Share, Learn & Celebrate!
Patient Collaborating with Teams
(PaCT)




Celebration!



Estimate of

Time | tem Speaker
. . Brad Bahler (Video)
10:00 = 10:15 | \ye1come and Thank You Mark Watt (Calgary)
am .
Cindy Grand
(Edmonton)
Introductions Jennifer Alexander
10:15 - 10:30 | Teams introduce selves and share a one sentence ‘headline’ that (Calgary)
am summarizes their PaCT experience. Julie Robison
(Edmonton)
10:30 - 11:00 | PaCT Evaluation Bonnie Lakusta
am Key findings (Edmonton)
11:00 - 11:15 | BREAK
am
11:15-11:45 Innovation Hubs Share Highlights from PaCT Experience Sue Peters (Edmonton)
arﬁ ' . Calgary, Central, Edmonton, North Michele Hannay
(Calgary)
11:45-12:30 | LUNCH
pm
12:30 - Innovation Hubs Share Highlights of PaCT Experience Sge PR (Selmeiem)
’ . Michele Hannay
1:45pm . Continued
(Calgary)
1:45 - What's next for PaCT? Mark Watts (Calgary)
2:00 pm Cindy Grand
(Edmonton)
2:00 - BREAK
2:15 pm Cake and refreshments
Patient videos
Patient Voice and Q&A Jennifer Alexander
2:15 - Patients invited to share their thoughts on the work completed by (Calgary)
2:45 pm teams. Followed by an open question and answer session open to all | Julie Robison
participants. (Edmonton)
2:45 — Recognition and celebration Sge g (Edneniz
: Michele Hannay
3:00 pm

(Calgary)

3:00 pm

Adjourn




Thank you




Message from Dr. Brad Bahler




What’s an Innovation Hub again?

Photo credit: http://onthejob.45things.com/2016/08/how-to-create-innovative-culture.html




Learnings

DPaCT

Patienis Colaborating with Teams
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Introductions







Share your headline

1. Innovation Hubs: Create a one sentence ‘headline’ that
describes your PaCT experience

2. Report back to the larger group:
 Who is here today?
 What is your headline?




Who else i1s In the room?
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PACT EVALUATION FINDINGS
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Innovation




PaCT Refresher

What patients keep us awake at

HIGH-RISK PATIENTS O« ((/0
1 f) 5% of patients; usually with complex < ?{9
Ni t . ly S
. diseasels), comaorbidities @‘?

-35% of patients; may have
conditions not optimal by
manager

LOW RISK PATIENTS
~#0% of patients: with minor
transient conditions which are
easily managed

15% - 352% of rising risk patients may not have their conditions optimally
managead.

Is there a better way?




PaCT Refresher

as partners in care.

GOAL 1: Optimize continuity for patients with complex health needs through the care
planning process so that patients and the primary care team value and commit to each other

and shared decision making

GOAL 2: Systematically improve the patient and primary care team’s joint care planning

Optimize the Patient
Experience
Optimize the Team @
Optimize the EMR @

Phase 1.
[dentify

Model Care
Planning Process

Phase 4:
Manage




Evaluation Sources

PCN Executive Director interviews (6)
Improvement Facilitator interviews (7)
Clinic visits (3)

Test Box Survey (5)

PaCT Central Interview and focus groups

Patients
4 patients who had participated in a care planning process
3 Steering Committee patient representatives
2 Ql team patients representatives at the site visits o




Context-based Innovations

*Patient experience survey

*Using patient
representatives to share a
new perspective

*Changing the physical
layout of the meeting room

*Reflecting on language in
scripting, invitation letters

*Engaging teams in health
literacy exercises to
understand the patient
perspective

*Sending patients
information before their
visit, preparing them for
the visit

*Inviting patients to bring
family members

*Using new billing codes

«Customizing the care plan
template

*Using warm handoffs and
huddles

Building relationships

*Doing outreach to attach
unattached patients

*Using team members
differently — change to
roles and responsibilities

*Using health system
utilization data to identify

patients in your community

*Using technology
differently (EMRs, tablets,
health systems)

*Giving out “homework” to
clinic teams

*Creating workshops to
engage clinics in new care
planning processes

*Sharing care plans with
pharmacy, long term care,
social workers, etc.

*Sharing your journey at

APCC

o+++




Patients

“This PaCT program seems to
Valued bring the humanity out, it brings it
More time back to the forefront, that humanity

and compassion that should go

Better supported in managing their health along with patient care.”

Better cared for

Frequent follow-ups
Felt better access, they could reach out whenever they wanted to
Felt connected to a multidisciplinary team

Helps them be a better patient
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CARE PLANS



Measurement

Meaningful
Missed co-design
What are you already measuring? e

accamplish?

- <

Timing: was it too early to measure? _MEASURE
Challenges: capacity, time, EMR a " CHANGE

‘What changes can we make
that will result in
improverment!
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Test Boxes

Which activities were used most often
(themed)?

Patient-centred care




Team Assessments

Access for
patients is limited
by the
physician’s
schedule,
resulting in wait
times for
appointments

Team B Team A

Baseline,
4

ollow-
Up, 3

Baseline,

Follow-
Up, 4

Patients can
access the
most
appropriate
member of the
care team, in a
timely manner,
when they
need or want
an
appointment







Patient-Centredness
Collaboration with patients o

Stronger relationships

Shifting the conversation
Continued growth




Team-Based Care

Foundational @

Communication strategies

Strong use of QI tools to support innovation:
Process mapping, huddles, etc.

Strengthened relationships
New roles/responsibilities &




EMR-optimization

Measurement

©

Foundational processes
Embedding the care plan template




Care Plan Template

Recruitment tool
Customization is important
Value of the patient perspective

Trouble incorporating into the EMR

Sharing outside the primary care clinic
Patients need more support




Value

Advancing the PMH
Building capacity
Repurposing tools/skills
Engaging clinic teams

Shifting the conversation

Integration/community supports
Attachment

Collaboration, Relationships




Spread and Scale




We are students too!

Our Innovations
Test Boxes

Share and Learns
Innovation Hubs
Partnering s ser e (2t

EEEEEEEEEEEEEEEEEEE

TRations LHICA (P)

Balance prescriptive/flexibility
Timing/pace, prioritization
Co-design vs evidence-based




Thank
yow!




Lo

Morning Break




VPaCT

SUNRIDGE FAMILY MEDICINE TEACHING
CENTRE

Mosaic Primary Care Network



SFMTC PaCT Working Group

» Meetings were held bi-
» 3 Physicians weekly for 45 minutes,
with action items
followed up on in-
between meetings.

» 2 Registered Nurses

» 1 Patient Representative
=1 Manager

=1 Primary Care Coordinator

» 2 Improvement Facilitators



Process Map: Before...

ISFMTC Complex Care Plan Process

Januaty 11, 2018
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Learnings

=Cold calling patients not
effective

»Care Planning can take
several appointments

*Huddles provide improve
communication amongst
the Health Care Team

=16 PaCT Care Plans
completed

Patients Collaborating with Teams {PaCT)
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Riverside Medical




Midtown Clinic




Sylvan Lake Family Health




Edmonton Southside PCN

JPaCT Ciatiror

EDMONTON SOUTHSIDE

Cohort 1 Cohort 2 Cohort 3 Cohort 4

First one!  Content Expert +EMR Component
+Homework

+Patient Representative



St. Albert Medical Clinic
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What’s Next?




What’s next?

“You didn't
come this
far fo only
come this
far.”

guote by: Mick Kremling

50



Timelines — In context

Zone Service
Plans

Zone Service Plan Activities

Home to Hospital to Home Initiatives

Supportive Care Pathways

Reducing Impacts of Financial Strain

Improving Continuity of Care — (inc. Cll CPAR)

Opioid Response Initiative

|Jan |Feb |Mar |Apr |I\/Iay|Jun |Ju| |Aug |Sep|Oct |Nov|Dec|Jan |Feb |I\/Iar |Apr |I\/Iay|Jun |Ju| |Aug |Sep|Oct |Nov|Dec|

2019 2020

51




Phase Il

Further analysis and synthesis of evaluation
findings

Input from Innovation Hubs and Patient Advisors
on what conditions need to be in place for a
successful PaCT journey

April to mid-May for next iteration

Ko



Designing for Change

PURPOSE
The reason for being
beyond making profit

OUTCOMES CQNDITIONS ‘
Things that help define

Things that you want
how the group organizes

to create or accomplish
and operates

O

BEHAVIORS
How people commonly
interact with one another

From: Design for Change Toolkit 53



What’s next for PCN / Coaches

 Engagement and Spread Support
« System level and Enabling Support

« Conditions for success




What’s next for PaCT Participants

« Leadership and involvement in related
Initiatives
* Inform sustainability of processes

« Conditions for success In your practice

Ko



What’s next for Patient Advisors

Thank you!!

* Debrief of today
« Conditions for Success/Next iteration
« Mid March Steering Committee




Afternoon Break




Patients said...




Patients said...




Benefits of a Patient Advisor




Teamwork in Care Planning




Lo

Patient Voice
and Q&A
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Open Question & Answer
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Recognition & Celebration!




