
that use to improve patient-centered care for
all patients. For practices wanting to make
patient-centered care more than jargon, this
is a simple and very effective way to begin.

The series of articles represents the efforts
of many participants to improve medical care
during the past decade. Future scientific de-
velopments and social trends will undoubt-
edly bring changes in clinical care and the
methods needed to improve it. Despite the
inevitability of these changes, we hope that
the content of these articles will be useful for
years to come.
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Making Patient-Centered

Care Reliable
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Abstract: Multiple reports have concluded that healthcare does not reliably meet patient needs
and can even cause harm. The Institute for Healthcare Improvement (IHI) has adapted reliability
principles and methods from other industries and applied them in healthcare with promising re-
sults in hospital settings. This article describes how one outpatient system successfully applied
the IHI reliability methods to multiple clinical and administrative processes. How the application
may differ in outpatient environments is also discussed. In particular, the patient role is much
more central, and a strong collaborative engagement with the patient is likely necessary to achieve
high reliability. Applying reliability principles to patient-centered processes is a critical and un-
developed area. Key words: bealthcare quality, patient-centered care, practice improvement,

process improvement, reliability, safety

VER the last decade, multiple reports

(Committee on Quality of Health Care
in America, Institute of Medicine, 2001; Kohn
et al.,, 2000; McGlynn et al., 2003) have in-
creased the awareness that healthcare does
not reliably meet patient’s needs and can even
cause harm. A multitude and wide array of im-
provement efforts have emerged to address
the situation and, although hope remains,
progress is frustratingly slow toward the goals
set by the Institute of Medicine. In light of
this situation, the Institute for Healthcare Im-
provement (IHD explored utilizing reliabil-
ity principles, successfully applied in other
industries, to support improvement efforts
in healthcare. Thus far, these principles and
the resulting method (tested predominantly
in hospitals) have shown some promising re-
sults toward consistent and appropriate care,
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reduction in defects, and improved outcomes
(Nolan et al., 2004; Resar, 20006).

This article describes the application of
these reliability methods within 1 ambulatory
care setting and presents evolving responses
to the following questions:

1. Is the IHI reliability method useful in am-

bulatory care settings?

2. Does application of the IHI reliability ap-

proach differ for ambulatory care?

SYSTEM AND PROCESS APPROACH

The Committee on Quality Health Care in
America, Institute of Medicine (2000, 2001)
writes that it is system’s improvement and
not simply the training and education of pro-
fessionals that will lead to transformation of
care. Yet, taking a systems and process view
in healthcare can be a significant shift for
some healthcare professionals. For example,
a common assumption noted in medicine is
that quality is determined by the physician’s
skill, hard work, and expertise rather than
by the system (Berwick et al., 2002). This
assumption has led to an emphasis on pro-
fessional autonomy and variability in how

[AQ3]
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a process is performed (Espinosa & Nolan,
2000; Resar, 20006).

The IHI defines reliability as failure-free op-
eration over time (Nolan et al., 2004). It is the
failure-free operation of processes over time
that contributes to the reliable operation of
the system. In this article, the definition of
processes is the manner in which work gets
done. A process involves input from materi-
als, methods, people, environment and equip-
ment, action upon and within the inputs, and
an output to a customer(s). These multiple
work processes make up system of care. For
the purpose of this article, Deming’s defini-
tion of system will be adopted: “a system is a
network of interdependent components that
work together to try to accomplish the aim of
the system” (1982, p. 50). One might add re-
liably that improving the processes of the sys-
tem toward the system aim is foundational to
quality improvement theory and methods.

THE IHI RELIABILITY METHOD

As part of its efforts to learn more about
the application of reliability principles in
healthcare, the IHI organized a Learning and
Innovation Community of clinical teams from
hospital settings to test the effectiveness
of reliability principles and methods. The
community used definitions of levels of reli-
ability based on a mathematical framework,
but designed for simplicity and usefulness
in healthcare. For example, a 107! level of
reliability is defined for healthcare as 80% to
90% success rate (1 or 2 failures out of 10
opportunities) as opposed to that number’s
precise mathematical definition. Strategies
closely associated with these levels of relia-
bility were identified, explored, and tested
in the community. A 3-tier application model
(Table 1) was developed on the basis of this
work. Much learning occurred in the commu-
nity and is documented in the IHI Innovation
Series white paper (Nolan et al., 2004).

One key learning from the community
was that reliability strategies associated with
higher levels of success include consideration
of human factors in the design of work pro-
cesses. Human factors can be described as

Char Count= 0
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the “study of the interrelationships between
humans, the tools humans use, and the envi-
ronment in which we live and work” (Kohn
et al., 2000, p. 63). Historically, reliability in
healthcare has depended on intent, memory,
hard work, and vigilance (Resar, 2006). In
any work situation, humans are vulnerable to
stress, complexity, and fatigue. Reliability sci-
ence takes into account such factors and sup-
ports redesign of work processes to aid mem-
ory and accurate task completion. As noted
in systems and process thinking, failures are
more often a result of poor design of tasks and
work flow rather than individuals’ efforts.

In the authors’ experience, the progres-
sive implementation of reliability strategies
increases the likelihood of successful pro-
cesses’ improvement. Lower-level reliability
strategies (eg, 10~!, Prevent initial failure)
should be implemented before strategies for
achieving higher levels of reliability (eg, 1072,
Identify failures and mitigate) because the lat-
ter usually requires more resources, time, and
attention (see Table 1).

APPLICATION OF THE IHI RELIABILITY
METHOD IN AN OUTPATIENT SETTING

CareSouth Carolina, Inc, is a rural health-
care system in Hartsville, South Carolina,
serving 31,000 medically underserved pa-
tients. Over the last 10 years, CareSouth has
vigorously pursued quality improvement
and has experienced significant success.
For example, in 1999, CareSouth joined a
collaborative to improve the care of diabetes.
They applied change concepts from the Care
Model (Wagner, 1998) and monitored the
success primarily using outcome measures
such as HbA,. levels. Within 3 to 6 months,
their pilot clinic improved the average HbA.
in their population from 12% to 9%.

Despite this success, however, CareSouth
was aware of their failures and frustrated with
insufficient progress. Their increasing aware-
ness of the value of improving processes ver-
sus focusing only on the outcome led them
to test the application of the IHI reliabil-
ity method. In retrospect, after becoming fa-
miliar with reliability principles, CareSouth
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Table 1. Reliability definitions and strategies™*

Reliability strategies

Level Definition

Strategies and methods to achieve

107! When a process is
measured, it shows an
80% to 90% success
rate; or 1 or 2 failures
out of 10 opportunities

1072  When a process is
measured it shows a
95% success; or 5
failures out of 100
opportunities

1073  When a process is
measured it shows a
99.5% success; or 5
failures out of 1000
opportunities

Prevent initial failure

Intention: Awareness, initial memory aids, personal
checklists

Education: Feedback of data, training, in-services

Basic standardization: Common equipment, standard
orders, standard rooms, protocols

Identify failures and mitigate (Human factor changes)

Structure: Build decision support and reminders into the
process of care and/or administrative work

Affordances: Make the desired action the default, make use
of habits and patterns

Differentiation and constraints: Make use of visual aids,
blocking actions

Scheduling key tasks: Discharges and transfers

Intentional redundancy: Repeat task by multiple providers

Standardization: Essential work processes, tasks, roles,
environment

Identify critical failures and redesign

Monitor performance: Review performance regularly and
provide feedback to the system

Examine every failure: Use every failure to redesign the
process, develop processes for workers to handle failures,

use failure modes and effects analysis

*Reprinted with permission from Nolan et al. (2004) and Resar (2006).

believes that their failures were due in part
to utilizing primarily the changes that focused
on a 107! level of reliability, but also few
changes that focused on a 1072 level of reli-
ability (see Table 1). Also, they did not inten-
tionally build the changes into the system after
testing. These insights became much clearer
after an attempt to spread the pilot clinic’s
success with diabetes to other clinics failed.
The CareSouth spread strategy consisted of
teaching about changes from the Care Model
such as using training, awareness, check-
lists, and performance feedback to improve
care. These are all lowerlevel (10~ reli-
ability methods. However, many strategies
for achieving higher (1072) reliability, which
were applied by the pilot clinic and critical
to the pilot clinic’s improvement, were not
recognized as such and, therefore, were not

included in the spread strategy. This was most
likely due to the organization’s lack of familiar-
ity with the language and concepts of reliabil-
ity. The higher-reliability strategies applied by
the pilot clinic were as follows:

o Affordances: Make the desired action
the default; for example, patients were
sent to the laboratory on arrival at the
clinic.

¢ Build in reminders: Patients needing an

HbA,. test were given a pink-colored re-
minder notice that served as a visual re-
minder for the laboratory to do an HbA
test.

Standardization: To prevent repeat lab-
oratory draws, the laboratory always
drew a standard amount of blood that en-
abled them to conduct additional tests if
ordered by the physician later in the visit.
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After becoming familiar with reliability
methods (with the assistance of IHI), Care-
South began to systematically define their
desired level of reliability of processes and
progressively apply the relevant strategies.
For example, they identified 5 processes that
were felt to be based on evidence and tightly
linked to improved outcomes, hence requir-
ing high consistency of completion. These
processes were as follows:

e 2 HbA. tests annually, at least 90 days

apart,

e nutrition education,

e body mass index (BMI) performed and
noted in chart,

e prescription of statin (if indicated), and

¢ annual low-density lipoprotein testing.

CareSouth identified a new pilot improve-
ment team, which included 2 physician prac-
tices. To determine the level of reliability for
specific processes, they regularly reviewed
20 records of patients with diabetes. Perfor-
mance on delivering all 5 processes was deter-
mined along with reasons for failures. For ex-
ample, the team progressively applied the fol-
lowing 10~! (Prevent initial failure) and 1072
(Identify failures and mitigate) changes to in-
crease the reliability of obtaining a BMI:

o Staff were educated about the intention
to obtain BMI at every visit (107! reliabil-
ity method).

¢ Performance feedback for staff was
initiated (percentage of patients with
diabetes with a completed BMI) (107!
reliability method).

Body mass index became a data element

on the standardized Core Elements flow

sheet (1072 reliability method, make use

of habits and patterns).

¢ The Core Elements flow sheet was placed
on the front page of the medical record
(1072 reliability method, Affordance and
differentiation).
¢ Body mass index was assessed multiple
times: by the nurse checking in the pa-
tient, by the physician, and by the care
manager (1072 reliability method, Redun-
dancies).

e The care manager reviewed the record

the day before the visit to determine if a
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BMI was entered into the registry (1072

reliability method, Redundancies).
¢ The job description for all personnel was
updated to include the task of ensuring
BMI documentation at every visit (1072
reliability method, Standardization).
Patients were consulted to help develop
educational materials on the basis of ini-
tial negative reactions to the way they
were approached about BMI (107 relia-
bility method, Monitor and feedback).

The percentage of patients with diabetes
with a completed BMI improved from very
low (<20%) to 100%, a level that has been sus-
tained for 6 months. The progressive and in-
tentional approach to improve BMI reliability
is reflective of the team’s approach to improve
the reliability of all 5 components of care.
However, different reliability methods were
utilized depending on the types of failures
identified. For example, a common reason for
failure to prescribe a statin (when indicated)
was lack of awareness: physicians needed fur-
ther training on indications and choice of
medication (107! reliability method).

The results of CareSouth’s effort are encour-
aging. In the pilot clinic, all 5 processes of
recommended diabetes care were eventually
completed 100% of the time in each of the 20
patients reviewed monthly. Figure 1 shows re-
sults for 1 physician. Recently, the outcome
measure of HbA;. < 7 for all patients with
diabetes in the registry for both physicians
in the pilot clinic appears to have improved
(Fig 2).

With the application of 107? reliability
strategies, the pilot clinic continues to review
its data monthly to identify failures and de-
termine additional areas for redesign. For ex-
ample, chart reviews revealed that failures
in HbA,. testing commonly occurred for pa-
tients whose visits to the clinic were infre-
quent. CareSouth identified that this partic-
ular patient population required a different
work process, and reliability strategies were
applied to make necessary improvements. For
example, checking the registry each month
and calling these patients became a standard-
ized part of the care manager’s role. This
change resulted in improved HbA;. testing
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from 56% to greater than 90% in this patient
population.

CareSouth began applying reliability meth-
ods to many other processes using the 3-
tier method. For example, they improved the
rate of pain assessment from less than 30%
of patients to the current level of 98%. Start-
ing with 107! reliability methods, CareSouth
noted that there was no standardized pain
assessment tool in use. Once a tool was es-
tablished, organization-wide training was re-
quired because it was a new practice for all
staff. Performance feedback for staff on use of
the tool was given monthly.

The next stage of improvement addressed
the human factor issues (10~ reliability meth-
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completed in 20 patients each month (1

ods). For example, taking advantage of exist-
ing staff habits and patterns, CareSouth inte-
grated pain assessment into the Core Elements
tool, which had become standard in all clinics.
In this way, completion of pain assessment be-
came the required default action. Having the
nurse complete the pain assessment also de-
veloped redundancies, and then the provider
checked the assessment and discussed it with
the patient. Continued review of process per-
formance revealed that patients did not al-
ways understand the pain assessment ques-
tions, which prevented completion of the as-
sessment. Learning from previous BMI work,
patients were engaged to help revise the pain
assessment tool that also incorporated visual
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aids (eg, faces with frowns and smiles was
added to the form as indicator of pain level).
CareSouth has innovatively applied their
learning in clinical reliability to other areas.
Using reliability methods, they improved the
collections processes, resulting in an approx-
imate $20,000 monthly increase in revenue
with a tandem reduction in bad debt. Con-
tinued confidence and learning in the princi-
ples and methods of reliability have led them
to deeply integrate this approach into their
structure. For example, they have developed
a monthly organizational report with perfor-
mance results on all key processes currently
identified as central to optimal patient care.

SUMMARY

The 3-tier approach to achieve intended lev-
els of reliability adapted by IHI for health-
care has led to significant improvements in
certain inpatient processes. There is less re-
ported experience in outpatient settings. The
experience of CareSouth in applying relia-
bility strategies in the outpatient setting has
demonstrated improvements in multiple pro-
cesses, and evidence is emerging that out-
comes may be changing as a result. On the
basis of the CareSouth case example and
the authors’ limited experience in helping
teams apply reliability methods in the office
practice environment, we feel that reliabil-
ity principles appear to show considerable
potential for application to ambulatory care
settings.

Furthermore, in the authors’ experience,
outpatient clinical improvement teams from
a variety of organizations are consistently en-
thusiastic about reliability. A common evalu-
ative request is to suggest incorporation of
training in reliability principles at the initia-
tion of improvement efforts. Although many
reliability strategies encompass familiar and
recognized improvement methods that have
been taught for years, the grouping into a
framework that progressively leads to higher
reliability seems to provide a useful construct
and a welcome pathway for improvement.

For example, a clinic working on improving
chronic care described to the authors their ef-
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fort to adapt clinical guidelines for chronic ill-
ness care and translate key recommendation
into flow sheets. This effort then led to ex-
tensive trainings supported by performance
feedback, resulting in levels of improvement
far below their hopes. Similar to CareSouth’s
experience, this team also identified their re-
liance on 107! reliability strategies and lack of
102 reliability methods as a factor in their dis-
appointing results.

The CareSouth experience suggests that,
once learned, these principles can be applied
to any process, including those interventions
that are foundational to patient-centered care.
One key learning from their experience is to
start simple, applying reliability methods to a
single process that clearly needs to be highly
reliable. As skill and understanding increase,
gradually move to more complexity.

Progression in complexity may also help
identify subgroups of patient populations (re-
ferred to as segments by IHI) who have dif-
fering needs, such as individuals who are in-
frequent visitors to the clinic or who have
chronic pain, and often require variations in
work processes to meet these needs. The
segmented approach may help us find the
way to achieving highly reliable care for all
patients.

Although early in our exploration, the
authors have also identified several character-
istics of outpatient settings that differ from
inpatient settings and may influence the ap-
plication of reliability methods. In particular,
the patient, family, and community are the
primary “care managers” in the outpatient
setting. We believe that a strong collaborative
engagement is necessary to reliability in
the outpatient environment, and applying
reliability to collaborative, self-management
support, and patient-centered processes is a
critical and undeveloped area. In addition,
processes in the outpatient environment
address both acute and chronic issues, occur
episodically, and are sustained over a period
of time period—often years. The effect of this
difference is not clearly or entirely known;
however, this episodically defined long-term
relationship is expected to be a significant
factor in application.
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In the inpatient setting, reliability meth-
ods have been applied to groups of processes
called bundles. As noted by Carol Haraden,
PhD, vice president at IHI, “a bundle is a
structured way of improving the processes of
care and patient outcomes; a small, straight-
forward set of practices—generally three to
five—that, when performed collectively and
reliability, have been proven necessary and
sufficient to improve patient outcomes” (Insti-
tute for Healthcare Improvement, 2006). Sup-
ported by strong evidence, these work pro-
cesses generally occur at a specific time and
place and by a specific person, “no matter
what” (Institute for Healthcare Improvement,
2006). The authors recognize that there are
most likely tightly linked processes crucial to
outcomes in the outpatient environment, and
the CareSouth example in diabetes suggests
the usefulness of such groupings of processes
to improve reliability. However, the character-
istic of outpatient processes as episodic and
occurring over a long period of time excludes
the use of bundles as defined by IHI.

In addition, the lack of close proximity and
the episodic, long-term relationship compli-
cate the identification of important related
processes that are assumed to be synergistic.
Although perhaps not as obvious or closely re-
lated in time, other contextual factors might
have equal influence but are less visible. Care-
South, for example, instituted a systemwide
care manager role to ensure the development
of self-management goals and follow-up with
patients. It is conceivable that the care man-
ager processes are as tightly linked to im-
provement in HbA;. levels as the 5 processes
that were the focus of improvement at the
clinic level.

The awareness of a workforce outcome as-
sociated with the CareSouth pilot clinic stim-
ulated much discussion between the authors.
The pilot clinic site that applied reliability
methods to diabetes care processes has the
highest percentage of staff participating in the
CareSouth wellness program. This group of
staff also has shown significant improvement
in their health status (eg, blood pressure con-
trol, smoking cessation). Furthermore, overall
CareSouth staff satisfaction (measured twice

yearly for the entire organization) has more
than doubled during the time when the or-
ganization has been implementing reliability
strategies. These factors give rise to questions
regarding the potential effect of applying reli-
ability methods on the working environment
itself or, inversely, the working environment’s
interplay with reliability.

Perhaps the reliability work gives a sense
of systematized structure and fosters team-
work toward a common and known aim—
factors often associated with results (Resar
et al.,, 2005). Or, perhaps linking important
processes supports adult learning and the
cognitive strategy of clustering, defined by
Stolovich and Keeps (2002) as “different ways
to arrange information for easier perception,
understanding, retention and recall” (p. 95),
supporting the ability of staff to function more
effectively. Or perhaps the bundle concept or
tightly linked processes are actually (or also)
an equal human factors issue related to hu-
man organization, learning, and motivation.
Perhaps the improvement in staff wellness
at the CareSouth clinic, which used reliabil-
ity methods, is indicative of a tight link be-
tween the well-being of patients and the well-
being of staff. Although the authors currently
have more questions than answers, further ex-
plorations into useful methods for grouping
processes, as well as a better and more com-
plete understanding of the reasons for their
effect, are intriguing and vital areas for future
development.

CONCLUSION

Reliability methods appear to have great
promise for improving both inpatient and
outpatient processes toward reducing harm
and meeting patient needs. Regardless of
the setting, however, every process cannot
be made highly reliable. There are simply
not sufficient resources, and not every pro-
cess requires the highest level (107>) of re-
liability. Systematic prioritization and group-
ing of processes for high-reliability improve-
ment using criteria based in evidence, ex-
perience, and multiple perspectives (patient,
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workforce, and provider) need to be fur-
ther understood and developed. In addi-
tion, identifying and exploring intended and
unintended consequences of the reliability
journey might help move toward a more
enlightened view of one’s system consis-
tent with the aim of a system proposed by
Deming (1993) years ago:
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“The aim proposed here for any organiza-
tion is for everybody to gain ... over the long
term. For example, with respect to employ-
ees, the aim might be to provide for them
good management, opportunities for training
and education for further growth, plus other
contributors to joy in work and quality of life”
. 5D).
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Activation of Patients for
Successful Self-Management
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Abstract: Patients, not healthcare providers, are the primary managers of their health conditions.
Current healthcare falls short of providing the kind of support that patients need to optimally
manage their conditions. But there are simple and effective self-management support tools and
methods that are easy to learn and can be used within the time constraints of the office visit. In
addition to tools and methods, supporting self-management requires practice redesign to reliably
deliver optimal care to all patients. Whether the care team consists of a solo physician or a large,
multiphysician organization, applying basic principles and using simple tools can enable patients
to take a more active role in improving their health. Key words: action planning, goal setting,
patient activation, patient-centered care, planned visit, self-care, self-management support

RATIONALE AND BACKGROUND

Patients, not healthcare providers, are the
primary managers of their health conditions.
However, current healthcare falls short of pro-
viding the kind of support that patients need
to optimally manage their conditions. Many
patients do not understand what their doctors
have told them (Schillinger et al., 2003), nor
do they feel included in decisions about their
care (Schoen et al., 2004). Others are not yet
even aware that taking an active role in man-
aging their condition can have a big impact
on how they feel and what they are able to
do.
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Changing health behaviors is not an easy
task. Patients often manage difficult treat-
ments within a complex psychosocial con-
text. Clinicians need to create a collaborative
relationship that addresses patients’ priorities,
circumstances, and goals. The health provider
thus becomes a colleague, offering guidance
and support instead of solely telling patients
what to do to manage their health.

In the context of a collaborative relation-
ship with shared decision making, clinicians
can provide the elements of self-management
support, including self-monitoring and prob-
lem solving, goal setting, and action plan-
ning. When patients receive collaborative
self-management support, they have fewer
hospitalizations, improved quality of life, and
improved clinical outcomes in several ambu-
latory sensitive conditions (Lorig et al., 1999;
Norris et al., 2002).

Such a collaborative framework for patient
care is a fundamental transformation of the
patient-caregiver relationship (Bodenheimer
et al., 2005). Making this shift seems daunt-
ing in the face of existing time and resource
constraints in ambulatory care practice. This
article describes the authors’ experience over
the last 5 years in projects that helped provide



LWW/JACM

JACM3201 OSREV October 30, 2008 20:27

Char Count= 0

Activation of Patients for Successful Self-Management 15

some answers to the following questions:

1. Are there brief interventions to effec-
tively enhance collaborative care that
any provider could implement with min-
imal training?

2. What practice and systems redesign ele-
ments are necessary for optimizing care
for all patients?

METHODS

The experience we offer is based on 2 ini-

tiatives:

1. New Health Partnerships: Improving
Care by Engaging Patients, an initiative
of the Institute for Healthcare Improve-
ment, funded by the Robert Wood John-
son Foundation, has worked with 35
teams in 3 different projects to iden-
tify best practices in collaborative self-
management support. Patients and fam-
ily members have been involved at every
level of the project.

2. The Institute for Healthcare Improve-
ment Learning and Innovation Commu-
nity on Redesigning the Clinical Of-
fice Practice has brought together teams
from a variety of healthcare organiza-
tions to explore how best to implement
patient-centered, collaborative care. The
community has tested tools and meth-
ods stemming from both the New Health
Partnerships initiative and ideal medical
practices, an ongoing project to develop
patient-centered care within very small
and solo practices (Moore & Wasson,
2007).

TOOLS AND METHODS FOR PATIENT
COLLABORATION AND ENGAGEMENT

The following tools and methods are se-
lected on the basis of our experience that
they are relatively easy to learn and can gen-
erally fit within time constraints of office vis-
its. We know that even brief interventions to
enhance the collaborative relationship can be
effective (Von Korff et al., 1997). These tools
and methods are just a start. Honing skills and

knowledge in collaborative care is an ongoing
endeavor.

Preparation for the visit

In a systematic review of studies on
provider-patient interaction, Griffin and col-
leagues (Griffin et al., 2004) concluded that
“complexity is not necessary for success; pa-
tients who simply provided practitioners with
written information about needs, emotional
concerns and functional status prior to con-
sultation were less anxious or showed im-
provement in functional status afterwards.” A
short form that elicits patient concerns or
needs, either mailed in advance of the visit
or completed in the waiting room, can be
sufficient.

Agenda building

In collaborative care, patients and
providers work together to create a list
of agenda items for discussion during the
visit. A simple visual aid such as the “bubble
diagram” (Table 1) is a way to focus both
the patient and the provider on the range
of issues that are important to the patient.
Providers are often concerned that the pa-
tient will have a long list of items that cannot
possibly be covered during the office visit.
However, patients can be engaged to help
prioritize agenda items for the time available
(Epstein et al., 2008).

Ask-Tell-Ask-Close the loop

Patients often leave the office visit with-
out understanding or remembering important
care instructions and medication information
(Roter & Hall, 1989), which may lead to worse
outcomes such as higher hospitalization rates
(Safeer & Keenan, 2005). Twenty percent of
patients read at a fifth-grade level or below for
which written healthcare information is not
often tailored. Physicians cannot expect that
patients will spontaneously reveal their lack of
understanding. Also, physicians may not pro-
vide basic information that patients need. In
one study, physicians explained the adverse
effects of medications or instructions about
one third of the time (Tarn et al., 2006). Using
a simple method such as Ask-Tell-Ask-Close
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Table 1. Resources*

Tools, methods, resources

Purpose

Bubble Diagram

Ask-Tell-Ask-Close the loop

Readiness for Change Sample Dialogue
Importance/Confidence Rulers

Goal Setting/Action Planning Forms
Problem Solving Form

Follow-up Checklist
How'’s Your Health
Communications skills reference

Planned visit checklist

Ottawa Decision Aid Web site

Enable collaborative agenda setting

Ensure patient understanding and recall

Enable collaborative agenda setting

Support and initiate behavior change

Support and initiate behavior change

Address patients’ barriers to achieving success with
behavior change

Design a process for patient follow-up

Support and evaluate patient self-management

Remind providers of good communication techniques
using a simple reference

Design efficient self-management support visits using all
staff

Provide patients with evidence-based decision support

*A wealth of free tools and resources for collaborative self-management support are available for download at In-
stitute for Healthcare Improvement’s New Health Partnerships Web site (http://www.newhealthpartnerships.org/

PatientActivation).

the loop can help improve communication
and patient understanding.

o Ask permission: The provider asks per-
mission to give information about a topic
of importance to the patient (“Would you
like to hear more about . . .?”). This estab-
lishes a respectful tone with the patient.
Tell: Explanations and written material
are most effective when given in response
to the patient’s expressed agenda and tai-
lored to their ability to understand. Sim-
ple visual aids can be very effective (See
the CareSouth Carolina case example). Pa-
tients can also be referred to online deci-
sion support such as How’s Your Health
(Table 1).

o Ask for understanding: The physician
asks the patient if he or she understands
the instructions and provides additional
information or clarification as needed.

Close the loop: The physician asks the
patient to restate the information as the
patient understands it. The provider can
then tailor the information for the pa-
tient’s needs and level of understanding.
In one study with diabetes patients, pa-
tients recalled and comprehended only

12% of new concepts introduced during
the visit. Those patients whose recall and
comprehension were assessed were more
likely to have hemoglobin A;. levels be-
low the mean (Schillinger et al., 2003). In
this study, use of the closing the loop tech-
nique was not found to add time to the
visit duration.

Readiness for change assessment

Patients are more likely to succeed with a
health behavior change when the change can
be related to a matter that is important to
them and when they are confident that they
can achieve the change. Simple ratings of level
of importance and confidence using a scale of
0 to 10 can give a quick indication of readiness
and next steps. Ratings of less than 7 on ei-
ther measure signify less likelihood of success
and the need to explore concerns and barri-
ers with the patient, or even to select a differ-
ent topic for health behavior change (Miller &
Rollnick, 1991) (Table 1).

Goal setting, action planning

Once a health goal is chosen that is im-
portant and meaningful to the patient, the
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next step is collaborative work to create an
action plan, framing small steps that have
high likelihood of success. In one study, ac-
tion planning was found to take as little as 1
or 2 minutes or as long as 20 minutes. The
average was 6.9 minutes (MacGregor et al.,
2006). Some patients may require a longer
visit or additional contacts to help achieve
their self-management goals. Most patients are
best served by a short process that is revisited,
improved, and modified over time. Participat-
ing organizations in the New Health Partner-
ships initiative created 1-page “action plan-
ning forms” to facilitate self-management sup-
port (Table 1).

Problem solving

The physician can use a step-by-step pro-
cess to assist the patient in identifying prob-
lems and testing solutions to overcome barri-
ers. Problem solving is a skill generic to a large
cross-section of issues in managing chronic ill-
ness (Table 1).

Follow-up

Collaboratively set goals, creation of an ac-
tion plan, and high patient confidence for
making behavior changes are not enough to
guarantee healthy change. Follow-up with pa-
tients, during subsequent visits and between
visits, to assess progress and adjust plans as
needed is an essential part of self-management
support (DeBusk et al., 1994; Wasson et al.,
1992; Weinberger et al., 1995). Inter-visit
follow-up occurs 1 week after the visit and
nurses, medical assistants, and trained lay vol-
unteers can often provide the necessary sup-
port. Practices with secure Internet portals
can provide additional patient support by e-
mail and updates to online patient records.
A follow-up checklist may make this task
quicker and more reliable (Table 1).

PRACTICE REDESIGN

Establishing a system of support for patients
often requires practice redesign to make ef-
ficient use of staff time and other resources,
to ensure appropriate training, and to reli-
ably deliver and document care. Ideally, re-

design also leverages community and fam-
ily resources and identifies new ways for pa-
tients to interact with a variety of healthcare
providers.

Redesign in very small and solo
practices

In the ideal medical practice model (Moore
& Wasson, 2007), which is focused on very
small and solo practices, overhead and panel
size are reduced so that the physician can
spend more time with patients. In this de-
sign, a public domain information system,
How’s Your Health, offers practices and pa-
tients ready access to patient-reported data
and outcomes to tailor selfmanagement sup-
port. Information and tools available through
How’s Your Health, telephone counseling,
and group visits all provide a menu of op-
tions to tailor support to patient needs. The
changes for redesign described in this article,
however, primarily focus on larger practices
(Table 1).

Key changes for practice redesign in
multiphysician practices and larger
organizations

Train the entire care team for effective
communication

All staff can be trained in the simple tools
described above. More comprehensive train-
ing is important for key members of the care
team who specialize in coaching patients. Or-
ganizational teams participating in the New
Health Partnerships initiative received in-
tensive training in motivational interviewing
communication skills, which they reported
was essential to their success with collabora-
tive self-management support (Table 1).

Optimize roles and develop the
care team

All care team members are part of the col-
laborative relationship with patients. Many pa-
tients will require more than a single contact
to establish an action plan and receive follow-
up support. The physician alone cannot do all
of this work. With training and a team-based
care approach, care team members can help
fulfill patient support needs, thereby making
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the physician’s role and time more focused
and efficient.

Plan the visit

Involving the whole care team in the
patient visit requires close coordination to
sustain consistency and collaboration. This
process can begin with identifying the essen-
tial tasks of the clinical visit, designing effi-
cient workflows, and training staff to fill new
roles. Flow mapping a planned visit for dia-
betes care is one method that can be used
for such processes as previsit planning, labo-
ratory testing and results, registry checks, self-
management support coaching, and other es-
sential elements (Table 1).

Document self-management activity

Documentation of patient needs and pri-
orities and action plans is just as necessary
for follow-up and care coordination as record-
ing traditional clinical data. Expectations and
requirements for documentation have to be
built into office practice policies and care
team responsibilities.

Link to community resources

Patient self-management is a 24/7/365 ac-
tivity. It is important to link patients and
family members to support resources in the
community. Patients participating in the New
Health Partnerships initiative report that they
value referrals from their care providers. Be-
gin by seeking and establishing collaborative
connections with select community-based re-
sources. Identify 2 or 3 relevant, high-quality
community programs and maintain a list of
these programs, along with current phone
numbers, that care team members can use to
refer patients as appropriate.

Offer patient decision support

An increasing number of patient medical
decision aids are available to patients and
providers online. For example, How’s Your
Health offers information to patients that they
can use independently or with their providers
(Wasson & Benjamin, 20006) (Table 1).

CASE EXAMPLE: CARESOUTH CAROLINA

CareSouth Carolina is a rural healthcare
system in Hartsville, South Carolina, serving
more than 31,000 patients, many of whom are
low income. There are high rates of chronic
illness in the population. The system has
worked since 1999 to improve chronic ill-
ness care through adoption of evidence-based
guidelines and the chronic care model.

Dr Scott Anders, Medical Director, had
achieved steady improvements in rates of
hypertension control. However, he felt his
results were still suboptimal. About the
same time, Mr B, a 50-year-old patient with
diabetes and hypertension, came in for a
visit. Over the last 2 years, Mr B had been
steadily gaining weight and required ongoing
adjustment to his antihypertensive medica-
tions. Nothing they tried seemed to work,
including giving Mr B many written materials
about hypertension.

On reviewing the patient record Dr Anders
noted that, several years earlier, Mr B had
been able to lose 100 1b and no longer re-
quired hypertension medications as a result.
Over the course of conversation during the
office visit Mr B blurted out, “I can’t read or
write and I've never told anyone.” Mr B’s pre-
vious improvement was the result of remem-
bering instructions to lose weight and exer-
cise given to him by an endocrinologist. These
instructions were no longer helpful to Mr B
because he could not remember them. He also
could not read the new handouts he received,
and the blood pressure numbers he and Dr
Anders talked about did not make sense to
him.

This moment changed Dr Anders’s prac-
tice and, ultimately, all practice at CareSouth
Carolina. CareSouth began to realize the high
prevalence of issues with health literacy in
their population and other barriers to im-
proving chronic illness care. For example,
providers often heard patients make state-
ments such as “My blood pressure has never
and can never be controlled” or “It runs in
my family and something I just have to live
with.” Also, there was a belief that “if it doesn’t
hurt, it doesn’t need to be fixed,” making it



LWW/JACM JACM3201 05REV October 30, 2008 20:27 Char Count= 0

Activation of Patients for Successful Self-Management 19

CareSouth Carolina, SC

| Hypertension (High Blood, High Blood Pressure) |

Date:

Emergency - 1804110
Hello: “
Today your blood pressure is: e
Your Goal—
etes E
.e
Good Job! 12070

It is important that we get the top number of your blood pressure to
below 140. 120 is perfect.

The closer we get your blood pressure to 120/70 the less chance you'll
have of having a heart attack, stroke, or kidney disease.

You can help by lowering your daily use of salt (called sodium on food

labels). Walking 30 minutes a day will help as well.

Here For Your Health:

The Staff at CareSouth Carolina

[AQ3]

Figure 1. CareSouth Carolina high blood pressure thermometer visual aid.

difficult to create a shared sense of urgency
about treatment.

In January 2005, Dr Anders and CareSouth
Carolina introduced the “high blood pressure
thermometer,” a visual aid to help patients
better understand how to control hyper-
tension (Fig 1). Over the next 6 months,
Dr Anders saw an increase in the number of
his patients who had control of their hyper-
tension, from 54% to 65%. Patient ratings of
confidence in managing their conditions rose
from 42% to 88%.

The thermometer helps providers, staff,
and patients have a shared understanding of
desired care management and makes closing
the loop much easier. CareSouth Carolina ex-
pects all staff who interact with patients to
review the thermometer at each encounter
so that there are repeated chances to ensure
and improve patient understanding. Patients
know the whole care team is on board with
them. Now, even when patients feel good,
control of blood pressure makes some sense.
And they are less likely to face the embar-
rassment of saying “I can’t read or write.”

Dr Anders set all of this change into motion
by closing the loop with one patient.

CASE EXAMPLE: UNITE HERE
HEALTH CENTER

UNITE HERE Health Center is a primary and
specialty care center run by the UNITE HERE
labor union that treats immigrant workers in
New York City. More than 90% of patients’ in-
come is less than 200% of the poverty level.
Most patients’ primary language is Spanish,
Chinese, or French Creole and many of the
center’s staff is bilingual or multilingual.

The clinical improvement team led by
Dr Heidi Frances decided to focus on weight
management, an important issue in the pa-
tient panel. Given the doctor’s limited time,
the team piloted a new role, care manager/
coach, with Julie Kaye, the clinic nutrition-
ist. Julie began to reach out to Dr Francis’
patients whose body mass index was more
than 30 kg/m?, offering to coach them in
weight management. Initially, many patients
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were unused to such proactive contact and
did not agree to a coaching visit.

Ms L, one of Dr Francis’s patients, wanted
to lose weight for some time and tried
multiple diets without any lasting success.
‘When Julie contacted her to offer a coaching
appointment, she was surprised but decided
to give it a try. Julie listened to Ms L’s past
difficulties with weight management and en-
gaged her in looking for a possible next step.
Ms L felt it would be a manageable increase in
exercise to walk 3 additional blocks to a dif-
ferent subway stop during her commute. This
also meant she could avoid changing trains
and save time.

Dr Francis’s team learned that patients were
more likely to focus on obesity issues once
they met with Julie. To meet demand and ex-
pand the coaching role to other conditions,
the improvement team needed to involve ad-
ditional clinic staff. Using tools supplied by
the New Health Partnerships initiative, Julie
developed a staff-training curriculum for self-
management support. Initial trainings were
with volunteers (mostly medical assistants)
who expressed an interest in learning the role.
The training was designed to be fun, model
the coaching process, and encourage staff to
experiment with their own behavior changes.
The trainees quickly learned basic skills for
goal setting and action planning. The medical
assistants reflected the ethnic and language
background of the patients and related partic-
ularly well to them.

Ms L’s journey to greater health is still un-
folding. As she experienced the benefits of
walking she wanted to do more but felt bored
simply walking alone in her neighborhood.
She and Julie brainstormed possible ways to
solve that problem, and now she talks on
her cell phone with her favorite cousin who
feels good about supporting Ms L in her new
healthy habits. Ms L has now taken on a new
role as patient advisor to the clinic’s improve-
ment team and she is involved in training new
coaches. Her story is an inspiration to staff and
other patients alike.

To make self-management support even
more accessible, Ms L, Julie, and other

coaches have begun outreach through the
union to bring information and support to
the worksites, offering lunchtime group pro-
grams on healthy eating, goal setting, and ac-
tion planning.

Dr Francis’s patients have now become ac-
customed to being in regular contact with the
clinic staff. Their coach may call to see how
an action plan is going or to tell them about
new opportunities for actively managing their
health conditions. Some patients, like Ms L,
come to the clinic frequently because they
have become valued collaborators in helping
other patients and in improving the quality of
care at UNITE HERE.

SUMMARY AND CONCLUSION

Bringing together the medical expertise of
the clinician and the experience of the pa-
tient in applying that expertise to effectively
manage health is the biggest challenge of col-
laborative care. It is also the promise of im-
proved health for the 100+ million people in
the United States with a chronic health con-
dition who account for approximately 75% of
healthcare costs in the United States (Univer-
sity of California, San Francisco Institute for
Health Aging, and the Robert Wood Johnson
Foundation, 1996).

In both case examples, single providers
employed very simple techniques and
worked together with patients to significantly
improve their health. These experiences
led to larger practice and system changes,
enabling providers to tailor interactions to
patient needs. In the authors’ experience,
making changes to promote collaborative
self-management support by first testing new
tools and methods can promote a successful
shift in staff attitudes and organizational
culture.

To meet the challenge of implementing
collaborative selfmanagement support, the
healthcare delivery team or clinical microsys-
tem (Batalden et al., 2003) takes on new im-
portance in performing the variety of roles
and tasks required to offer truly patient-
centered care. Whether this microsystem



LWW/JACM

[AQ2]

JACM3201 OSREV October 30, 2008 20:27

Char Count= 0

Activation of Patients for Successful Self-Management 21

consists of a solo physician or a large, mul-
tiphysician organization, applying basic prin-
ciples and using simple tools can enable

patients to take a more active role in managing
their chronic conditions and improving their
health.

REFERENCES

Batalden, P. B., Nelson, E. C., Edwards, W. H., Godfrey, M.
M., & Mohr, J. J. (2003). Microsystems in health care:
Part 9. Developing small clinical units to attain peak
performance. Joint Commission Journal on Quality
and Safety, 29(11), 575-585.

Bodenheimer, T., MacGregor, K., & Sharifi, C. (2005).
Helping patients manage their chronic conditions.
Oakland, CA: California HealthCare Foundation.

Bodenheimer, T., Wagner, E. H., & Grumbach, K. (2002).
Improving primary care for patients with chronic ill-
ness: The chronic care model, Part 2. The Journal of
the American Medical Association, 288(15), 1909-
1914.

DeBusk, R. E, Miller, N. H., Superko, H. R., Dennis, C.
A., Thomas, R. J., Lew, H. T, et al. (1994). A case-
management system for coronary risk factor modifica-
tion after acute myocardial infarction. Annals of Inter-
nal Medicine, 120(9), 721-729.

Epstein, R. M., Mauksch, L., Carroll, J., & Jaen, C. R.
(2008). Have you really addressed your patient’s con-
cerns? Family Practice Management, 15(3), 35-40.

Griffin, S. J., Kinmonth, A. L., Veltman, M. W., Gillard, S.,
Grant, J., & Stewart, M. (2004). Effect on health-related
outcomes of interventions to alter the interaction
between patients and practitioners: A systematic re-
view of trials. Annals of Family Medicine, 2(6), 595-
608.

Lorig, K. R., Sobel, D. S., Stewart, A. L., Brown, B. W., Jr.,
Bandura, A., Ritter, P, et al. (1999). Evidence suggest-
ing that a chronic disease self-management program
can improve health status while reducing hospitaliza-
tion: A randomized trial. Medical Care, 37(1), 5-14.

MacGregor, K., Handley, M., Wong, S., Sharifi, C., Gjel-
tema, K., Schillinger, D., et al. (2006). Behavior-change
action plans in primary care: A feasibility study of
clinicians. Journal of the American Board of Family
Medicine, 19(3), 215-223.

Miller, R., & Rollnick, S. (Eds.). (1991). Motivational in-
terviewing: Preparing people for change (2nd ed.).
Guilford, NY: The Guilford Press.

Moore, L. G., & Wasson, J. H. (2007). The ideal medical
practice model: Improving efficiency, quality and the
doctor-patient relationship. Family Practice Manage-
ment, 14(8), 20-24.

Norris, S. L., Lau, J., Smith, S. J., Schmid, C. H., & Engelgau,
M. M. (2002). Self-management education for adults

with type 2 diabetes: A meta-analysis of the effect on
glycemic control. Diabetes Care, 25(7), 1159-1171.

Roter, D. L., & Hall, J. A. (1989). Studies of doctor-patient
interaction. Annual Review of Public Health, 10,
163-180.

Safeer, R. S., & Keenan, J. (2005). Health literacy: The gap
between physicians and patients. American Family
Physician, 72(3), 463-468.

Schillinger, D., Piette, J., Grumbach, K., Wang, E, Wilson,
C., Daher, C., et al. (2003). Closing the loop: Physician
communication with diabetic patients who have low
health literacy. Archives of Internal Medicine, 163(1),
83-90.

Schoen, C., Osborn, R., Huynh, P. T., Doty, M., Davis, K.,
Zapert, K., et al. (2004). Primary care and health sys-
tem performance: Adults’ experiences in five coun-
tries. Health Aff (Millwood), Suppl Web Exclusives,
W4-487-503.

Tarn, D. M., Heritage, J., Paterniti, D. A., Hays, R. D.,
Kravitz, R. L., & Wenger, N. S. (2006). Physician
communication when prescribing new medications.
Archives of Internal Medicine, 166(17), 1855-1862.

University of California, San Francisco Institute for Health
Aging, and the Robert Wood Johnson Foundation.
(1996). Chronic care in America: A 21st century chal-
lenge. Princeton, NJ: The Robert Wood Johnson Foun-
dation.

Von Korff, M., Gruman, J., Schaefer, J., Curry, S. J., &
Wagner, E. H. (1997). Collaborative management of
chronic illness. Annals of Internal Medicine, 127(12),
1097-1102.

Wasson, J., & Benjamin, R. (Eds.). (2006). How’s your
bealth: What you can do to make your bealth and
bealth care better. Lebanon, NH: FNX Corporation.

Wasson, J., Gaudette, C., Whaley, E, Sauvigne, A.,
Baribeau, P, & Welch, H. G. (1992). Telephone care
as a substitute for routine clinic follow-up. The Jour-
nal of the American Medical Association, 267(13),
1788-1793.

Weinberger, M., Kirkman, M. S., Samsa, G. P, Shortliffe,
E. A, Landsman, P. B., Cowper, P. A., et al. (1995).
A nurse-coordinated intervention for primary care pa-
tients with non- insulin-dependent diabetes mellitus:
Impact on glycemic control and health-related quality
of life. Journal of General Internal Medicine, 10(2),
59-66.



LWW/JACM

[AQ3]

[AQ4]

JACM3201 04REV October 30, 2008 20:48

J Ambulatory Care Manage
Vol. 32, No. 1, pp. 22-30

Char Count= 0

Copyright © 2009 Wolters Kluwer Health | Lippincott Williams & Wilkins

Transforming Care Teams to
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Patient-Centered, Collaborative

Care
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Abstract: Patient experience of care is now a crucial parameter in assessing the quality of health-
care delivered in the United States. Continuity, patient-driven access to care, and being “known”
by a provider or practice, particularly for patients with chronic diseases, have been shown to en-
hance patient satisfaction with care and health outcomes. Healthcare systems are challenged to
effectively meet the wants and needs of patients by tailoring interventions based on each person’s
unique set factors—his or her strengths, preferences, and personal and social context. Creating
care teams, a coordinated multidisciplinary group of healthcare professionals, enables a practice
to take advantage of the skill sets represented and redesign care delivery with the patient and com-
munity as the focal point. This article describes the attributes of highly functioning care teams,
how to measure them, and guidance on creating them. A case example illustrates how these ideas
work in practice. Key words: care team, patient centered, planned care, primary care

T USED TO BE that patients saw the

physician when they had an acute need.
They received a diagnosis, a targeted inter-
vention, and left the physician’s office in
short order. Over time, the nature of primary
care has changed dramatically. The typical
primary care practice today manages many
more patients with 1 or more chronic con-
ditions, many with mental and behavioral
health needs, and all with preventive screen-
ing needs. In one study, 45% of Americans 65
years or older had 2 or more chronic condi-
tions (Wolff et al., 2002). Helping people man-
age and prevent chronic conditions requires
more than a diagnosis and a prescription. Pa-
tients with chronic conditions spend little of
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their time in the medical office and, in effect,
all are self-managing their conditions.

Patient-centered, collaborative care re-
quires new ways of delivering care. Office
practices, and the healthcare system as a
whole, must be designed to reliably col-
laborate with patients and respond to an
individual’s strengths and challenges in
managing his or her care, including the
psychosocial context, available financial and
support resources, ability to self-manage,
and barriers to self-care (Epstein et al., 1993;
Epstein et al., 2005). Working with a person
and tailoring healthcare to better fit the
context of the individual is called “patient-
centered” care and has been described in
the medical literature (Maes & Karoly, 2005;
Wasson et al., 1999). An article in this series
on patient activation describes how clinical
practice improvement teams are working to
address patients’ preferences in the context
of their own settings.

One analysis of a typical primary care prac-
tice with 2500 patients documented more
than 7 hours of work per day to attend to that
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Figure 1. Office practice staff survey: How to
measure care team functioning.

day’s patients with chronic conditions; add to
that more than 10 hours per day of preven-
tive and acute care (Ostbye et al., 2005). This
example makes it strikingly obvious that the
traditional 15-minute office visit is no longer
sufficient to fulfill patients’ care needs. Many
practices have implemented advanced access
principles—such as simplifying appointment
types and times and delegating work to others
in a coordinated team effort—to better meet
patient needs (see the article titled “Accessing
patient-centered care” in this series).

Most practices have tried to meet patient
needs by adding staff trained in social work,
behavioral health, medication adherence,
nutrition, and other disciplines and skills.
This article focuses on 10 years of experience
working with office practices that have de-
veloped a “care team”—a coordinated group
of individuals in the practice who actively
participate in meeting the needs of individual
patient and the population served by the
practice. The attributes of a high-performing
clinical care team are measurable and can
be successfully implemented in primary care
practices. Figure 1 is a list of staff survey ques-
tions that can be used to measure attributes
of a highly functioning team.

1. In this office, I always have the opportu-

nity to do what I do best everyday.

2. In the last 7 days, I have received recog-

nition or praise for doing good work.

3. Our office staff works like a team. We

have high levels of trust and collabo-
ration. We appreciate complementary

Char Count= 0

roles and recognize that all contribute to
a shared purpose.

4. I would recommend this office practice
as a great place to work.

5. How easy is it to ask anyone a question
about the way we care for patients?

6. Technology in this office smoothly links
patient care with a rich information envi-
ronment. The information environment
is designed to support the work of the
clinical team.

7. Our office has a full staff meeting
(providers, nurses, medical assistants, of-
fice staff) at least every 6 weeks, and
those meetings focus on how we can
best work together to better address the
needs of our patients.

8. Our office keeps an up-to-date display of
information about our performance.

9. Our office knows how confident individ-
ual patient is in controlling and manag-
ing most of his or her health problems
or concerns.

10. Our office has regular meetings with
groups of patients (either in a patient
advisory board or in scheduled patient
group Visits).

11. What would make this practice much
better for patients?

12. What would make this practice much
better for those who work here?

DEFINING A “CARE TEAM”

“A team is a small number of people with
complementary skills who are committed to
a common purpose, set of performance goals,
and approach for which they hold themselves
mutually accountable” (Katzenbach & Smith,
2005).

Any group of people working together
for a defined population of patients is a
de facto team, but we will follow Boden-
heimer’s lead and only use the term “care
team” when referring to highly functional
teams and not to unplanned groupings of in-
dividuals who do not exhibit the attributes
and outcomes of a highly functional team
(Bodenheimer, 2007, p. 6). The goal of
the care team is to deliver patient-centered,
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collaborative, evidence-based care both to in-
dividuals and the patient populations the team
serves (Wasson et al., 2008).
Patient-centered, collaborative care is made
possible through an intentional service ori-
entation and tailoring of the work to meet
the needs of the population(s) and individu-
als served. An intentional service orientation
eliminates barriers to care by improving ac-
cess to the team (eg, implementing advanced
access principles, providing e-mail and phone
care) and embeds continuity of care so that
the patient is “known” and long-term trusting
relationships can be established. For example,
a pediatric practice in a high-income area will
need a different care team configuration than
a practice with a high volume of low-income
patients with chronic disease. Providing tai-
lored, patient-centered care relies on recog-
nizing and addressing the wants and needs
of the individual patient by working within
the individual’s psychosocial context, avail-
able financial and support resources, ability to

self-manage, and address barriers to self-care
(Epstein et al., 1993; Epstein et al., 2005).

For more than a decade, improvement
teams and faculty participating in the Insti-
tute for Healthcare Improvement (IHD) Learn-
ing and Innovation Community on Redesign-
ing the Clinical Office Practice have tested
team function strategies as a means to im-
prove quality of care, patient and staff satisfac-
tion, and office efficiency. Although there is
much yet to learn, this collective experience
provides some insight to those behaviors and
attributes that differentiate highly functioning
care teams from ever-larger groups of clini-
cians and practice staff working together to
provide care.

CREATING HIGHLY FUNCTIONING
PATIENT-CENTERED, COLLABORATIVE
HEALTHCARE TEAMS

Becoming a high-performing clinical
team—that is, one able to provide truly

Sidebar. A partial list of reasons cited as generating interest in the development of care teams follows

evidence-based care (Wagner, 2000).

2000).

patient-centered care” in this series.)

e Improved ability to address the expanded scope of work of patient-centered and

e A highly functioning care team may improve efficiency and increase the number of patients
seen per unit time, thus increasing revenue and/or access to care (MGMA data and experience
of Institute for Healthcare Improvement faculty working with practices over the past decade).

e Improved patient and population experience of care and outcomes:

o Nurses, other healthcare professionals and, at times, lay healthcare providers are skilled in
patient self-management support and education, prevention and chronic disease
management, care coordination, and population management (Bodenheimer, 2007; Wagner,

o The likelihood of patient follow-through on preventive and chronic disease care improves
with improved experience of care (Lacy et al., 2004; Ling et al., 2006; Wasson et al., 2008).

e Teams can offer different perspectives and a complement of knowledge and skills for the benefit
of a particular individual patient’s or a population’s care (Bodenheimer, 2007; Wagner, 2000).

e Increased satisfaction of physicians, nurses, medical assistants, and other healthcare
professionals is related to being able to work at the top of their licensure, leading to greater
staff retention (experience of Institute for Healthcare Improvement faculty).

e A strong care team supports the ability to “max pack” the visit, meaning, when appropriate, the
patient and provider can decide on performing a number of needed services in 1 visit. This
process ultimately increases patient satisfaction, increases effective clinical approaches and
outcomes, and increases access for additional patients. (See the article titled “Accessing
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patient-centered, collaborative care—does
not just “happen.” It takes intent, hard work,
willingness to change, and measurement to
assess improvement. To promote a patient-
centered focus that meets the needs of both
individual patient and the community, it is
necessary to change the roles and the work
of individuals in office practices and the
organizations in which they operate. “The
factors identified with better performance
include good leadership, a clear division
of labor, training of team members in their
personal roles and in team functioning, and
team-supporting policies of the organization
within which the team is working” (Boden-
heimer, 2007, p. 6). Bodenheimer notes the
need for a significant and ongoing investment
in training, the creation of protocols that
define tasks and who will perform them,
adoption of team rules, including decision
making and communication, and protected
nonpatient care time for team meetings.

The care team can be an effective engine
to reach the goals of patient-centered, collab-
orative care and improved outcomes; how-
ever, team care can also result in fragmen-
tation of communication, continuity, and ac-
countability. This fragmentation can result in
a degraded experience of care and worse
outcomes for the patients served (see the
sidebar).

Sidebar.

A 2006 survey of Wall Street Journal
Online readers demonstrated a 100%
increase in hospitalization and
emergency department use when
readers with chronic conditions were
not able to identify “one in charge” of
their care (Wasson, 2008).

What has to happen so that healthcare pro-
fessionals can and do perform their work,
daily and over time, to provide care that is
focused both on the clinical conditions and
“what matters” from the patient perspective?
‘What attributes do patients say are important?

In the authors’ work with practices over
the last decade, surveys of office practice staff
demonstrate a high correlation of the follow-
ing attributes with positive patient experi-
ence and improved outcomes (see the article
titled “Balanced measures for patient-centered
care” in this series).

o It is clear what is expected of each person
at work and he or she has the materials
and equipment that are needed to accom-
plish the role in his or her job. It is easy
for care team members to understand and
discuss processes of care.

Information for and about the patient’s
health and wellness is available to the care
team when needed (history, diagnoses,
laboratory and test results, etc).

¢ Everyone on the staff is valued, and there
is respect and sharing.

Feedback of performance is routine, and
there are professional growth opportuni-
ties.

e Care team members have positive atti-

tudes.

These attributes are more likely to be
present when practices and organizations
intentionally take them into account when
forming care teams and when the care
teams engage in certain behaviors discussed
below.

For care teams to function at a high level
and achieve the desired patient-centered, col-
laborative care goals, organizational leader-
ship must view the care team model as
“the way we do business.” That is, the
care team model is the means for achieving
strategic, long-term goals; business plans are
based on care team resource needs; and the
model is “hard-wired” into the system through
training, job descriptions, and perhaps team
incentives.

Office practice improvement teams work-
ing with IHI have tested the following strate-
gies to create patient-centered, collaborative
care teams.

¢ Invite patient and family representatives

to participate in the care team to pro-
vide feedback and advice on the re-
design of care processes. For example, pa-
tient and/or family representatives fully
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participate in a care team’s regular data
review and quality improvement work.
Promote excellent team communication
daily and ongoing. For example, conduct
daily or twice daily care team huddles
in which the provider, nurse, secretary,
and other team members meet for 5 to
20 minutes.

Proactively plan care for individuals and
for the panel of patients by anticipating
fluctuations in demand for care and plan-
ning needed care. For example, the nurse
and nurse practitioner huddle once or
twice daily to review the day’s appoint-
ment schedule to determine in advance
which patients need updated vaccines or
require blood tests for their conditions.
(For more on huddles, search “Huddles”
on www.IHI.org.)

The care team meets weekly to review
processes of care and fine-tune roles and
functions. For example, as part of its daily
huddles, the care team discovers that sev-
eral patients have to schedule return visits
to have blood work completed. The team
devises a protocol for identifying patients
flagged for “blood work follow-up” prior
to the scheduled office visit.

Provide regular feedback on process and
outcome measures to the care team. For
example, on reviewing data, the care
team notes that its patients with chronic
conditions are less confident in manag-
ing their conditions. The team investi-
gates and begins to pilot group visits to
enhance patient self-management skills.
Improve minute-to-minute communica-
tion by moving care team members into
physical proximity. For example, locate
the scheduler next to the nurse or pro-
vide team members with realtime 2-
way communication devices (eg, walkie-
talkies).

Optimize each person’s role on the team
based on the scope of practice, experi-
ence, skills, and abilities. For example,
each team member performs a subjective
analysis of his or her own work. When
this information is shared in the team hud-
dle, the team elects to shift some clerical
work from a nurse to a secretary.

e Collaborate with community resources to
improve the health of people in that com-
munity. For example, the practice iden-
tifies and evaluates programs offered by
the local community center and refers pa-
tients with diabetes to healthy cooking
and water fitness classes.

¢ Use the clinical information system (CIS)
to proactively query, manage, and plan
for both individual patient and the pop-
ulation of patients. For example, a team
member runs a CIS query for all patients
recently prescribed an antihypertensive
medication who are still not achieving
adequate blood pressure control. Those
patients receive proactive follow-up and
support (population management). Or,
the receptionist runs a CIS report for
each patient visit, identifies preventive
and chronic condition needs for those pa-
tients, and responsibility to follow-up on
identified needs is assigned in the team
huddle.

CASE STUDY: CLINICA CAMPESINA

Clinica Campesina, a community health
center in Northwest Denver, began caring for
underserved and medically vulnerable people
in the 1970s as a small practice with 1 nurse
practitioner. As the health center grew over
time, leadership recognized that its ability to
maintain patient and population care focus—
to “be big but feel small to patients and staff"—
would be better served by using mini-clinics
or care teams.

Over time, Clinica Campesina created ser-
vice delivery options to meet the complex
needs of its patients. Starting with existing
staff, staff roles were optimized and teams fo-
cused on specific panels of patients were cre-
ated. This enabled the staff to learn what pro-
cesses and tools were needed to support the
care team’s delivery of patient-centered care.
Eventually, partnerships with other important
services such as integrated behavioral health
and group visits were strategically added
to meet the many different needs of their
patients.

The formation of Clinica’s care teams was
guided by research and continual feedback
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from their own patients. It is worth not-

ing that their journey started 10 years ago

and they continue to improve their care
delivery.

Clinica Campesina’s approach to devel-
oping care teams was to create “pods” of
providers and care team members, supported
to reliably deliver patient centered, collabora-
tive care:

e Service orientation—continuity: A pti-
mary care provider’s (PCP’s) patients
know that they are part of the “purple
pod” or the “orange pod” in the clinic.
When the PCP is not available, his or her
patients see one of the other 2 providers
in the pod, limiting the number of pos-
sible providers with whom the patients
must interact.

Service orientation—access: Clinica em-

ploys the principles of advanced access to

“meet today’s demand today.”

e Service orientation—efficiency: A well
thought-out electronic health record
(EHR) provides instantaneous messaging
to the care team, identifying patients who
need an appointment and when; patient
preferences or needs (eg, no gas money
or a question about a new medication);
and needs that can be met without a
face-to-face office visit. Given the care
team’s focus on meeting patient needs,
team members are tuned into their elec-
tronic tasks and act on the messages in
a timely manner. The EHR also provides
key clinical and patient information at
the point of any interaction, giving care
team members access to key current
clinical information (eg, laboratories,
selfmanagement activity, barriers to
self-care, or referral information). It is
important to note that most of these
processes were designed well before
the implementation of the EHR, which
meant that Clinica was clear on how the
EHR should support the work of the care
team.

e Service orientation—efficiency: A PCP’s
care team is located in its own “pod,”
or physical space, designed to support
great teamwork, efficiency for staff and
patients, and a vital work environment.

The team is colocated, meaning all desks
are in an area together, have line of sight,
meaning every care team member can see
patient flow from registration to check-
out, and continuous flow of work. For ex-
ample, the examination rooms are built
larger than many so that all tasks to com-
plete the visit, such as drawing blood,
can happen in the examination room. On
a very busy day, the area is fairly quiet
because patients and staff are only mov-
ing in and out of examination rooms. A
simple visual flag system lets care team
members know what the patient needs
next.

Care team tasks and roles are defined
and planned: Patients become more fa-
miliar with the entire care team over time
as they begin to receive assistance and
care from these team members. Patients
are greeted by care team members at the
front desk; medical assistants and nurses
know the patient and the patient knows
them; a medical records team member
may provide assistance with health in-
formation; and a case manager or social
worker can assist with referrals, care co-
ordination, self-management, or behav-
ioral health issues. Increasingly, patients
gain confidence in all care team mem-
bers, not just their PCP, giving patients
access to a variety of people who know
and respect them and provide a vari-
ety of skills, knowledge, and styles. The
care team also includes a small number
of members, functioning at their highest
level of skill and licensure, who are com-
mitted to the common purpose of caring
for the panel of patients and share in the
team’s performance goals for which all
team members hold themselves mutually
accountable.

Organizational support for frontline
work: Clinica Campesina ensures that
the support structures needed to pro-
vide patient-centered, collaborative care
and to support the care team in its daily
work are in place. Examples of important
support structures include hiring staff
who will thrive in the Clinica environ-
ment, a training program that develops
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and supports staff in providing patient-
centered, collaborative care, information,
and supply systems that ensure that
the care teams have what they need,
when they need it, to provide the care
needed.
o Work is organized to serve local popu-
lation needs: The care team is also sup-
ported in delivering care based on the
needs of different subpopulations in the
patient panel. Many of Clinica’s patients
have incomes at or below the poverty
level, and they struggle with their health
and getting care needs met. All care
teams are familiar with the barriers to
healthcare that poverty presents and they
are trained to assist patients with refer-
rals to community resources, access to
programs for obtaining medications and
other treatments, and low cost ways for
patients to self-manage their care. Group
visits, offered for people with chronic
conditions and to deliver obstetrics and
well care, provide alternative venues for
patients who like and benefit from group
support and socialization.
Feedback on performance: Population-
based care is reinforced with regular per-
formance feedback to the pod and for
each provider. Incentives are awarded on
the basis of team performance rather than
individual performance, and every staff
receives an incentive when targets are
met.

Care teams are composed of members
with advanced academic degrees and those
who have a high school general equivalency
diploma. The care teams work so well to-
gether because of the shared goal of tak-
ing good care of their patients. Clinica care
teams are successful because the health cen-
ter makes care and information easy to ac-
cess; decreases stress for staff and patients and
provides a caring environment in which pa-
tients feel comfortable and confident in the
care providers; and focuses on efficiently pro-
viding what is needed (eg, information, equip-
ment, skills, and knowledge) when the pa-
tient needs it so that the patient’s time is not
wasted.

TENSIONS AND UNANSWERED
QUESTIONS REGARDING CARE TEAMS

There are unknown factors and inherent
tensions in the current US healthcare environ-
ment that pose barriers to developing care
teams. First, the reimbursement model is fo-
cused on productivity, volume, and procedu-
ral care, and not necessarily on meeting the
overall healthcare needs or preferences of the
patient or the overall coordination of care.

Second, there is no fixed number of indi-
viduals who make up the perfect care team.
Some high-performing teams are large and
complex with representatives from multiple
disciplines (Nelson et al., 2003), whereas
other care teams are as small as 2 people
(Wasson et al., 2008). The right size and com-
position of a care team is driven by the follow-
ing factors.

e The needs of the patient population

served.

¢ The complement of skills and capacity of

the team members.

¢ The quality of the organizational support.

e The degree to which the needs of the

population can be served outside the con-
text of the team. If good external re-
sources and good communication exist,
it is possible to create a virtual care team
and keep the size of the internal primary
care team small. For instance, the practice
might collaborate well with social work,
behavioral health, community resources,
and specialists outside their walls and,
therefore, have a smaller primary care
team. On the other hand, there may be
few if any external resources available
and the primary care team might need to
grow to include social work, behavioral
health, and other team members to meet
the needs of the patient population.

¢ The degree to which leadership in the

organization values the patient-centered
care the team provides and can build a fi-
nancial business plan that makes the care
team model sustainable. If the work of the
care team is not valued and goes uncom-
pensated, or a sustainable business plan is
not created, there are few organizations
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or practices that would be willing to staff
the work.

Third, there is a tension between opti-
mizing the role of each care team member
and maintaining flexibility in roles to achieve
smooth workflow. One extreme optimizes
roles to such a degree that a team member
might impede workflow by saying, “That is
not my job.” At the other extreme, team mem-
bers perform work that should optimally be
provided by another team member. Both can
lead to bottlenecks. The middle ground is very
fluid as it is based on the workflow of that
moment. Cross-training of care team mem-
bers is one strategy to address smooth flow
of patient care. Most practices would benefit
from a more careful consideration of roles and
reorganizing the care team’s work to better
match each individual’slicensure and scope of
practice.

SUMMARY

Highly functioning care teams will play an
increasingly important role as the healthcare
delivery system makes necessary adjustments
to meet the needs of patients and families to-
day and in the future. Care teams can add
value through improved efficiency, staff satis-
faction, improved patient experience of care,
and improved outcomes (Wagner, 2000, and
experience of IHI faculty.) High-functioning

teams require intention and support—they do
not just happen when a group of people work
together. Patient-centered, collaborative care
takes intention and support. There continues
to be a large gap between what we know and
what we do to deliver the best evidence-based
care as we reliably listen and adjust to the con-
text of the patient’s preferences, resources,
family support, and self-management abilities.

Highly functioning care teams are more
likely to occur when there is good leadership
support in the organization and teams have
specific training, protocols defining tasks and
who does them, protected nonpatient time
for meeting, and clear guidelines about de-
cision making and communication. It is ad-
visable to measure the attributes of a high-
functioning team and work on those spe-
cific attributes that lead to improved team
function.

How everyday work will be performed in
an office, who is best suited to do what as-
pects of the work, and ongoing improvement
to meet important patient-centered care goals
are all informed by the local environment,
including licensure, scope of practice, labor
negotiations, and the individual strengths of
team members. The Clinica Campesina case
study is an example of how one organiza-
tion, over the course of time, created highly
functioning care teams that are focused on
the needs, preferences, and context of its
patients.
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Accessing Patient-Centered
Care Using the Advanced

Access Model

Catberine Tantau, BSN, MPA

Abstract: Waits and delays for healthcare are legendary. These delays are not only frustrating and
potentially hazardous for patients and providers but also represent significant cost to office prac-
tices. The traditional medical model that defines urgent care versus routine care is a vain and futile
attempt to sort demand. This approach is at constant odds with patients’ definition of urgency.
Trusting patients to determine when and how they want to access care makes sense from a cus-
tomer service perspective. If approached systematically using the principles of Advanced Access,
patient demand patterns can be tracked to forecast demand. These demand patterns become the
template for deploying the resources necessary to meet patients’ needs. Although not a simple jour-
ney, the transformation to Advanced Access provides an entree to patient-centered care where pa-
tients can say, “I get exactly the care I want and need, when I want and need it.” Key words:

advanced access, appointment demand and supply, backlog reduction, continuity, bigh-

leverage changes, patient-centered care

AITS AND DELAYS for service in both

primary and specialty care have be-
come legendary (Merritt, Hawkins & Asso-
ciates, 2004). The cost of these delays falls
directly on the practice, both financially and
in terms of patient, provider, and staff satis-
faction. For example, although conventional
wisdom may suggest that appointment sched-
ules that are filled well in advance and far into
the future are money in the bank, in reality
these delayed, overcrowded schedules choke
off new growth and generate higher no-show
rates for appointments (Johnson et al., 2007).
More importantly, from the patient’s perspec-
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tive, in these systems it is impossible to re-
spond positively to the question, “I get exactly
the care I want and need, when I want and
need it.” Delayed systems can be described
simply as those practices that cannot reliably
deliver patients “exactly the care they want
and need, when they want and need it.” To
meet this standard, practices must be in a
position to offer patients an appointment to-
day, for any problem, with the provider of
choice or another care team member in the
absence of the chosen provider. This is the
definition of Advanced Access; it is the gold
standard for eliminating waits and delays for
care. Advanced Access requires that the dis-
tinction between urgent and routine appoint-
ments be eliminated and patient preference
directs when and with whom appointments
take place (Murray & Tantau, 2000).
Advanced Access can be viewed as the on-
ramp to care. The best clinical care, if inac-
cessible to patients, is ineffective. Since the
creation of Advanced Access 12 years ago
(Murray & Tantau, 1998), much has been
learned to fully develop this model. This is in
large part a credit to the hundreds of clini-
cal teams and organizations that have tested
the principles of Advanced Access in their
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practices, both in primary and in specialty
care. As this body of work has evolved, the
notion that not all care must be provided
with face-to-face visits has gained strength.
Patients have driven this challenge, question-
ing the value of an office visit for a rou-
tine prescription refill, a normal laboratory re-
sult, a recheck for a stable chronic condition,
etc.

Meanwhile, as practices began adopting Ad-
vanced Access strategies and dramatically re-
ducing waits for appointments, they began to
understand that managing their supply of ap-
pointments must match true patient demand
for appointments. At that point, the notion
that not all services require an appointment
was put to the test vigorously and success-
fully. Nevertheless, although the Advanced
Access model has broadened the definition
of “services,” appointments remain a funda-
mental building block of the model. The idea
that demand and supply for all patient ser-
vices (advice, phone calls, teaching, registra-
tion, message taking, etc) can be quantified to
forecast demand and deploy supply for these
services is one of the key developments in
the Advanced Access model. It is where ef-
ficiency and access merge, simplifying key
office processes and recognizing that there
is rarely value in delays for any process or
service.

WHY IS PATIENT-CENTERED
APPOINTMENT ACCESS IMPORTANT?

The inherent struggle between patients’
definition of what requires urgent attention
and the medical definition of an urgent clin-
ical need has proven to be a daily frustration
for both patients and practices. Putting the de-
cision about when, how, and by whom pa-
tients will be seen into patients’ hands was
once a radical concept. However, many prac-
tices now recognize that putting up barriers
to what patients want is futile and wasteful.
Furthermore, they have found that letting pa-
tients direct the demand for and timing of ap-
pointments allows the practice to study the
natural demand patterns that emerge from
the population they serve. These demand pat-

terns provide insight into how the practice
can match supply with demand for services
on a daily basis, a critical aspect of sustaining
improved access.

Some findings from application of the Ad-
vanced Access model include the following:

e When patients have unfettered access
and continuity with a provider of choice,
demand for services decreases. This de-
lights patients (Consumer Driven Health-
care, 2002) and provides the practice
with “breathing space” for growth, im-
provement work, and redesign efforts
(Murray & Tantau, 2002).
Continuity (ie, consistently —match-
ing patients with their primary care
provider [PCP] or specialist of record)
has long been identified as a satisfier
for patients and providers as well as a
mechanism to quiet demand (Plauth &
Pearson, 1998) and reduce cost (Raddish
et al., 1999). However, continuity is pos-
sible only when delays are dramatically
reduced and patients can see the provider
of choice at a time that is convenient
for them. Optimal continuity is simply
not possible in delayed systems where
patients frequently see someone other
than their PCP or specialist of record
when they are ill and vulnerable because
their provider of choice is unavailable.
Continuity can become a hallmark of the
practice when delays are eliminated.
¢ Allowing the natural flow of patient de-
mand to guide the deployment of sup-
ply significantly reduces the amount of
time spent on activities such as phone
calls, messages, triage, scheduling, etc.
The care team’s skills can then be op-
timized when clerical support staff can
more effectively do their work and clini-
cal staff, including providers, are freed up
to concentrate on providing clinical care.
In a practice where demand for services
exceeds supply and delays for services
persist, the aggressive testing of high-
leverage changes has been shown to be
a reliable approach to improving access
to care (see the “High-Leverage Changes”
section ).
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Table 1. Foundational elements of patient-
centered advanced access

Element Outcome

Capacity Ensure daily supply
meets predicted
demand

Continuity Satisfier for patients,

providers, and
staff, decreases
demand

Sustains access
improvement over
time

Demand and

supply
equilibrium

FOUNDATIONAL ELEMENTS FOR
PATIENT-CENTERED ADVANCED ACCESS

There are 3 foundational elements for suc-
cessful and sustainable Advanced Access im-
provement (Table 1). These include the fol-
lowing:

e Capacity: Simply put, this refers to the
availability of appointment slots each day
to meet the predicted demand for ap-
pointments for each provider and the
practice as a whole. These appointments
are not “carved out” each day (ie, saved
for same-day appointments) to meet ur-
gent demand; they are open and available
for booking and have been for some time
(Droste, 1999). These appointments are
available today because yesterday’s work
was done yesterday and last week’s work
was done last week.

Continuity: This refers to the consis-

tent matching of patients with their PCP

or specialist of record when one is ap-
pointed. In the absence of the PCP or spe-
cialist, the patient may either opt to see

a practice partner today or wait for the

provider to return. The patient is free to

choose (Murray & Tantau, 2000).

e Demand and Supply Equilibrium: This
key element has emerged as a critical
component for sustained access improve-
ment. Although the need to balance de-
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mand and supply at the outset (Tantau,
2008) is well understood, we have more
recently begun to understand the need
for rigorous and continuous monitoring
of these 2 dynamic properties to en-
sure constant equilibrium over time. Rel-
evant seasonal patterns can be tracked;
however, the dynamic nature of market
shifts or unexpected losses of supply
(providers) can disarm practices that are
not habitually monitoring and adapting to
these fluctuations.

Beyond the 3 foundational elements noted
above, the transition from traditional access
models characterized by differential delays for
urgent and routine appointments to Advanced
Access requires the systematic testing and
implementation of 6 high-leverage changes
(Murray & Tantau, 2000). These include the
following:

1. match demand and supply daily,

. reduce backlog,

. simplify appointment types and times,

. create contingency plans,

. reduce demand for unnecessary visits,
and

6. optimize the care team.

Table 2 provides an overview of these 6 high-
leverage changes. A more detailed summary
of each follows.

R N

Match demand and supply daily

Matching demand and supply requires a rig-
orous and quantifiable assessment of daily de-
mand patterns for each provider in the prac-
tice. Demand measurements are obtained in
real time, reflecting current demand patterns
of the population served. Demand formulas
distinguish between external demand coming
from the population and internal demand gen-
erated by the practice (Tantau, 2005). This
distinction enables the practice to identify
streams of demand over which they have con-
trol. Once demand patterns are established,
supply is deployed to meet that predicted de-
mand. Anecdotally, when practices begin to
measure they often discover that supply ex-
ceeds demand, it is just hidden in delays in the
system. Understandably, providers and staff
assume demand outstrips supply given their
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Table 2. High-leverage changes for patient-centered advanced access and examples of strategies

High-leverage change

Examples of strategies

Match demand and supply daily
Reduce backlog

Simplify appointment types and
times
Create contingency plans

Reduce demand for unnecessary
visits

Optimize the care team

Calculate demand and deploy supply commensurately

Increase supply temporarily to overcome demand curve

Use “smart strategies” to quiet demand

Improve continuity

Increase visit intervals

Do more with some visits

Standardize appointment types and times and limit
restrictions

Identify those events likely to interfere with optimal office
flow (eg, flu season, staff vacations)

Develop plans to adjust when those situations occur

Increase visit intervals

Absorb urgent visits into the schedule

Avoid overflow of patients to urgent care

Elevate all members of the care team to the highest level
their education and training allows

Standardize best practices

daily experience of delays, full schedules, and
double-booked appointments. Therefore, ob-
jective measurement of both demand and sup-
ply is critical to improving access (Table 3).

Reduce backlog

Backlog reduction refers to actively reduc-
ing the delay for an appointment, measured
as the amount of time in days to the third
next available routine appointment. For ex-
ample, a measure of zero days indicates there
is no delay because the third next avail-
able appointment is today. There are multiple
strategies that teams use to reduce backlog.
These include the temporary addition of sup-
ply (providers) to overcome the current de-
mand stream, referred to as hard strategies.
In addition, “smart strategies” help practices
redesign for long-term sustainable results. Ex-
amples of smart strategies include extending
visit intervals, fully utilizing other care team
members to shift some clinical care and most
clerical work away from providers, optimiz-
ing continuity, “max-packing” visits (doing as
much for patients during the visit to reduce
future work), and combing schedules for du-
plicate visits (Murray & Tantau, 1998).

Simplify appointment types and times

Complex schedule templates with multiple
appointment types and times and intricate re-
strictions are challenging to support. Match-
ing the right patient with the right problem
in the correct slot in a delayed system is virtu-
ally impossible. Testing the simplification of
appointment types to 1 or 2 types and limit-
ing restrictions can increase supply that may
be shrouded (Murray & Tantau, 1998).

Create contingency plans

It is important for practices to identify
events, either expected or unexpected, that
cause disruptions in supply and demand such
as ill staff or providers, a community out-
break, flu season, peak vacation season, a
code in the office—virtually anything that
can interfere with the normal flow of work
and either increase demand or reduce sup-
ply. Many of these events can be predicted,
for example vacations and flu season. Other
situations are less predictable but still occur,
for example, an ill provider or a staff mem-
ber. Identifying these events in advance and
preparing contingency plans to address them
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Table 3. Calculating daily appointment demand, supply, and activity

35

Calculation Definition Methodology

Demand The total number of External Demand
appointment-booking transactions The total number of appointment requests
each day of the week for each called in or referred to the practice and
provider. Include both external booked today, regardless of the day to
(patient-driven) and internal which the appointment is actually
(provider-driven) demand. assigned.

Plus the total number of walk-in patients
requesting an appointment today and
booked.

Plus the total number of patients deflected
to other venues because of lack of
appointments.

Internal Demand

The total number of patients seen today
and booked again for a return visit.

Note: Total demand can sometimes be
retrieved electronically by capturing the
number of appointment-booking
transactions each day.

Supply The total number of appointments  Count the total number of appointments
available each day of the week for generally available on a blank schedule
each provider and the practice as template for each day.

a whole.

Activity The total number of patients who At the end of each day, count the total
were actually seen each day of the = number of patients seen by each
week by each provider and the provider. This is sometimes referred to as
practice as a whole. the number of encounters or visits.

can mitigate much of the disruption in the
practice.

Reduce demand for unnecessary visits

Particularly in instances when demand out-
strips supply, or growth of the practice is de-
sired, practices can identify opportunities to
reduce demand. These opportunities include,
but are not limited to, the following:

¢ making continuity a hallmark of the prac-
tice;
max-packing visits;
managing primary care panel size;
extending visit intervals where clinically
indicated (Schwartz et al., 1999); and
providing group visits, phone visits,
e-visits.

Optimize the care team

This is another powerful strategy for bal-
ancing demand and supply. The basic prin-
ciple involves moving work away from the
provider, who is often the constraint in the
system, to other members of the care team.
As wasteful delays are eliminated, some of
the work associated with tending those de-
lays simply goes away. This frees staff to con-
centrate on the work they are uniquely qual-
ified to do. Clinical staff are free to focus on
clinical work and clerical staff can concen-
trate on the timely completion of important
clerical tasks necessary for an efficient prac-
tice. For example, when delays for appoint-
ments are eliminated, many practices find
that hours of nursing time, formerly spent
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on triaging urgent patients versus routine pa-
tients, are now available to assist providers
and patients in the management of chronic
conditions (Grumbach & Bodenheimer, 2004;
Bodenheimer, 2004). Similarly, phone staff re-
port that transaction time for booking an ap-
pointment shrinks with Advanced Access as
they are able to offer patients an appointment
at a time that is convenient for the patient,
with the provider of choice. This frees phone
staff to be more productive, increases the rate
of “first call resolve” for patients, and requires
fewer interruptions and messages to clinical
staff who formerly were called upon to inter-
vene in the appointment-booking process.

The use of these 6 strategies can lead to a
dramatic reduction in waits and delays for ser-
vices in a variety of areas. Some healthcare
organizations have incorporated the philoso-
phy that there is rarely value in delays into
all their operations. Ministry Medical Group
(MMG) in Wausau, Wisconsin, is one exam-
ple of such an organization. They adopted
Advanced Access in primary and specialty
care, in mental health, imaging, laboratory,
and rehabilitation services. The availability of
any service at MMG today, for any patient,
streamlines the journey for patients traversing
various services. This organizational access
standard eliminates constraints that emerge
when various services have dissimilar de-
lays. Patient needs are met continuously and
smoothly.

Note: The anchor metric for Advanced Ac-
cess is delays, measured as the time in
days to the third next available routine ap-
pointment. The first or second available
appointment often reflects “noise” in the
system such as a cancellation or random
opening of an appointment slot. The third
next available appointment more reliably re-
flects when the schedule actually has sub-
stantial capacity.

TWO CASE STUDIES

The following case studies explore the ex-
perience of 2 distinct and structurally differ-

ent healthcare organizations that adopted Ad-
vanced Access to promote patient-centered
care and reduce waits and delays for care.
Despite significant differences in patient pop-
ulations, services offered, size of practices,
location and payer profile, the adoption of Ad-
vanced Access led to significant reduction in
delays for services in both organizations.

The MMG adopted Advanced Access across
their system as described above. Providence
Community Health Centers at Capitol Hill HC
in Providence, Rhode Island, implemented
Advanced Access in Internal Medicine, Ob-
stetrics and Gynecology, and Pediatrics. Both
systems methodically tested and applied the
high-leverage changes for Advanced Access
noted above with strikingly similar results.
This outcome is not surprising; although
the populations served and organizations are
quite different, the principles of Advanced
Access remain the same and deliver similar
results.

Ministry Medical Group

The MMG is a traditional multispecialty,
mixed-payer model with large and small prac-
tices in urban, rural, and suburban areas,
spread over a wide geographic area in Wiscon-
sin. They approached implementation of Ad-
vanced Access in 2 phases using an Internal
Collaborative model and included all major
clinical services. The MMG aims to improve
access were aggressive. The organization
made the decision to establish an enterprise-
wide access standard that was consistent with
what is often referred to as the “gold standard
for access.” Their goals are as follows:

e Primary Care: Offer an appointment to-
day for any reason with the PCP or team-
mate in the absence of the PCP.

e Specialty Care: Offer an appointment to-
day with someone in the department and
within 5 days with a specific specialist.

¢ Offer a surgery or procedure date within
5 days of deciding that a surgical or pro-
cedural intervention is required.

e Imaging: Offer an appointment today for
each modality including computed to-
mography, magnetic resonance imaging,
ultrasound, and mammography.
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Figure 1. Ministry Medical Group Plover Primary Care Medical Offices reduction in appointment delays.

o Mental Health: Offer an appointment to-
day for any problem with the therapist of
record or teammate in the absence of the
therapist of record.

The MMG used the 3 foundational elements
of Advanced Access (Table 1) as well as all
6 high-leverage changes (Table 2) to achieve
their aims. All improvement teams partici-
pated in rigorous testing of these changes.

The MMG Advanced Access Initiative re-
sulted in improvement in a variety of clinical
areas. Figure 1 is an example of primary care
access improvement at the MMG Plover Med-
ical Offices. Delays for routine care at Plover
were reduced from an average of 25 days to
an average of 8 days with most providers at
zero days delay for an appointment when they
were in the office.

The MMG affectively reduced delays for ap-
pointments and procedures in a number of
medical and surgical specialties. The results of
the work done in ENT are shown in Figure 2
where the delay for ENT surgeries longer than
1 hour was reduced from 58 days to 2 days.

An important factor in successful sys-
temwide implementation of Advanced Access
was the reduction in waits and delays for
Imaging Services. At 2 sites, Imaging Teams

successfully reduced delays in all modalities
with differential delays, to a single day for
each modality (Figs 3 and 4).

PROVIDENCE COMMUNITY HEALTH
CENTERS AT CAPITOL HILL HC

Providence Community Health Centers at
Capitol Hill HC provides services to an in-
ner city, urban population, including pedi-
atrics, obstetrics and gynecology, and inter-
nal medicine. Access improvement was un-
dertaken in all 3 departments simultaneously.
The goal was to have a consistent standard
for access across all 3 services. In addition
to a strong desire to improve access, Capi-
tol Hill was concerned about their consis-
tently high no-show rate that averaged 30%.
With the implementation of Advanced Access
the no-show rate dropped to less than 15%
(Fig 5). Capitol Hill recognized that long de-
lays in their system were linked to higher
no-show rates. They also adopted the “gold
standard” for access in all 3 departments.
Their goal is to: Offer an appointment to-
day, for any problem, with the PCP or
other care team member in the absence of
the PCP
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Figure 2. Ministry Medical Group reduction in delays for ENT surgery.

Capitol Hill implemented all 6 Advanced
Access high-leverage changes with particular
emphasis on matching demand and supply, re-
ducing demand for unnecessary visits, and ac-
tively promoting same-day appointments. See
Figure 6 for their results.
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The application of Advanced Access signif-
icantly reduced delays for patients at both the
MMG and Providence Community Health Cen-
ters at Capitol Hill HC, despite considerable
differences between the 2 organizations in
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Figure 4. Ministry Medical Group reduction in delay for imaging services—site B.

terms of patient populations, services offered,
size of practices, location, and payer profile.

Each organization started with a prelimi-
nary measurement of demand trends by day
of week and by provider. These patient-
and provider-driven demand trends provide
the basis for deploying supply commensurate
with demand. Figure 7 is an example of an
analysis by Huron Gastroenterology in Ann
Arbor, Michigan, that compares the practice’s
appointment demand, supply, and actual pa-
tients seen (activity). A similar analysis was
done for the group’s gastrointestinal proce-
dures to provide a complete picture of the
practice. Both the MMG and Providence Com-
munity Health Centers at Capitol Hill HC also
used this technique in their work to under-
stand demand and supply.

Remarkably, in most practices supply ex-
ceeds demand. This fact is masked in delayed

systems where patients and care team mem-
bers struggle with completely full schedules
every day. The impression in most delayed sys-
tems is that demand exceeds supply when,
in fact, this is rarely the case. Hence, a de-
mand/supply analysis is critical to understand-
ing what is actually happening in any given
practice (Tantau, 2006). Table 3 provides a
quick guide for calculating daily appointment
demand, supply, and activity for a practice.
Although there are many examples of suc-
cessful groups who have transitioned to Ad-
vanced Access, dramatically cutting delays for
appointments to a single day and deferring
to patients to determine when and by whom
they would like to be seen, there are some
classic pitfalls that teams may stumble into on
their access journey. A recent article in the
Annals of Internal Medicine described some
of the common shortfalls that can occur as

CHHC no show rate 2005-2006
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Figure 5. Providence Community Health Centers at Capitol Hill HC no-show rate.
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Figure 6. Providence Community Health Centers at Capitol Hill HC delay reduction for appointments.
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Figure 7. Office visit demand, supply, and activity for Huron Gastroenterology.

Table 4. Common pitfalls

Pitfall Outcome
Poor continuity Increases demand
Decreases satisfaction
Inadequate backlog reduction Practice is not transformed
Difficult to sustain improvement
Lack of rigorous demand and supply Backlog reemerges
monitoring Lapse into imbalance in demand and supply
Lack of contingency planning Lapse into imbalance in demand and supply
Carve-out strategies Future supply is limited
Backlog reemerges
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teams move to Advanced Access (Mehrotra
et al., 2008).
Common pitfalls include the following
(Table 4):
¢ Poor continuity, which drives up demand.
¢ Backlog reduction that relies solely on
working harder and does not test the
“smart strategies” to incorporate funda-
mental changes in managing demand.
e Lack of contingency planning.
Failure to rigorously monitor and match
demand and supply daily and weekly for
each provider.
Revert to carve-out strategies to reserve
future supply rather than address backlog
that will reemerge when demand and sup-
ply are not balanced.
Improve delays, but never quite make it
to zero days’ delay. One of the keys to
sustaining Advanced Access is to actu-
ally reach the goal of consistently offer-
ing patients an appointment today, for any
problem, with the provider of choice or
teammate in the absence of that provider.
Reductions in delays are wonderful for pa-
tients. However, the experience of com-
ing to work every day with sufficient
appointments to meet today’s predicted
demand is what transforms practices and
the people who work in those prac-
tices. This is often the strongest driver for
sustainability.

SUMMARY

Advanced Access systems are designed to
respond to patients’ desire to get an ap-
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pointment when they choose and with the
provider of their choice. By definition, this
means appointments must be available to-
day and clinical distinctions between urgent
care and routine care are irrelevant. When
demand and supply are consistently in equi-
librium, future supply remains available for
future demand. This makes it possible to
optimize continuity between patients and
providers and creates opportunities to ex-
plore other options for designing the ideal
medical office practice.

A systemwide or enterprise-wide standard
for access to care provides patients with a
familiar and reliable offer of an appointment
today, for any problem, with the provider
of choice or other teammate in the ab-
sence of that provider. In all departments,
adoption of a systemwide access standard
appears to increase practice accountability
and, when spread beyond traditional clinical
teams and into departments such as imag-
ing and the laboratory, strengthens long-term
sustainability.

Trusting patients to determine when and
how they want to access appointments and
providers in a practice makes sense from a
customer service perspective. It also provides
practices with the information they need to
appropriately deploy resources (supply). Be-
yond understanding demand patterns, prac-
tices and organizations can use the foun-
dational elements of Advanced Access and
tested high-leverage changes to reduce de-
lays and respond to daily demand from both
returning and new patients in a variety of
services.
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Balanced Measures for
Patient-Centered Care

Jobn H. Wasson, MD; Neil J. Baker, MD

Abstract: The Institute for Healthcare Improvement has long supported the use of balanced mea-
sures to assess improvement among patients at both the individual and the population levels. Al-
though biomedical outcomes and process measures have been widely accepted, patient-reported
measures are still not in widespread use. The most common use of such measures is at the pop-
ulation level to gauge satisfaction with care long after it has been provided. This article examines
barriers and solutions to including patient-reported measures at the point of care. Key words:
practice improvement, patient-centered care, bealthcare quality, measures of quality

E know that measurement is essential

to guide improvement. It is logical that
if we want improvement to lead to optimal
patient-centered care, we must include mea-
sures that bring the voice of the patient into
the learning process. When the Institute for
Healthcare Improvement began its Idealized
Design of Clinical Office Practices project, it
asked a panel of experts to design an idealized
measurement system. The result was a bal-
anced measurement system that used struc-
ture, process, and outcome measures to eval-
uate the changeover time. Patient experience
measures were necessary components of this
system (Hess et al., 1999).

However, a balanced approach that explic-
itly includes comprehensive patient-reported
measures has been impeded by multiple fac-
tors such as
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e confusion about the meaning of patient-
reported measures,
e barriers to collecting and analyzing
patient-reported measures, and
e a lack of ability to respond to the
measures.
This article discusses each of these barriers
and also describes several practical methods
to address them.

UNDERSTANDING THE MEANING OF
PATIENT-REPORTED MEASURES

Two common causes of confusion about
the meaning of patient-reported measures are:
¢ The historical tendency to value “hard”
over “soft” measures, and
¢ A lack of understanding about the dif-
ferences between comparison and action
measures.

Hard versus soft measures

Decades of research have documented
the value of patient-reported measures in
screening, monitoring, and promoting collab-
orative care; aiding in decision making; and
enhancing “patient-centered” communication
(Greenhalgh & Meadows, 1999; Moore &
Wasson, 2006). Patient-reported measures
identify “what matters” to the patient and
can even reflect biomedical variables (such
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as cholesterol and blood pressure levels)
that are so often the focus of medical care
guidelines (Physician Practice Connections—
Patient-Centered Medical Home, 2008;
Wasson 2006).

Despite the value of patient-reported mea-
sures, during healthcare professional training,
such data are usually labeled as “subjective’
(soft), whereas bioclinical data (eg, laboratory
results and findings by the clinician) are la-
beled as “objective” (hard). As a result, labo-
ratory measures for blood glucose control are
readily accepted despite the fact that this mea-
sure can be poorly related to important pa-
tient outcomes when applied to patients with
complex conditions (Gandhi et al., 2008). Na-
tional policies continue to favor certification
and pay for performance based on intermedi-
ate outcomes (such as laboratory tests) and
process measures (such as the measure “third
next available appointment,” policies regard-
ing no shows, and the use of a patient registry)
rather than patient-reported measures (Physi-
cian Practice Connections—Patient-Centered
Medical Home, 2008).

4

Comparison measures versus
action measures

One widely accepted notion is that more
competition in healthcare will improve its
value. Comparison measures of performance
on patient satisfaction, for example, are
considered critical in competition. Because
money and prestige depend on the accuracy
and validity of these comparisons, the data are
usually summarized over many observations
and retrospectively analyzed. Such data are
not real-time for a particular patient. Although
changes to the system of care can result from
taking action on the basis of such comparison
measures, the likelihood of an individual pa-
tient benefiting in a specific, tailored way is
uncertain at best. Even if payment is linked to
such comparison measures, quality improve-
ment for the population of patients will not
necessarily occur (Landon & Normand, 2008;
Pearson et al., 2008; Petersen et al., 20006).
Finally, such measures often ask patients gen-
eral questions about satisfaction (eg, “I would
recommend this practice...”), which do not

lend themselves to identifying specific actions
to address issues.

With “action” measures, by contrast, a sin-
gle laboratory or a patient-reported measure
can trigger an action for a particular patient
in real time. Patient-reported measures are de-
signed to lend themselves to specific action.
For example, patient ratings on the helpful-
ness of information they receive about their
conditions direct attention to what informa-
tion needs to change. Certainly, such mea-
sures can also be aggregated at a population
level to help inform improvement efforts as
described in the clinical examples at the end
of this article.

The differences between patient-reported
“action” measures and those used for compari-
son are illustrated in Table 1. The information
in Table 1 supports the proposition that nei-
ther comparison nor action measures are su-
perior to the other; a balance of both is most
likely to result in better care.

DATA COLLECTION AND ANALYSIS

When office practices think about survey-
ing their patients, they usually envision the
elaborate process required for comparison
measures. For example, comparisons require
probability sampling and obsessive follow-up
of nonresponders to ensure that the respon-
dents are representative of the patient popu-
lation. Indeed, the methodology for accurate
comparison is often so complex and alien to
the customary work of health professionals
that many health systems use consultant com-
panies to perform data gathering and analysis.
Some experts have even suggested the need
for regional data initiatives and special elec-
tronic health records to overcome the barriers
(Landon & Normand, 2008).

Barriers for collection and analysis of mea-
sures intended for clinical action also have
to be addressed, but the issues seem less
formidable. For example, as part of clinical
practice, it is quite efficient to have patients
complete a relatively brief survey that can
identify, without requiring detailed analysis,
the issues that are important to them. In a
separate article, we illustrate this point by
the use of CARE Vital Signs. CARE Vital Signs



46 JOURNAL OF AMBULATORY CARE MANAGEMENT/JANUARY-MARCH 2009

Table 1. Differences between patient-reported action and comparison measures

Patient-reported measures
leading to specific actions
for individual patients

Patient-reported measures used
to quantify specific actions for
many patients (the “population”)

Patient role

Information

Information cycle

Behavioral assumption

clinicians

Patient report is part of
self-assessment and feedback

Limited to a few measures that
are “just good enough” so
that response burden is
minimized for any patient

Information for action by
patient and clinician “today”

Screening for “what matters”
to individual patients
enhances collaborative care
between patients and

Supplies data for research variables or
“satisfaction” for payment (does
not include patient self-assessment
and feedback)

Often includes many measures for
precision of estimates; sampling
strategies are designed to ensure
comparable estimates

Usually delayed aggregate summaries
(often requires adjustment for
confounders); payment and
reputation may depend on
comparisons

Clinicians will “respond” to the data
(but, by definition, summaries and
report cards miss opportunities for
individual patient interventions)

offers a method for practices to routinely
screen patients to determine whether they
have common important issues for which ef-
fective actions might be implemented (see the
article on CARE Vital Signs). After about 10
CARE Vital Signs are completed, the practice
will have insights about its care processes; af-
ter 30 CARE Vital Signs, the practice will be
able to estimate and plan for patient needs.
HowsYourHealth.org is a clinical informa-
tion system based on patient report that
offers actionable information about what mat-
ters to patients and also aggregates patient ex-
perience of care measures (such as access,
efficiency, and continuity) for comparisons.
In real time, a practice can assess many vari-
ables and, after only a handful of completed
surveys, examine their performance against
the ideal. If national comparisons are desired,
the practice can sort the data by important
predictors of response, such as patient illness
burden and financial status, so that the re-
sults are not highly biased by the characteris-
tics of the patients. Practices that use Hows
YourHealth.org do not have to think about

how to add patient-reported measures into
chronic disease registries . . . the patient does
that for the practice.

RESPONDING TO PATIENT-REPORTED
MEASURES

The clinician’s ability to respond effectively
to a patient-reported measure is the most dif-
ficult obstacle to surmount. Clinicians have
to address the problems identified through
patient-reported feedback, but even provid-
ing a potentially actionable measure for a par-
ticular patient at the point of care will not nec-
essarily result in better care for that patient
(Ahles et al., 2006). Professional training is
generally focused on responding to traditional
biomedical information and measures and not
on “what matters to patients” as indicated
by patient-reported measures. For example,
in our experience, a physician is much more
likely to feel effective responding to an HbA .
level of 9 as opposed to patient-reported mea-
sures such as those on CARE Vital Signs, in-
cluding ratings of emotions, confidence, and
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pain. When clinicians do feel confident in
responding to patient-reported measures,
they are most concerned about having time
during the office visit to do so properly
(Greenhalgh & Meadows, 1999).

The “Activation of patients for success-
ful self-management” article in this series ad-
dresses some of these concerns. Additional as-
pects of the design of measurement collection
and analysis, work processes, and care team
roles help clinicians enhance their ability to
respond to patient-reported measures:

1. Use existing measures designed specif-
ically for office practice settings. Al-
though some measures and groupings
of measures may seem better than oth-
ers for a particular setting or purpose,
a practice should initially test existing
measures that have been explicitly de-
signed for delivering patient-centered
care in an office practice. Otherwise,
the practice risks debility from sorting
through measures for research, measures
for comparisons, measures for different
languages, measures for low literacy, and
so on. The CARE Vital Signs article pro-
vides an example of a “low-tech” patient-
centered tool that helps identify what
matters most to patients and a descrip-
tion of its use. Alternatively, a practice
can ask patients to complete HowsYour
Health.org before their next scheduled
appointment. Both these tools enable
even the busiest clinic to make tangi-
ble the concept of actionable patient-
reported measures.

2. Enhance the impact of patient-reported
measurement tools by building reliable
processes for acting on the data. Even
if practices develop effective processes
to respond to patient-reported measures,
these processes have to be made reli-
able. Feedback alone does not lead to
higher levels of reliability (Ahles et al.,
20006) (See the “Making patient-centered
care reliable” article in this series.)

The more timely and simply action
measures are “fed” into the care process
and the more predictable and sustained
the response to those measures, the bet-

ter the outcomes for patients (Ahles
et al., 2006; Greenhalgh & Meadows,
1999; Wasson et al., 1999). HowsYour
Health.org, for example, makes informa-
tion that is tailored to patient responses
the default action. This is a step in the
right direction, but the practice will have
to engage staff in ensuring that the infor-
mation is received, understood, and in-
corporated into everyday care to have a
robust improvement in reliability.

. Change the function of the practice

to enhance both staff and patient ex-
perience. Too often, practices redesign
specific processes without fundamen-
tally restructuring the way work is done
(Wasson et al., 2003). (See the “Optimiz-
ing the care team” article in this series.)
The interrelationship between patient-
reported measures of care quality and
staff-reported levels of practice function
is illustrated in the following example.

During a 2-year period (2005-2007),
62 practices asked office staff 6 ques-
tions about office function and 50- to 69-
year-old patients to complete a 25-item
paper-based derivative of the more thor-
ough HowsYourHealth.org survey (Ap-
pendices 1 and 2). The 25 items were
chosen to examine patient experiences
of care, knowledge of their illness, and
their financial status. Table 2 shows
the relationship between the responses
of the 464 professional and nonprofes-
sional staff and 1228 patients. The asso-
ciation of higher patient-reported care
ratings with higher office function rat-
ings by staff is apparent for several
measures.

In Table 2, the measurement of of-
fice function refers to staff ratings in re-
sponse to the 6 statements such as “I
would recommend this office practice
as a great place to work” (see Appendix
1). The results vary somewhat depend-
ing on whether patients have little bur-
den of illness (eg, 1 condition) and ad-
equate financial status versus high bur-
den of illness (2 or more conditions) and
poor financial status.
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I receive exactly
the care I want

Care is “Perfect”
nothing about

and need exactly
when and how I
want and need it

Very good
information for

medical care
could be better

Confidence with

Efficiency chronic diseases self-management

Very easy access

Provider continuity

Little

burden

Little
burden

Little

burden

of illness

Little
burden

Little

burden

Little
burden

Little

burden
of illness of illness of illness of illness

Burden Burden Burden Burden Burden
of illness

Burden

Burden

of illness of illness of illness of illness

of illness of illness of illness of illness

and/or and and/or and and/or and and/or and and/or and and/or and and/or
adequate adequate adequate adequate adequate adequate

and
adequate

poor poor poor poor poor poor

poor

Measure of
office

financial financial financial financial financial financial financial financial financial financial financial financial financial financial

status status status status status status status status status status status status status

status

function*

89% 84 83t 50 61 52t 63 61t
76 72t 43 57 39f

754

1

94% 664 61%
461 82t

841t

95
91

Above median

461

55

61

36t

Below median

* A total of 464 staff in 62 clinical office practices.

Difference between above and below median is significant at P < .05.

iDifference between above and below median is significant at P < .01.

These results strongly suggest that office
function must often be redesigned to enhance
patient-centered care (Wasson et al., 2008).

SOME PRACTICE EXAMPLES

The following examples illustrate how
patient-reported measures are being used in
various practice settings.

Small independent clinics

Ideal medical practices (www.IdealMedical
Practices.org) are independent practices from
across the United States that participate in a
virtual quality improvement collaborative. All
practices use HowsYourHealth.org to assess
their patients’ general function, concerns,
symptoms, health habits, chronic condition
management, communication with clinicians,
and quality of healthcare services. The Web
tool then tailors information to each pa-
tient’s responses, including specific guide-
lines and suggestions for the management
of chronic conditions, and offers instanta-
neous feedback of responses for the patient
and clinician. It also produces a portable
health record for the patient and automat-
ically enters data into a registry for the
clinician (on the basis of the patient’s di-
agnoses, functional limitations, confidence
with self-management, and several biomedical
measures).

With the HowsYourHealth.org real-time re-
sults at their disposal, practices can compare
their performance to other practices also us-
ing the Web-based tool. Several practices have
published articles based on the patient data
(Guinn & Moore, 2008; Ho, 2007; Wasson
et al., 2008). These practices have incorpo-
rated the use of the Web tool into their ex-
isting practice flow, usually before a sched-
uled office visit. Typically, the office practice
asks about 30% to 50% of their patient panel
to complete the HowsYourHealth.org survey
each year so that, over the span of 2 or 3
years, all patients in the practice have used
the survey at least once. John Zalewski, MD,
an internist at St John’s Mercy Medical Group
in St Louis who participated in the Ideal
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¥ National ™ Advanced employer = IMP

2 or more No one in charge Any hospital 2 or more No one in charge Any hospital
Lower burden Higher burden

Figure 1.

Medical Practices collaborative, describes  preventive needs, etc., we may fail to respond to
what happens: what is bothering the patient most. The How’s

Your Health tool works. I found myself completely
There is so much to accomplish in the lypical Of- changing course dum'ng an ofﬂ'ce visit recently
[ice visit. Sometimes in trying to manage a pa-  after reviewing a patient’s pre-visit How’s Your
tient’s diabetes, bigh blood pressure, medications, Health survey.

Table 3. Using patient-report measures to manage blood pressure (CareSouth Carolina)*

Range of patient-reported Range of outcome
measures of collaborative care, % measures, %
Information  Confidence with Blood pressure
Time period is excellent  self-management controlled
Baseline: 2007 (January-June) 10-33 40-60 51-55
Changes introduced phase 1: 2007 35-88 40-80 58-64
(July-December)
Changes introduced phase 2: 2008 80-90 80-90 66-67
(January-April)

*From Wasson et al. (2008).
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A large employer-based
healthcare system

Wisconsin-based QuadMed provides health-
care to 12,000 employees and dependents of
the owner company, Quad/Graphics. It offers
incentives to its employees to use HowsYour
Health.org to stimulate self-management and
facilitate communication between clinicians
and patients. A valuable by-product of us-
ing the Web-based tool is QuadMed’s abil-
ity to compare their performance with those
of other organizations. QuadMed has been
working to improve coordination of care, that
is, decreasing the current level of fragmen-
tation in patient care experience. For ex-
ample, Figure 1 illustrates patient-reported
ratings of care fragmentation and hospital uti-
lization based on the respondent burden of ill-
ness of QuadMed employees and dependents,
labeled in the table as “advanced employer”
(n = 14,000); Ideal medical practices, labeled
as “IMP” (n = 4000); and a national compari-
son (n = 70,000). When compared with the
IMP and national examples, QuadMed’s em-
ployees and dependents are less likely to have
2 or more physicians. For individuals with a
higher burden of illness, less fragmentation
of care among 2 or more physicians is asso-
ciated with fewer hospitalizations. QuadMed
has consistently documented lower costs of
care when compared with comparable popu-
lations (Fuhrman, 2005).

A safety net healthcare system

CareSouth Carolina provides care to more
than 30,000 patients in rural South Carolina.
Over time, the health system has identi-
fied that “excellent” ratings for 2 patient-

reported measures—patient confidence with
self-management and care information—are
all it needs to monitor how well the system
is providing care for most chronic conditions.
CareSouth uses these measures at the aggre-
gate (population) level to guide improvement
in their care processes and also at the point
of care to help tailor interventions for individ-
ual patients. Table 3 shows how CareSouth
uses patient-reported measures to monitor
progress in managing patients’ blood pressure
over time.

CONCLUSION

For 2 reasons, the Institute for Healthcare
Improvement’s original vision of balanced
measures to assess improvement at both the
individual patient and the population levels
is now poised to become a reality. First, the
concept of balanced measurement has always
made sense: bringing the voice of the patient
and the staff into the design and delivery of
healthcare represents a huge benefit. Second,
many of the practical concerns about patient-
reported measurement have been addressed.
The measures, tools, and care processes dis-
cussed in this article have been tested with
thousands of patients across hundreds of prac-
tices and organizations. Initial testing results
indicate that their use is feasible and mean-
ingful to guide improvement. It is now time
to use patient-reported measures and tools in
a concerted fashion to help determine how
best to redesign care systems and sequence
changes to lead to improved quality of care.
Traditional bioclinical measures alone are not
likely to get us there.
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Appendix 1

Office Staff Survey: Staff-Reported Measures to Assess Office
Practice Function

Office practice staff are asked to complete this 6-question survey to assess office practice
function. For this report, the median score of practice function was 12 out of a best score of 6
and a worst score of 26; the interquartile range of the score was 10 to 16.

1. In this office, I always have the opportunity to do what I do the best everyday.
1 = Strongly agree 2 = Agree 3 = Disagree 4 = Strongly disagree

2. In the last 7 days, I have received recognition or praise for doing good work.
1 = Strongly agree 2 = Agree 3 = Disagree 4 = Strongly disagree

3. Our office staff works like a team. We have high levels of trust and collaboration. We appre-
ciate complementary roles and recognize that all contribute to a shared purpose.
1 = Strongly agree 2 = Agree 3 = Disagree 4 = Strongly disagree

4. I would recommend this office practice as a great place to work.
1 = Strongly agree 2 = Agree 3 = Unsure 4 = Disagree 5 = Strongly disagree

5. How easy is it to ask anyone a question about the way we care for patients?
1 = Very easy 2 = Easy 3 = Difficult 4 = Very difficult

6. Technology in this office smoothly links patient care with a rich information environment.
The information environment is designed to support the work of the clinical team.
1 = Strongly agree 2 = Agree 3 = Unsure 4 = Disagree 5 = Strongly disagree

Appendix 2

Patient Survey: Patient-Reported Measures to Assess Office Practice Quality
of Care

This survey is given to patients aged 50 to 69 years. The survey questions are derived from items
in the HowsYourHealth.org Web-based survey. Because survey responses involve entry into a file
for scoring, many practices find it advantageous to offer the Web-based version for free, which
can be obtained by registering at www.IdealMedicalHome.org.

We are asking some of our patients, aged 50-69, to complete a brief survey about their health
and healthcare. We are using this information to improve our services.

We do not wish any patient names. Thank you very much.

Please check (/) the best answers. After completing the survey, place it in the self addressed
stamped envelope.

1. During the past 4 weeks, have you been bothered often or always by emotional problems
such as feeling anxious, depressed, irritable, sad or downhearted, and blue?

___Notatall (1)

___Slightly (2)

__ Moderately (3)

___ Quite a bit (4)
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If you checked this, is your doctor or nurse aware of the problem?
__Yes (1) __No (2) ___Iam not sure. (3)
__ Extremely (5)

If you checked this, is your doctor or nurse aware of the problem?
__Yes (5 ___No (2) __Iam not sure. (3)

2. During the past 4 weeks, how much body pain have you generally had?
—No pain (1)
__ Very mild pain (2)
—_ Mild pain (3)
___ Moderate pain (4)

If you checked this, is your doctor or nurse aware of the problem?
__Yes (1) __No (2) __TIam not sure. (3)
__Severe pain (5)

If you checked this, is your doctor or nurse aware of the problem?
__Yes (1) __No (2) ___Iam not sure. (3)

3. Has a doctor told you that you have any of these problems:
Please check (4/) all that apply.

__ High blood pressure (1)

___Heart trouble or hardening of the arteries (2)

___Diabetes (sugar) (3)

___ Arthritis (4)

___ Asthma, bronchitis, or emphysema (5)

___Serious obesity (more than 15% overweight) (6)
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If you checked (/) that you have high blood pressure, heart trouble, diabetes, arthritis, breathing

problems, or obesity, please answer questions 4 to 8. If not, go to question 9.

4. In general, how would you rate the information given to you about these problem(s) by your

doctor or a nurse?
Please check (/) the best answer.
_ Excellent (1)
— Very good (2)
___Good (3
___ Fair (4
__Poor (5)
___Ido not remember receiving any information. (6)

5. If you indicated that you have breathing problems:
How would you rate the information your doctor or a nurse gave you about?
How to adjust medicines for your shortness of breath?

___ Excellent (1)

— Very good (2)

___Good (3

___ Fair (9

___Poor (5)

___Ido not remember receiving any information. (6)

6. If you indicated that you have diabetes:

How often do you keep your blood glucose (sugar) within normal range (between 80

and 150)?
___TI'do not test my blood glucose. (1)
___ All the time (2)
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___Often (3)
___ Sometimes (4)
— Rarely (5)
___ Never (6)

7. If you have high blood pressure:
Do you check your own blood pressure?
— Yes, often (1) __ Yes, sometimes (2) __ Almost never (3) __ Never (4)

8. What was your last blood pressure? What was the high number of your blood pressure (systolic

blood pressure)?
— Under 100 (1)
—100-120 (2)
—121-130 (3
—131-140 4
—141-150 (5)
—151-160 (6)
—_161-170 (D
___Higher than 171 (8)
___Ido not know. (9)

9. Do you have one person you think of as your personal doctor or nurse?
__Yes (1) __No (2
10. How easy is it for you to get medical care when you need it?
— Very easy (1)
_ Easy (2)
___ Somewhat difficult (3)
__ Very difficult (4)
___ I have not needed medical care. (5)
11. When you visit your doctor’s office, how often is it well organized and efficient and does
not waste your time?
— Most of the time (1)
— Some of the time (2)
— Almost never is it efficient. It often wastes my time. (3)
__Does not apply to me. I seldom visit a doctor’s office. (4)

12. How confident are you that you can control and manage most of your health problems?
— Very confident (1)
___ Somewhat confident (2)
— Not very confident (3)
_Ido not have any health problems. (4)

13. Are there things about your medical care that could be better?
_ No, my care is perfect. (1)
_ Yes, some things (2)
__ Yes, a lot of things (3)

14. Do you have enough money to buy the things that you need to live everyday, such as food,
clothing, or housing?

— Yes, always (1)

___ Sometimes (2)

__No(®®
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15. In the past 2 years, have you had a test for cancer of the bowel?
—Yes (1) —_ No (2) — No, but I have had a colonoscopy in the past 9 years. (3)

16. Do you think that any of your medications are making you sick?

___Yes (1)

—_No (@

__ Maybe, I am not sure. (3)

___Tam not taking any medications. (4)
17. In the past year, have you been in the hospital or visited an emergency department?

— Yes (1) —_No (2
18. In the past 3 montbs, did you have an illness or injury that kept you in bed for all or most
of the day?

—Yes (1) —_No (2)
19. During the past 2 weeks, how much did physical health or emotional problems keep you
from working the hours you needed to work?

___ Physical or emotional problems did not limit my ability to work at all. (1)
Physical or emotional problems did limit my ability to work a small amount (about 10%
to 20%). (2)

__ Physical or emotional problems did limit my ability to work a large amount (more than
20%). (3)
20. When you think about your healthcare, how much do you agree or disagree with this state-
ment: “I receive exactly what I want and need exactly when and how I want and need it.”

T agree strongly. (1) I somewhat disagree. (3)

I somewhat agree. (2) ___ I disagree strongly. (4)

21. Are you seeing a specialist physician?
__Yes (1) __No (2) __Iam not sure. (3)
If you answered Yes, please continue to Question 22.
22. If you are seeing a specialist physician and your primary physician, do you have one doctor
who you feel is in charge of your medical care?
_ Yes (1) _—_No (2) __Iam not sure. (3)

Thank you for completing this survey!
Please return in the enclosed self-addressed stamped envelope.

Copyright (©1997-2008 FNX Corporation and the Trustees of Dartmouth College.
All rights reserved.
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CARE Vital Signs Supports

Patient-centered,
Collaborative Care

Jobn H. Wasson, MD; Steve Bartels, MD

Abstract: CARE Vital Signs refers to a standard form created by practices to Check what matters to
patients, Act on that assessment, Reinforce the actions, and systematically Engineer or incorporate
actions into staff roles and clinical processes. On its face, CARE Vital Signs is a deceptively simple
tool that, when properly used, can help a practice attain levels of efficiency and quality. This article
describes the rationale for Adult CARE Vital Signs and the ways it can be used for the greatest
benefit. Key words: bebavior change, care team, collaborative care, patient centered

N CLINICAL PRACTICE, someone obtains

vital signs, such as blood pressure, pulse,
temperature, and respiration rate, to assess
body functions before the patient is evaluated
by a healthcare professional. CARE Vital Signs
refers to a standard form created by practices
to Check what matters to patients, Act on that
assessment, Reinforce the actions, and sys-
tematically Engineer or incorporate actions
into staff roles and clinical processes (Wasson
et al., 2003). Thus, CARE Vital Signs offers a
method for practices to routinely screen pa-
tients to determine whether they have com-
mon, important issues for which effective
actions might be implemented without neces-
sarily depending on an evaluation by a health-
care professional. For example, based on par-
ticular items in CARE Vital Signs, office staff
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might implement standing orders to provide
specific screening tests or self-management
education to the patient.

CARE Vital Signs has proven to be useful for
both patients and practices. Patients benefit
because this method offers the promise of re-
liable action for “what matters” to them: CARE
Vital Signs supports patient-centered, collabo-
rative care (Moore & Wasson, 2006). Practices
benefit from using this approach in 2 ways.
First, doctors and nurses find that knowing
“what matters” to patients improves the effi-
ciency and effectiveness of the care they de-
liver. For example, the presence of pain and
emotional problems adversely impacts patient
confidence with self-management, which, in
turn, undermines the proven power of col-
laborative care (Wagner et al., 1996; Wasson
et al., 2006b, 2008b). Second, as practices in-
corporate CARE Vital Signs, the professional
and nonprofessional staff invariably uncover
inefficient, behaviorally unsophisticated pro-
cesses and invent better processes and means
of deploying the practice’s workforce. For ex-
ample, instead of relying only on the physi-
cian, a medical assistant can be trained to
help patients use valuable self-management
resources for particular issues identified by
CARE Vital Signs (Wasson et al., 2003).
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The Institute for Healthcare Improvement
has encouraged the use of CARE Vital Signs
in its various collaboratives and programs to
redesign office practices. On the basis of this
experience, this article illustrates the typical
lessons practices learn when they implement
CARE Vital Signs.

In the actual order learned, the lessons are
as follows:

¢ Who will do this? (Implementation)

¢ What will our patients say? (Population)

e What actions might we take and re-

inforce?  (Behaviorally  sophisticated
actions)

e How do we build CARE Vital Signs or the

concept of CARE Vital Signs into practice?
(Resource planning)

CARE VITAL SIGNS: IMPLEMENTATION

The Institute for Healthcare Improvement
faculty present CARE Vital Signs as a “stan-
dard form” to office practices (Appendices 1-
3). The faculty inform practices that the ques-
tions on the form have been extensively tested
and that there is an advantage to try it “as
is” before considering modifications for their
setting. Office staff are encouraged to begin
using CARE Vital Signs with 10 patients, per-
haps with 1 patient in the morning and 1 in
the afternoon over the course of 5 working
days. Most practices will be able to complete
10 CARE Vital Signs; those that have difficulty
will need to improve practice function before
proceeding (see “The How and Why of Bal-
anced Measurement”).

The simple request to complete 10 CARE
Vital Signs engages the office in an evalua-
tion of its patient flow. Who does what and
why? Who will do CARE Vital Signs, when,
and how? Michelle A. Eads, MD, a physician
in Colorado Springs, offers the following guid-
ance when implementing CARE Vital Signs:

I want to share a few tricks I've learned about using
the CARE Vital Signs forms.

We do this only for annual preventative phys-
ical appointments (or for people we suspect
need self-management support and won’t go to
www.howsyourhealth.org) and not at every en-

counter. The medical assistant takes the patient’s
vitals, enters them into the computer as usual, then
gets the [CARE Vital Signs] provider form in front of
her and gives the patient the patient [version of the
CARE Vital Signs form]. They both fill out the forms
simultaneously. The medical assistant tells the pa-
tient their vitals and body mass index (BMD), and
then the patient looks at the pain/feelings/health
habits charts [on the form], and tells my medical
assistant what their numbers are. Then the patient
brings in both copies to me and I circle/add the ap-
propriate actions, scan the provider copy into the
medical record, and give the patient their copy.

CARE VITAL SIGNS: POPULATION

By starting with a small sample of 10 pa-
tients, most practices will identify some new
insights by chance alone or perhaps none at
all. In order that staff do not draw erroneous
conclusions based on an inadequate sample,
it is important for a practice to identify how
its population of patients is likely to respond.
The following is an overview of responses
from 85,000 adults, aged 19 to 59, who com-
pleted the HowsYourHealth.org Web-based
survey tool, from which a few survey items
are excerpted as part of CARE Vital Signs.

Adult CARE Vital Signs emphasizes 6
items: pain, emotion, body mass index, gen-
eral health habits, confidence with self-
management, and possible illness related to
medications. Across any 50 practices, the mid-
dle 25 practices (ie, the 25-75 interquartile
range) have from 25% to 40% of their adult pa-
tients reporting no abnormality on CARE Vital
Signs, as well as 6% to 17% reporting 3 or more
abnormalities. Table 1 shows selected prob-
lems of patients based on the number of ab-
normalities reported on CARE Vital Signs.

By assessing the number of reported CARE
Vital Signs abnormalities, clinicians immedi-
ately understand that patients with few re-
ported abnormalities, and therefore fewer
problems, require fewer services. Table 1 un-
derscores this clinical observation. Table 2
demonstrates a dramatic decrement in the
quality of care when an increasing number of
CARE Vital Signs abnormalities are reported.

The data in Tables 1 and 2 illustrate that
CARE Vital Signs is a simple method for
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Table 1. Sample of patient problems by category based on number of reported Adult CARE Vital Signs

abnormalities

Patient problems by category

% Of patients reporting abnormal
Adult CARE Vital Signs

No

1-2 >
abnormalities abnormalities abnormalities

>3

Medications
Taking more than 5 medications
Common diagnoses
Hypertension
Arthritis
Respiratory
Diabetes
Atherosclerotic cardiovascular disease
Poor health habits
Smoker
Exercising <4 d/wk
Prevention not done
No mammogram in past 2 y (females aged
50-69)
Common chronic symptoms (often/always)
Weight and nutrition concerns
Joint pains
Sleeping problems
Back pain
Dizzy, tired, fatigue
Troublesome home environment
Inadequate social support
Possible domestic abuse (female)
Adverse impacts on life
Hospitalized in past year
Harmed by healthcare in past year
Confined to bed in past 3 mo
Difficulty doing usual activities or tasks in
past month
Limit on hours needed to work in past 2 wk
From CARE Vital Signs*
Not confident (no or maybe)
Obese (“trouble”: body mass index > 30)
Pain (moderate or severe)
Pills causing illness (yes or maybe)
Bothersome emotions (quite a bit,
extremely)
Not good general health habits (a little or
none)

12

NN

43

10

L AV ENO NV IRV |

N

S oo oo

22
14
10

15
65

13

24
17
17
14
15

11
12

22

22

75
36
12
13

19

43
32
22
19
11

25
86

22

60
50
49
48
48

30
26

18

4
44
25

57

96
76
63
54
50

30

*See Appendix Figure 1 for response category from Adult CARE Vital Signs.
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Table 2. The association of Adult CARE Vital Signs abnormalities with quality of care

% Of patients reporting abnormal

clinicians)

Adult CARE Vital Signs
No 1-2 >3
Quality indicators abnormalities abnormalities abnormalities
Information and assistance
Excellent information about chronic 47 28 15
disease(s)
Helped live with their problem(s) 54 42 24
Care processes
Very easy access to needed medical care 60 39 28
Office is efficient: My time is not wasted 66 56 48
Relationship with clinicians
I have a personal clinician 75 73 73
I have 2 or more clinicians 17 24 37
I know who is in charge (if 2 or more 82 76 72

identifying patients who are likely to have few,
some, and many medical and psychosocial is-
sues, as well as few, some, and many deficien-
cies in quality of care.

CARE VITAL SIGNS: BEHAVIORALLY
SOPHISTICATED ACTIONS AND
RESOURCE PLANNING

Other lessons learned from the data in
Tables 1 and 2 include the following:

¢ There are too many problems to be dealt
with one at a time, even if the office visit
time was extended.

There is too much information for a pa-
tient to remember when it is communi-
cated at one time.

e There is a need to segment patients into
categories and provide effective generic
solutions to problems because a disease-
by-disease or a problem-by-problem inter-
vention is not feasible.

The challenge, of course, is knowing what
“generic solutions”are effective. Although this
is still an area of active research, 4 interrelated
actions have evidence of value:

1. Segmentation of patients into meaning-

ful categories for which specific actions

are routinely prescribed (Wasson et al.,
2006a).

2. Problem solving and action planning as
techniques to identify key issues of con-
cern and simple, feasible strategies to be-
gin addressing these issues (Ahles et al.,
2000).

3. Brief, repetitive intervention rather
than overwhelming, 1-time exhortation
(Stange et al., 2002; Von Korff et al.,
1997).

4. Confidence building so that patients
become comfortable and adept at self-
management (Wasson et al., 2006b).

Table 3 summarizes examples of initial
generic solutions to problems reported as ab-
normalities on Adult CARE Vital Signs. All
of these actions require collaboration and
bidirectional information transfer between
patients and a member of the office staff.
(The office staff member does not need
to be a clinician!) All interventions will re-
quire the office practice to be accessible and
efficient.

In addition to the actions specified in
Table 3 for specific problems identified from
CARE Vital Signs responses, office practices
need to assess the intensity of any action over
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Table 3. Examples of initial generic solutions for abnormal Adult CARE Vital Signs responses

Patient problems identified from abnormal
Adult CARE Vital Signs responses

Initial generic solutions*

Not confident

Pain

Medications are perhaps causing illness

Emotional issues

General health habits/obesity

—

. Review understanding of confidence

. Identify what things the patient feels least
confident about and why

. Begin “campaign for confidence”*

. Determine the source and nature of pain

. Identity problem-solving strategies*

. Initiate medication management

. Identify which medications are suspected

. Determine how the medications are
“causing illness”

3. Assess the impact on patient “compliance”

with taking medications

4. Explore possible alternatives

. Determine the source and nature of
emotional issues

. Identity problem-solving strategies*

. Initiate medication management

. Explore the nature of barriers

. Identity problem-solving strategies*

[ 8]

N = N =W

—

N = W N

*For more details on these initial generic solutions, refer to “Activation of Patients for Successful Self-management.”

Several tools are available at www.howsyourhealth.org.

time. Behavioral research underscores the im-
portance of reinforcing most actions so that
they have a sustained effect. For patients,
this often implies feedback and follow-up. For
professional and nonprofessional staff, actions
need to be systematically engineered (ie, the
“E” in CARE) into staff roles and clinical pro-
cesses to improve reliability.

Resource planning enables providers to de-
liver higher quality, more efficient care to pa-
tients: if it is scheduled, it will happen; if it
is not planned, it is difficult to make it hap-
pen. This approach requires knowledge of
both “what is the matter?” and “what mat-
ters” and uses this information to segment pa-
tients into behaviorally meaningful categories
such as patients with low needs, medium
needs, and high needs. Resource planning
also requires healthcare providers to match
care that is known to be effective with the
high-leverage “commonalities” among 80% of

the patients in each category (Wasson et al.,
200064).

Resource planning for
low-needs patients

Low-needs patients with no CARE Vital
Signs abnormalities reported, regardless of
diagnoses, generally require fewer services.
About 40% of patients with adequate finances
are low-needs patients versus 20% of poor pa-
tients. Should low-needs patients require ser-
vices from the practice, they need immediate
and unfettered access, high continuity and re-
liability of care, and very good information
so that they may make appropriate adjust-
ments in their care. Although some patients in
this category may have chronic diseases, they
are confident in self-management and have no
pain or emotional issues that will impede their
ability to manage their conditions (Wasson
et al., 2008b). The clinician’s role is to
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reassure them of their good health status, rein-
force healthy behaviors, and provide proven
preventive care. The HowsYourHealth.org
registry function can be used to remind pa-
tients to complete the on-line health survey
tool annually, helping ensure these patients
maintain positive health behaviors and con-
tinue to do well.

Resource planning for
medium-needs patients

Medium-needs patients with 1 to 2 CARE
Vital Signs abnormalities reported do not
achieve key care goals with consistency. Al-
though the majority of these patients do not
feel confident with self-management, those
who do may need less reinforcement. How-
ever, as a general rule, these patients gen-
erally perceive that they have received low-
quality information about their problems and
can benefit from simple strategies to help
them better understand and cope with iden-
tified issues.

Care South Carolina devised and tested a simple
reinforcement strategy by medical assistants based
on a “red-yellow-green” colored information sheet
to improve patient understanding of their health
problem and confidence in managing it. The results
were dramatic in terms of increased patient confi-
dence and better control of their blood pressure.
(Wasson et al., 20082a)

In a controlled trial, 3 phone calls to patients to
support self-management of patient and emotional
problems proved significant and lasting. (Ahles
et al., 2006)

In addition to the basic services required
by low-needs patients, the practice may in-
troduce some of the initial generic solutions
(Table 3) and experiment with different types
of reinforcement such as e-mail or phone
follow-up. Because medium-needs patients
have many other potential issues, full assess-
ment by using the HowsYourHealth.org sur-
vey tool is a helpful way for clinicians to iden-
tify “what matters” and provide tailored infor-
mation. The article in this series, “Activation
of Patients for Successful Self-management,”
contains additional resources for enhanced
self-management support.
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Resource planning for
high-needs patients

High-needs patients with 3 or more re-
ported CARE Vital Signs abnormalities require
much greater frequency and depth of interac-
tion with the practice, as well as consultation
and support from additional external sources.
Given these patients’ multiple needs, it is im-
perative that patients, family members, and all
providers have a shared understanding of pri-
orities and goals for managing identified prob-
lems. About 25% of poor patients have high
needs versus 10% of patients with adequate
finances.

In addition to providing the same services
as those required by medium needs patients,
a typical office practice will benefit from
having a designated staff member who co-
ordinates care for high-needs patients. Most
importantly, this staff member needs to con-
tinuously provide brief, proactive reinforce-
ment of self-management support and mon-
itoring of important health concerns by
phone, if possible, or at every office visit.
Group visits are another beneficial way to
fulfill the care needs of both medium-needs
and high-needs patients (Improving Chronic
Illness Care, 2008).

CONCLUSION

CARE Vital Signs has proven to be a useful
tool for assisting practices that want to
improve their provision of patient-centered,
collaborative care. Three versions for adult,
adolescent, and geriatric patients are included
in the appendices. Any of these CARE Vital
Signs forms can be customized by adding
or deleting items, and items may be imple-
mented in a staggered fashion over time to
avoid overwhelming staff. A shorter version
of the CARE Vital Signs is often used either
initially by a practice to gain experience with
the concept of CARE or as a tool for more
frequently monitoring of the patients. The
critical factors to determine which CARE
Vital Signs items to use in a practice depend
on the estimated frequency of abnormalities
in a patient population and the ability of staff
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to adequately manage abnormalities when
they are identified. Completing 30 CARE Vital
Signs forms usually gives an office practice a
good estimate of the frequency of expected
abnormalities. However, we urge practices to
be very careful about permanently eliminat-
ing measures of emotional health, confidence

with self-management, and pain because
these factors have decisive influence on
patient outcomes (Wasson et al., 2008b).

On its face, CARE Vital Signs is a decep-
tively simple tool that, when properly used,
can help a practice attain levels of efficiency
and quality.
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Appendix 1
[aQu0l  Adult CARE Vital Signs

Patient Self-Assessment

Today’s date
Name
1. What questions or concerns do you wish to discuss?
(please state in the space provided)
2.Painscore_____ (see below)
3.Feelingscore _____ (see below)
4. Health habitsscore ____ (see below)
5. Are you confident in managing your health problems? (circle one)
Yes No Maybe Not applicable
6. Are your pills making you ill? (circle one)
Yes No Maybe Not applicable
7. What does your weight and height tell you? (see below)
What is your weight? (in pounds)
Your height without shoes | Pay attention Trouble
5 feet Over 128 Over 148
5 feet 4 inches Over 146 Over 169
5 feet 8 inches Over 164 Over 190
6 feet Over 184 Over 213
6 feet 4 inches Over 205 Over 238
Pay attention Trouble Neither “pay attention or trouble”
Thank you.
During the past 4 weeks...
Pain Feelings Health habits
How much bodily How much have you been bothered by How often did you practice good health habits such
pain have you emotional problems such as feeling anxious,  as, using a seat belt, getting exercise, eating right,
generally had? depressed, irritable, or downhearted and blue?  getting enough sleep, or wearing safety helmets?
. Not at all 00| 1 All of the time 1
No pain % 1 o
Very mild pain f 2 Slightly @ 2 Most of the time ﬁ 2
Eﬁ
Mild pain f 3 Moderately @ 3 Some of the time - 3
Moderate pain f 4 Quite a bit . 4 A little of the time 4
Severe pain 5 Extremely ‘ 5 None of the time @ 5

Appendix Figure 1. Copyright (© 1995-2008 Trustees of Dartmouth College and FNX Corporation.
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Appendix 2
Adolescent CARE Vital Signs

Patient Self-Assessment

Today’s date
Name
1. What questions or concerns do you wish to discuss?
(please state in the space provided)

2.Painscore____ (see below)
3.Feelingscore —_____ (see below)
4. Social supportscore_____ (see below)
5. Health habitsscore _______ (see below)
6. Do you exercise for about 20 minutes 3 or more days a week? (circle one)

Yes, most of the time Yes, some of the time No, | usually do not excercise this much
7. How often in the past 4 weeks have you been bothered by trouble solving problems? (circle one)

Never Seldom Sometimes Often Always
Thank you.

During the past month...

Pain Feelings
How often were you bothered by pains such as How often did you feel anxious, depressed,
backaches, headaches, cramps, or stomach aches? irritable, sad, or downhearted and blue?

None of the time

1 None of the time 1
2 Alittle of the time @ 2
Some of the time 3
4 Most of the time 4

A little of the time

Some of the time

A lot of the time

@)\ (| D@ |1

All of the time 5 All of the time @ 5
Health habits
Social support How often did you practice good health habits such as
If you needed someone to listen or to help using a seat belt, getting excercise, eating right, getting
you was someone there for you? enough sleep, or wearing sfety helmets?

Yes, as much as | wanted @@ 1 All of the time

Yes, quite a bit @’ 2 Most of the time @ 2
&
8

Yes, some 3 )
g @ Some of the time
Yes, a little ‘@ 4 Alittle of the time

No, not at all @ 5 None of the time 5

Appendix Figure 2. Copyright (©1995-2008 Trustees of Dartmouth College; and Trustees of Dartmouth
College and FNX Corporation.
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CARE Vital Signs for preteens and teens (aged 8-18) would give the distribution of findings
shown in the following table on the basis of number of abnormal vital signs. (Analysis based on
3500 respondents to the HowsYourHealth.org Web-based survey tool). The age of respondents
do not change by the number of abnormalities. Females are represented a bit more frequently
in those with abnormalities: 53% for none, 60% for 1 to 2, and 65% for 3 or more. Overall, about
40% to 45% of preteen/teens will have no abnormalities, an equal number 1 to 2 and 10% to
15% will have 3 or more. The HowsYourHealth.org survey does not include an income question
for preteens/teens.

Twenty percent of those with no abnormality have seen a counselor in the past year, whereas
31% of those with 3 or more abnormalities have seen a counselor.

The following table illustrates that preteen/teens with problems are less likely to talk about
them, the more abnormalities they have.

Talked to someone based on abnormal vital signs for ages 8-18

Problem area No abnormalities 1-2 abnormalities >3 abnormalities
Emotion NA 76% 46%
Pain NA 75% 49%
School work 58% 51% 35%
Risk behaviors 53% 44% 22%
Social support NA 22% 17%

The last table illustrates the quality of the discussions and percentage of discussions
preteen/teens have had with a doctor or a nurse.

If they talked to someone, how helpful was it?

No 1-2 >3
Problem area abnormalities  abnormalities abnormalities
Pain
% Claiming discussion was quite NA 29 18
helpful
% Talking with a doctor or a nurse NA 49 54
Risky behavior
% Claiming discussion was quite 49 29 18
helpful

% Talking with a doctor or a nurse 4 17 12
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Appendix 3
Geriatric Care Vital Signs

The analysis is based on 3500 responses of patients 70 years or older to the www.HowsYour
Health.org Web-based survey tool.

In a majority of practices, about 40% of the patients older than 70 will have no abnormal
responses, 40% will have 1 or 2 abnormal responses, and 20% will have 3 or more. However, if
a practice cares for patients with low financial status, the distribution will change dramatically
with only 10% having no abnormalities and 60% having 3 or more. Appendix Table 1 provides
samples of diagnoses, health habits, symptoms, use of assistive devices, and instrumental ac-
tivities of daily living. Also, it provides days sick in bed and previous use of the hospital. Not
surprisingly, every sample marker of illness increases with the number of abnormal Geriatric
CARE Vital Signs.

Appendix Table 2 illustrates the quality of care for patients who have adequate finances on the
basis of abnormalities on Geriatric CARE Vital Signs. The greater the number of abnormalities,
the worse is the perception of care.

ILLUSTRATIVE ACTIONS THAT MIGHT BE TAKEN AFTER
USING GERIATRIC CARE VITAL SIGNS

Low-needs patients

Patients whose Geriatric Vital Signs have no abnormalities are very low needs patients. Al-
though some of them have chronic diseases, they are confident in self-management and have
no pain or emotional problems that will impede their ability to manage their concerns (Was-
son et al., 2008a). Except for the smokers among them, the vast majority will also have about a
5 years’ longer life expectancy than average for their age (Welch et al., 1996).

A clinician’s job is to reassure patients of their good health status, reinforce healthy behav-
iors, and provide proven preventive care after informing them of their likely life expectancy.
The patients should also be encouraged to continue their self-management activities by
performing a health check-up annually on-line by using free, noncommercial tools such as
HowsYourHealth.org. If this survey tool is used, its registry function can be used to remind
them every year to complete the HowsYourHealth.org tool to make sure that they are con-
tinuing to do well. They should also be reminded to complete or update an advanced care
plan.

Medium-needs patients

These patients have 1 to 2 abnormal responses to the Geriatric CARE Vital Signs. Appendix
Table 3 illustrates the types of action an office might consider. (Similar lists of actions generated
by expert panels are available elsewhere) (Wenger et al., 2007).

Within this category, the office staff can describe explicit actions and “standing orders” for
each of the responses. Many of these actions need not be executed by a physician. In addition,
group visits are a very useful enhancement for the typical office visit of a patient who has a few
CARE Vital Sign problems.

Because these patients have so many other issues, a comprehensive tool such as
HowsYourHealth.org might be used before the next office visit to tailor information for their
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Patient Self-Assessment

Today’s date
Name
1. What questions or concerns do you wish to discuss?
(please state in the space provided)
2.Painscore____ (see below)
3.Feelingscore______ (see below)
4. Social supportscore _____ (see below)
5. Do you often have trouble eating well? (circle one)
Yes, often Yes, sometimes No, never
6. Do you often have trouble remembering or thinking clearly? (circle one)
Yes, often Yes, sometimes No, never
7. Do you often have trouble with dizziness or falls? (circle one)
Yes, often Yes, sometimes No, never
8. Are your pills making you ill? (circle one)
Yes No Maybe Not applicable
9. Are you confident in managing your health problems? (circle one)
Yes No Maybe Not applicable
10. How do you rate your healthingeneral? _—__________ (see below)
Thank you.
Feelings
Pain During the past 4 weeks ...
During the past 4 weeks ... How much have you been bothered by emotional problems
How much bodily pain have you generally had? such as feeling anxious, depressed, irritable, or downhearted and blue?
No, pain § 1 Not at all @ 1
Very mild pain E 2 Slightly 2
Mild pain § 3 Moderately @ 3
Moderate pain f 4 Quite a bit @ 4
Severe pain F 5 Extremely 5

Social support
During the past 4 weeks ...
Was someone available to help you if you
needed and wanted help? For example, if you
—felt very nervous, lonely, or blue

—got sick and had to stay in bed Overall health
—needed someone to talk to During the past 4 weeks...
—needed help with daily chores How would you rate your
—needed help just taking care of yourself health in general?
Yes, as much as | wanted ff fﬁ fj} 1 Excellent 1
Yes, quite a bit f i l igf 2 Very good 2
Yes, some %ﬁ 3 Good s
Yes, a lttle ‘iﬁ 4 Fair 4
No, not at all % 5 Poor 5

Appendix Figure 3. Copyright (© 1995-2008 Centers for Health and Aging at Dartmouth; and Trustees
of Dartmouth College and FNX Corporation.
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Appendix Table 1. A sample of patient characteristics by category of Geriatric CARE Vital Sign*
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Sample patient characteristic

Abnormal Geriatric CARE Vital Signs

No

1-2
abnormalities abnormalities abnormalities

>3

Medications
>5 medications
Common diagnoses
Hypertension
Arthritis
Atherosclerotic cardiovascular disease
(any manifestation)
Atherosclerotic cardiovascular disease
(congestive heart failure)
Diabetes
Respiratory
Health habits
Smoker
Not exercising >3 d/wk
Common symptoms
Wetting
Constipation
Sleeping problems
Instrumental activities of daily living limits
Cannot get out of the house without help
Cannot handle finances
Impact on life
Using cane or wheelchair
Confined to bed in last 3 mo
Hospitalized in past year
Quality of life “bad”
Harmed by healthcare in past year
From CARE Vital Signs
Not confident
Pain
Overall health fair or poor
Pills perhaps causing illness
Lacking social support
Emotional problems
Problems thinking
Dizzy or falling
Eating/nutrition problems

15

41
34
17

10
10

22
37

LA

28

54
51
26

16
15

22
49

48

61
63
36

13

31
26

30
79

24
23
36

30
18

40
37
39
25

4

88
70
72
54
36
41
37
23
21

*Values given are in percentages.

need and help the clinical staff find out “what matters” to these patients. Patients with medium

or high needs will often require family members assist them with the use of computers.

High-needs patients

This group of patients represents a rather frail group of elderly patients. They invariably re-
quire many services and are at high risk for death, rehospitalizations, and harms associated with



LWW/JACM JACM3201 02REV October 30, 2008 21:9 Char Count= 0

68 JOURNAL OF AMBULATORY CARE MANAGEMENT/JANUARY-MARCH 2009

Appendix Table 2. Quality of care reported for 70 years or older patients with adequate financial status*

Abnormal Geriatric Vital Signs
No 1-2 >3
Quality indicators abnormalities abnormalities abnormalities
Information and assistance
Excellent information about chronic 50 28 15
disease(s)
Helped live with their problem(s) 59 53 32
Care processes
Very easy access to needed medical care 62 47 25
Office is efficient: My time is not wasted 87 82 69
Relationship with clinicians
I have a personal clinician 91 90 91
I have 2 or more clinicians 37 61 66
I know who is in charge 89 88 80

*Values given are in percentages.

healthcare. However, despite their illness burden, about 1 in 4 do not have a clear idea about
who will make decisions for them if they become too sick to speak for themselves. They also
tend to overestimate their likelihood of survival.

Many of these patients will benefit from the same approaches suggested for medium-needs
patients. Given these patients multiple needs, it is imperative that family members, the patient,
and other providers are all on the “same page” about management issues, priorities, and goals.
The special survey within www.howswyourhealth for frail patients may be invaluable for as-
sessing their needs and providing basic education based on their needs. The tool can save much
clinician time and help the family and the patient be sure they are on the “same page.”

If possible, the office should designate someone to look out for high-needs patients and coor-
dinate their care. Most importantly, this member of the staff should continuously provide brief
proactive reinforcement of self-management and monitoring of important health concerns by
phone, if possible, or at every visit.

Appendix Table 3. Initial actions for abnormal Geriatric CARE Vital Signs responses

Problems from Geriatric
CARE Vital Signs Initial actions*

Not confident . Review understanding of confidence

. Identify what things patients feel least confident about and why
. Begin “campaign for confidence”

. Source and nature of pain

. Problem-solving strategies

. Medication management

Pain

RN = DN =

(continues)
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Appendix Table 3. Initial actions for abnormal Geriatric CARE Vital Signs responses (Continued)

69

Problems from Geriatric
CARE Vital Signs

Initial actions*

Overall health fair or poor

Pills perhaps causing illness

Lacking social support

Emotional problems

Problems thinking

Dizzy or falling

Eating/nutrition problems

R =

RN = AR N = RN R RN =R RN = R RN =

Reconfirm rating with patient

Use for “decision making in the gray”

Use to trigger reminder for advance care planning

For those who have fair or poor health have someone help
them complete the special HowsYourHealth.org tool for the
“very sick or frail”

. Which pills?

. How are they “causing illness”?

. Impact on patient “compliance” with pill taking
. Explore possible alternatives

. Why the response?

‘What is needed?

. What is lacking?

. Problem solving

. Possible referral

. Source and nature of emotional problem
. Problem-solving strategies.

Medication management
Why the response?

. Mini-Mental State Examination or MiniCog.

Review options based on results
Explore nature of problem

. Get up and go

. Orthostatic blood pressure

. Evaluate as needed with particular focus on medications
. Explore nature of the problem

. Weight and body mass index

. Evaluate as needed

*For more details on these initial generic solutions, refer to “Activation of Patients for Successful Self-management.”
Several tools are available at www.howsyourhealth.org.
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