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Instructions for Using WebEx

To log-in, dial-in, and view materials: 
1. Go to http://ihi.webex.com (Note: There is no “www” in the address) 

2. On the navigation bar, select Event Center> Attend a Session > Live 

Sessions to view a list of links.

3. Click “Join” or “Register” next to the event titled the topic listed above. 

4. Enter your name and email address in the boxes on the right, then click 

“Join Now.” 

5. After the WebEx loads, a pop-up box that says “Audio Conference” will 

appear. 

6. Please call in using the dial-in provided. Use both the access code and 

attendee ID to dial in. 

7. Upon sign-in, please type your full name and organization into the chat 

box.
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Phone Connection (Preferred)
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To join by phone:

1) Click on the “Participants” 

and “Chat” icon in the top, 

right hand side of your 

screen to open the 

necessary panels

2) You can select to call in to 

the session, or to be called. 

If you choose to call in 

yourself, please dial the 

phone number, the event 

number and your attendee 

ID to connect correctly.



WebEx Quick Reference

• Please use chat to 

“All Participants” 

for questions

• For technology 

issues only, please 

chat to “Host”
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Michigan PCMH Initiative Practice Transformation Collaborative

TRANSFORMATION 
OBJECTIVES 
DEVELOPED

COLLABORATIVE 
ORIENTATION CALL
March 9, 2017
Pre-Work: 
• Draft Aim  for 

Clinical 
Community 
Linkages

• Vulnerable 
patient story

Learning Session 1
April 3-4, 2017

Learning Session 2
June 13-14, 2017

Future Learning Sessions
TBD

Clinical-Community Linkages Population Health Management 
& Clinical-Community Linkages

TBD

Learning Sessions are face-to-face sessions that include the following:
 Plenary and breakout sessions focused on the PCMH Transformation Objectives combined with Quality 

Improvement tools and methods to advance the work.
 Dedicated team meeting time.
 Poster sessions.
 Opportunities to meeting informally with peers and communities of practice from around the State.
Learning Session Guiding Principles:
 Incorporate interaction and mixture of formats for participants—honor adult learning principles.
 Minimize didactic (talking head) sessions.
 Engage participants as the teachers/faculty as soon as possible.
 Provide sufficient time for teams to plan together.
 Set a pace—urgency and excitement.

Action Period (AP) Supports
Monthly AP Teaching Webinars (April 13, May 11, June 8, July 13) :
The aim of these webinars are to accelerate testing of changes between face-to-face sessions.  Teams 
come together for continued learning around the Transformation Objectives, the Model for 
Improvement, changes teams are making and helpful quality improvement tools & methods.
Bi-Monthly Peer Coaching Webinars (May 16-19; July 18-21—Select One Bi-Monthly):
Also aimed at accelerating change and improvement, these bi-monthly webinars offer dedicated space 
for teams to engage in facilitated conversations and coaching with one another.  Participants will create 
their own agenda of things that they need to talk about to advance the work.

All teach, all learn



Agenda

• Reflecting

• All teach, all learn

• Looking Forward

• Prep for Learning Session 2
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Reflecting

Actions since LS1 and 

April 13th Call
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All teach, all learn

Aim Statement

– How have you refined your aim? Shared your aim?

Team Formation—What is needed for your work related 

to:

– processes owners/knowledge

– stakeholders

– political support 

– organizational and structural support

– patient voice

– team members
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All teach, all learn

Clarifying Knowledge of Your Current System

– Have you used a Ecomap, high level or detailed flow chart to 

look at your current system and/or flow?

Social Determinants of Health Brief Assessment

– What are you learning?

Tests of Change using PDSA Cycles

– What improvements are you testing related to developing 

community linkages?  Related to approaching patients with 

“What matters to you?” vs. “What’s the matter with you?”
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Looking Forward

Preparing for LS2
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LS 2: 

Day 

One
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LS 2: 

Day 

Two
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LS2 Pre-work



1. The Power of Learning from One

Identify one patient your team “worries” and wonders about 

often.  

They come to mind quickly and may have multiple chronic 

conditions, behavioral health challenges, a complex 

medication regimen, and/or challenging social conditions. 

Perhaps they are frequent users of the ED and/or admitted to 

the hospital often. Perhaps they have been patients in your 

practice for many years and have not been able to meet their 

goals.

Write a brief profile of the patient including their readmissions 

history and any other information pertinent to why your team 

worries/wonders about them (no patient identifiers, please).
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Architecting Clinical-Community 

Linkages

Using the results of the Social Determinants of Health 

Brief Assessment, the patient’s response to “what 

matters to you”, and your knowledge of the patient, list at 

least 5 clinical community linkages the patient would 

benefit from. (Note: Feel free to use the Ecomap 

template from LS1 to map out the relationships and the 

type and strength of the relationships.)

Where does the clinical community linkage typically fall 

through—what are the contributing factors to a patient 

not getting connected to support that matters to them 

and that they need?
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“At the heart of a learning 

organization is a shift of mind from seeing 

ourselves as separate from the world to 

connected to the world, from seeing problems as 

caused by someone else or something “out 

there” to seeing how our own actions create the 

problems we experience”

Peter Senge
The Fifth Discipline



Improvement Opportunities

What, from the list of factors 
contributing to failed 
linkages, can you work on 
as part of this improvement 
collaborative?
1.
2.
3.
4.
5.
Etc.

22



2. Prepare a story board about your work 

to improve Clinical-Community Linkages

Use Story Board Template.

Print it, bring it  and be ready to attach it to a flip chart 

(we will supply tape, staples, etc.)

You will present your storyboard two times to a small 

interactive group of your colleagues and faculty. 

Participants listening to the presentations will be asking 

you questions, giving feedback and identifying and 

suggesting change ideas.



Name
Please insert your name, 
Organization and Role  (Include 
interesting picture of you, your 
team, your project, and /or your 
organization to the right ) 

Story Board Template



Aim Statement for Improving 

Clinical-Community Linkages
Insert your aim statement
(at what ever stage it is in )

Template Slide 25



• Brief description of your organization: 

____________________________________________

____________________________________________

• With regard to Clinical-Community Linkages:

What do you hope to accomplish related to this objective?

____________________________________________

By how much do you hope to improve?

______________________________________

And by when do you want to improve?   

______________________________________

Organization Name:  _______________________

Location: ________________________________



Clarifying Knowledge of the Current 

Processes & Systems

What do you know about the problem you want to solve?

What is working well right now?

Insert pictures of any flow charts (Ecomaps, high level, 

detailed, etc.) you used to help you review your current 

process.

What is known about the common “failures” in linking 

patients to clinical and community resources? (Note:  

Use information from your review of one patient.)

What are patients saying about their experience?



First PDSA....
PDSA Planning Worksheet  

Team Name:__________________ 

 
Cycle start date:_________        Cycle end date:__________ 

PLAN: 
Describe the change you are testing and state the question you want this test to answer: 
 
 
What do you predict the result will be? 
 
 
 
What measure will you use to learn if this test is successful or has promise?   
 
 
 
 
Plan for change or test: who, what, when, where 
 
 
 
 
Data collection plan: who, what, when, where 
 
 
 

 

DO:   Report what happened after you carried out the test.  Describe observations, findings, problems encountered, and special 

circumstances. 
 

 
 
 

 
 

STUDY: Compare results from this completed test to your predictions.  What did you learn? Any surprises?  

ACT:    Modifications or refinements for the next cycle; what will you do next? (Adapt Adopt Abandon)  

 

 
 
 
 

 

A P 

 S D 

Insert your description of the first 
thing you tested after LS1, what you 
predicted would happen, what did 
happen and how your next action 
was directed by your learning?



Sequence of Improvement 

What follow up tests did you do? What 
did you learn? 

Did you test for when the process 
might fail? If not why? And If so what 
did you learn? 

Are you ready to implement any 
changes you have tested? Why or why 
not? 



Reflection..... Insert your answers to the questions below.

I have been most engaged when.....

What surprised or puzzled me ...

My advice to myself about improvement work is....

My advice to others about improvement work is.... 



Pre-Work Reading Assignment

http://www.apiweb.org/QP_whats-your-

theory_201507.pdf
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Questions
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Course Examples
PFC 101: Introduction to Person- and Family-Centered Care
The relationship between patient and provider is changing. Many health care systems aim to provide 
not only high-quality services, but also patient-centered care that advances the unique health goals 
of each person and family. In this course, you’ll learn about the ideal relationship to promote health 
— especially for underserved people who face the greatest barriers to health — as well as some 
practical skills to make the relationship a reality.

• Lesson 1: Patient-Provider Partnerships for Health
• Lesson 2: Understanding Patients as People
• Lesson 3: Skills for Patient-Provider Partnerships

After completing this course, you will be able to:

• 1. Describe the partnership model of patient-provider relationships.

• 2. Explain why the partnership model can improve health.

• 3. Discuss how social conditions, faith, culture, and trust affect the patient-provider relationship.

• 4. Identify at least four skills to improve clinical interactions with patients.

Estimated Time of Completion: 1 hours 30 minutes



Course Examples
Triple Aim for Populations

TA 101: Introduction to the Triple Aim for Populations

You might think we do a pretty good job of providing care to individuals with illnesses and diseases. But it’s important to take a step back 
and consider the factors contributing to illness. It’s important to realize that things like education, the environment, and wealth (and how 
it’s distributed) play an enormous role in health outcomes, too.

In this course, you’ll learn that to make progress against many of the most important threats to human health, it’s not enough to improve 
clinical care for one patient at a time. We also have to focus on improving the health of entire populations. 

The Triple Aim for populations is a three-part aim: better care for individuals, better health for populations, all at a lower cost. This course 
will explore why each dimension is an essential part of improving health and health care, and how you can promote the Triple Aim in your 
organization and daily work.

• Lesson 1: Improving Population Health

• Lesson 2: Providing Better Care

• Lesson 3: Lowering Costs of Care

After completing this course, you will be able to:

• 1. Describe the three components of the IHI Triple Aim for populations.

• 2. Explain the responsibilities of clinicians and health care systems in optimizing population-level outcomes with available resources.

• 3. Understand medical care as one determinant of the overall health of a population, and the relationship of health care quality and 
safety to population health.

• 4. Provide examples of population-level interventions designed to improve overall health and reduce costs of care.

Estimated Time of Completion: 2 hours



Course Examples
TA 102: Improving Health Equity

This three-lesson course will explore health disparities — what they are, why they 
occur, and how you can help reduce them in your local setting. After discussing the 
current (and alarming) picture in Lesson 1, we’ll dive into Lesson 2 and learn about 
some of the promising work that is reducing disparities in health and health care 
around the world. Then, in Lesson 3, we’ll suggest how you can start improving health 
equity in your health system and community.

• Lesson 1: Understanding Health Disparities
• Lesson 2: Initiatives to Improve Health Equity
• Lesson 3: Your Role in Improving Health Equity

After completing this course, you will be able to:

• 1. Recognize at least two causes of health disparities in the US and around the world.

• 2. Describe at least three initiatives to reduce disparities in health and health care.

• 3. Identify several ways you can help reduce health disparities.



Next Steps

Peer Coaching Calls (pick one)

• May 16-19, 2017 from 12:00 – 1:30 PM ET

Action Period Calls

• June 8, 2017 from 4:00 – 5:00 PM ET

Learning Session

• June 13-14, 2017 
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