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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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Enter Text

Select Chat recipient



Where are you joining from? 9



Agenda

• Welcome, Introductions, Setting the Stage

• Team Report Out 
o Testing Since Learning Session 2 

• Using Quality Improvement to Take Action on 
What We Know

• Team Report Outs, cont.

• Looking Ahead
o Peer Coaching Calls

o Semi-Annual Reporting

o Q & A
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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



By July 31, 2019, 

expand the Patient 

Centered Medical 

Home Model 

throughout MI  for up 

to 250 participants 

with a focus on an 

improved patient 

centered delivery 

system and a 

payment model that 

will provide and 

support patient-

centered, safe, 

timely, effective, 

efficient, equitable, 

and accessible 

health care. 

* Clinical-

Community 

Linkages

Access

Activated 

Patients and 

Care Teams

** Population

Health 

Management-

Knowing & 

Co-Managing 

Patients

Continuity/ 

Continuum of 

Care

Aim

Primary Drivers

** Telehealth Adoption

** Improvement Plans from Patient Feedback

** Medication Management

**Self Management Monitoring & Support

** Care Team Review of Patient Reported Outcomes

** Integrated Peer Support

** Group Visits

** Patient Portal

** Cost of Care Analysis

** Integrated Clinical Decision Making

* Required objective for all participants.

** Elective objectives for participants.

Secondary Drivers

Reliable processes to link patients to supports

Assess Social Determinants of Health

Use Care Coordinators & Managers

Regularly assess needs of population

Meet unique needs of vulnerable patients



Team Report Out—Activity Since LS2

Kimberly M. Ross

PCMH-N Specialist

Covenant HealthCare 

Partners, Inc.

Saginaw, MI

Working to get consensus around 
aim:

By November 1, 2017, the 
participating SIM practices will 
have a process in place to 
identify patients with possible 
support needs where 
community clinical linkages 
can be put into place. The 
focus will be on:

– Developing and distributing an 
updated list of community 
partners. Include contact name 
(if available), telephone number, 
and hours of availability

– Increasing community linkage 
referrals of attributed patients 
from 0 % - ?? (Working to 
determine realistic goal.)
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Consideration: 
November 1st is just 

over 4 months away so 
do consider that.  

Perhaps staged goals 
that include November 

1st and beyond?  



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 



Team Report Out (PLAN-D-S-A)

We are wondering if we have the MA administer the assessment (modified 
assessment) process with the patient followed by the provider review, referral to 
care management as needed and results scanned to the encounter if it will 
result in the most efficient and effective means for completing the SDoH
assessment process.

What: Test out this process flow for administering the SDoH assessment.

When? Between LS2 and July 13th, 2017

Who: Each practice will test this process flow on a minimum of ten patients in 
the managed care Medicaid population. 

Where: In their practice.

Predictions:  These tests will reveal where the vulnerabilities are.  Pediatrician 
predicts that the staff will need scripting to assist them.  There will be variability  
in the process of scanning it to the record based on the EHR.  In offices using 
EPIC, family comments in Snapshot will be updated to reflect SDoH data 
completed but will need to address variation.

PDSA Data: Assessment completed.  Staff feedback (MA, provider, etc.) on how 
the process worked, need for scripting, etc.
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Testing Using P-Do-Study-Act

Do:  Was the test carried out as planned? What 

happened that was different than planned?

Study:  How did your predictions compare to what 

happened?

Action: What will you do next?  Adapt? Adopt? Abandon?

16



Offer: Revised SDoH Assess. for Peds 

(Children’s Medical Group)

1. Do you have difficulty understanding the English language?  Do you need help 
completing this form?  

2. Do you ever have a time during the month when you don’t have enough food?

3. Do you have trouble paying for housing or your electric/heating bills?  Is your family 
currently or at risk of becoming homeless?

4. Is there a problem with your health insurance covering your child’s medical costs?  Do 
you need help with transportation to attend medical appointments? Do you need help 
paying for medications? 

5. Are you concerned about your child’s educational plan?  Are you concerned about your 
child’s success or behaviors in school?

6. Has your child experienced or observed any form of abuse, including physical, emotional, 
verbal, sexual, or neglect?  Do you or your children feel unsafe at home or school now?

7. Is anyone close to your child having problems with depression or other mental illness, 
problem drinking, alcoholism, or drug use?

8. Do you need help with child care items such as a car seat, crib, diapers, formula, or other 
needs?

9. Has anyone close to your child gone to prison or jail?

10. Has your child experienced separation, divorce, or abandonment by one of their parents?

11. Does your child repeatedly verbalize feelings of not being loved, not feeling special, or not 
being supported?

17





A lot and learning more all of the time!!
19





Celebrate!!
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PCMH Initiative Quarterly Update Call Responses
Percent of Sites Testing Since Learning Session 2 (N=42)

June 22, 2017



A lot and learning more all of the time!!
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Where to 
begin?!?



Quality Improvement Tools & Methods…



Systematic way to…

1. Close the gap between 
what you know and what 
you do…
– Continue to improve 

processes and structure 
and incorporate evidence 
based practice

2. Keep the gap closed 
once improved…
– Hold the gains by making 

processes so reliable that it 
will be very hard, if not 
impossible, for things to go 
back to old practices



We use the Model

for Improvement

to increase the

odds that changes 

will lead to 

improvement and

to accelerate 

change!

Execution—One Method for Creating 

Lasting Change



Small Test of Change

PDSA Cycle

A structured trial for a change. 

Source:  W. Edwards Deming



Act
Adapt? 

Adopt ? 
Abandon? 

Next cycle?

Plan
Objective, questions & 
predictions (why)
Plan to carry out the cycle
(who, what, where, when) 
Next Cycle? 

Study
Complete the

analysis of the data
Compare data to 

predictions
Summarize what

was learned

Do
Carry out the plan
(on a small scale) 
Document problems
and unexpected
observations
Begin analysis

The PDSA Cycle for Learning 
and Improvement



More Stories from the Field!

Hackley Community Care Center Testing and Scaling up 
the Scope of Tests Rapidly Since LS2!

Kristina Inthisane, Care Manager

Hackley Community Care Center

Report: SDOH screening tool built into Allscripts EHR. After 
LS2, did a PDSA and found a minor tweak that needed to 
be adjusted and added questions on: substance use, 
patient refusal to complete screening, and if linkages were 
placed. On June 21, launched SDOH to all CM and CHW 
to screen on patients. From June 21- to June 30 we 
successfully screened 95 patients (0.49% of total active 
patients). 



More Stories from the Field!

Cherry Health “Enlightened” by Results Screening Test

Glenda Walker, MBA, Infomatics Manager

Hackley Community Care Center

Report: Working to align screening process with another 

initiative and build into EHR.  Tested SDoH Assessment 

with 9 patients to learn about receptiveness of patients, 

observe process flow and to gain experience.  Enlightened 

by patient responses.  Getting qualitative feedback from the 

staff on the test (workflow and patient engagement). Plan to 

test again with more patients.



Anyone using a Driver Diagram?
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http://www.apiweb.

org/QP_whats-

your-

theory_201507.pdf

http://www.apiweb.org/QP_whats-your-theory_201507.pdf
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Looking Forward



Peer Coaching Calls (See website)
32

N
o
t
e



Semi-annual Reporting

• Submission deadline: July 31st, 2017

• Plan in action: November 1st, 2017

• Purpose: Capture progress to-date in drafting the practice 

transformation plan and identify opportunities for the Initiative to 

support participants.

• Contents: 

• Section 1: Clinical-Community Linkages (CCL)

• Assessing social determinants of health  

• Linkage methodology  

• Quality improvement activities  

• Section 2: Practice Transformation Objective(PTO) identified by 

POs

• Goal, measurement, team member roles, progress to-date

33

http://www.michigan.gov/documents/mdhhs/SIM_PCMH_SAPTR_576579_7.pdf


Semi-annual Reporting
34

•When to screen

• Initial screening timeline

•Maintaining screening

•Monitoring screening and closing gaps

Screening plan

•Who performs screening

•Who reviews and interprets results

•Where are results stored and made available to the team

• Screening follow-up steps

Screening 
procedure

•Broad social and environmental need focus

•Designed to open a conversation

•Brief, easy to complete, appropriate for language/literacy
Screening tool

•Defined roles, responsibilities, training, and communication approach

•Partner relationship

• Linkage process

•Documentation approach

CCL approach

• Screening gaps and more/less effective screening triggers

• Linkage outcomes and partnership/resource effectivenessQI approach



Questions?
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Michigan Patient Centered Medical Home (PCMH) 

Initiative Practice Transformation Collaborative
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Michigan Patient Centered Medical Home (PCMH) 

Initiative Practice Transformation Collaborative



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



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



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.

Course Examples


