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1.  KPTA  Assessment 

2.  Learning from Our Changes 

3.  Effective Planned Care Part 1 

4.  Lunch 

5.  Effective Planned Care Part 2 

6.  Testing Changes and Learning 
from Data 

7.  Reflection & What’s Next 

Today’s Big Awesome 
Agenda 



Tierney 
Giannotti 

Mary  
Blankson 

Carolyn 
Shepherd 

Today’s Faculty 
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Tammy  
Fisher 

Maggie 
Jones 

Alexis 
Wielunski 



Who is in the room? 
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Health	Center	Teams	 Support	Partners	&	Faculty	



Where are we in our Transformation Accelerator 
journey? 
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Phase	1	➔	
Program	
Launch	

Phase		2	➔	
Team-Based	

Care	

Phase	3	➔	
Planned	Care	

Phase	4	➔	
Data	Analytics	

Phase	5	➔	
Population	
Health	

Program	Ends:	
December	2018	

April	2017	
Convening	

October	2017		
Learning	Session	

February	2018	
Webinar	

June	2018		
Webinar	

September	2018	
Webinar	

Coaching	Ends	

August	2017	
Webinar	

December	and	
January	Site	Visits	

Shared	Advocacy	
Project	Begins	

July	2018	Learning	
Session	

October	2018	
Learning	Session	

Final	Reports	Due	

Coaching	Begins	 Progress	Report	
Submitted	

March	2018	
Learning	Session		

Project	Charters	&	
Driver	Diagrams	

Submitted		

Progress	Report	
Due	



KP Transformation Accelerator Clinic 
Assessment 

 
March 22, 2018 
 
Center for Community Health and Evaluation 
www.cche.org 



Goals	of	assessment	

Assess	changes	to	clinic	capacity	that	occur	during	the	course	
of	the	program	

Use	assessment	results	to	inform	technical	assistance		

Promote	dialogue	at	the	clinics	about	internal	capacity	and	
potential	areas	for	improvement	



Assessment	domains	

Supportive	
leadership	&	

culture	
(e.g.,	engaged	executive	&	

clinical	leadership)	

QI	infrastructure	
(e.g.,	culture	of	quality,	
structure,	goals	for	QI	

efforts)	

Data-based	
decision	making	
(e.g.,	use	of	performance	
measures,	registry/panel	
level	data,	use	of	EHR)	

Team-based	care		
(e.g.,	roles	of	staff,	

standing	orders,	training	
practices)	

Access	to	care	
	(e.g.	enhanced	access,	

24/7	access)	

Panel/	
population	
management	
(e.g.,	empanelment,	
proactive	care,	self-

management	support)	



Working	session:		
Complete	the	assessment	

20	minutes	to	begin	assessing	your	clinic’s	current	level/capacity	
with	these	building	blocks	

We	are	here	for	support	&	to	answer	questions		

Submit	your	team’s	completed	assessment	by	end	of	day	

Looking	forward:	Assessment	will	be	completed	again	at	the	end	of	
the	program	



Questions and comments? 

Maggie Jones 
Associate Director 

Center for Community Health and Evaluation 
Part of Kaiser Permanente Washington Health Research Institute 

 
jones.margaret@ghc.org 

(206) 287-4604 
www.cche.org 

 



Learning from Our 
Changes 
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Activity	Steps	
	

1. Health	centers	will	pair	up.	

2. Discuss	your	worksheets	for	15	
minutes.	Give	feedback:	I	like,	I	
wish,	I	wonder.	

3. We	will	do	3	rotations,	with	10	
minutes	per	rotation.	Each	team	will	
have	a	chance	to	talk	with	3	other	
teams.	
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Round One 
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Round Two 
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Round Three 



Team Time 



Team Time Team Time 

Report Out 



Planned Care Review 
Part 1 
Carolyn	Shepherd	
KP	Transformation	Accelerator		
3/22/18	



Planned Care Definition 

Organized	patient-focused	care	that	is	based	on	scientific	
evidence,	planned	in	advance	of	the	visit	and	delivered	so	
that	the	team	optimizes	the	health	of	every	person	on	their	

panel.	



Planned Care Model:  
A Remedy for Poor Outcomes 



 
 “What needs to be different?” 

• Visit	time	is	limited	

• Inadequate	ability	to	identify	gaps	in	care		

• Lack	of	clear	team	goals	for	the	visit	

• Data	not	transformed	to	useful	tools	

Informed	and	Activated		
Patient	

Prepared	and	Proactive		
Care	Team	Productive	Interactions	



Road Map: Chronic (Planned) Care 
Model 

Prepared and Proactive  
Care Team 

Informed  and  
Activated  
Patient 

Improved Outcomes 

Delivery 
System 
Design 

 

Decision 
 Support 

 

 Clinical 
Information 

Systems 

Self- 
Management  

Support 
 

Health System/ Healthcare Organization Community  
Resources 
and Policies 

Productive	Interactions	



Delivery System Design 
•  Focus	on	the	patient	to	meet	needs	
	
•  Build	core	primary	care	teams	

•  Build	expanded	teams	

•  Use	alternative	visit	models	
	

	
	
	



Delivery System Design, cont. 
•  Optimize	operational	systems	
	
•  Outreach	and	population	
management	

	
•  Pre-visit	planning	huddle	with	the	
core	team			

	
•  Assure	all	(and	only)	indicated	care	
is	offered	to	the	patient	

	
	



Decision Support 
•  Adopt	evidence-based	guidelines	

•  Use	protocols	and	standing	orders	

•  Team	and	clinician	education	

•  Patient	and	family	health	literacy	

•  Access	to	electronic	resources	in	EHR	

•  Virtual	library	



Clinical Information Systems 
•  Efficiently	generate	care	gap	reports	

•  Recall	and	reminder	systems	

•  In-reach	and	Out-reach	tools	(registries)	

•  Sculpting	the	care	path	

•  Performance	improvement	data	

•  PDSA	library	

•  Clinical	measures	by	org/site/team/clinician	

	



Patient Self-Management 
•  Create	shared	care	plan	and	assure	
follow-up	

	
•  Effective	self-management	support	
	
•  Health	care	information	access	
	
•  Personal	Health	Record	
		
•  Patient	and	family	engagement	in	service	
design	



Community Support and Policies 

• Develop	and	optimize	partnerships	

• Advocacy	to	add/change	policies	

• Address	Social	Determinants	of	Health	



Clinica Family Health Services Planned Care 
Example  



Where to 
Start? 
•  Start	with	an	AIM	
• Develop	a	driver	
diagram	using	the	
planned	care	model	
as	a	framework	

• Prioritize	PDSAs	for	
testing	process	
changes	

• Apply	the	6	steps	
• Apply	learning	to	
this	and	other	aims	
to	build	momentum	
for	change	



Planned 
Care:  
a key 
component  
of high 
quality care 

PDSA	Test	Cycles	Secondary		
Drivers	

Primary	
Drivers	Aim	

Planned	
Care:	
	100%	
patients	
receive	all	
&	only	

indicated	
care	

Delivery	
System	
Design	

5.	Core	team	
huddles		

1. 2.	Assign	the	
delivery	of	key	

services	

1. Decision	
Support	

3.	Protocols	and	
standing	orders	

1.	Identify	
services		required	
by	evidence-

based	guidelines	
Clinical	

Information	
Systems	 4.	Create	patient	

specific	data	on	
services	due	

Patient	
Engagement	 6.Partner	with	

patient	to	plan	
follow	up	

Community	
Support	and	
Partners	

Leverage		
partnerships	to	
expand	services	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	P	D	

A	S	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	



Six Steps to Providing Planned Care 
1.  Identify	the	common	services	required	by	evidence-based	

guidelines	
2.  Assign	the	delivery	of	key	services	to	specific	staff	and	

ensure	that	they	are	trained	
3.  Use	protocols	and	standing	orders	to	allow	staff	to	act	

independently	
4.  Efficiently	generate	patient-specific	data	on	services	that	

are	due	
5.  Huddle	with	the	core	practice	team	and	review	patient	

before	clinic	sessions	

6.  Ensure	patient	engagement	and	follow	up	
	

	



Six Steps to Providing Planned Care 

1.   Identify	the	common	services	required	by	evidence-
based	guidelines	

	

Questions:	
	

•  What	moves	CHC,Inc.	to	take	on	a	measure?	
	
•  How	does	your	organization	decide	which	evidence-based	

guidelines	to	follow?		
	
•  Who	is	involved	in	these	decisions?	
	

	



Clinical Expectations 



Six Steps to Providing Planned Care 

2.   Assign	the	delivery	of	key	services	to	specific	staff	
and	ensure	that	they	are	trained	

	

Questions:	
	

•  How	do	your	sites	determine	who	is	the	staff	member	
completing	or	responsible	for	each	action?	

	
•  How	do	you	train	your	teams,	confirm	understanding	

and	measure	impact/success?	
	
	

	



Outcomes-ERx Clinica 
Should	be	ERx	
	
Appropriate	paper	
	
	
	
Appropriate	ERx	



Tool for PCD: Mammograms 



Medical Assistant Performance Appraisal
  







Six Steps to Providing Planned Care 

3.   Use	protocols	and	standing	orders	to	allow	staff	to	
act	independently	

	

Questions:	
	

•  Do	you	(and	if	so,	how	do	you)	use	clinical	decision	
support	to	assist	with	following	evidence-based	
guidelines?	

	
•  What	advice	do	you	have	for	standing	orders?	

		
	
	

	





What about at your clinic?  

Team	time:	30	minutes			
Reflect	on	what	you’ve	heard	and	discuss	what	you	plan	to	change/apply	
given	your	current-state	assessment.			

•  Do	you	need	to	add	a	driver?		
•  Have	ideas	emerged	for	a	driver	or	PDSA	around	planned	care?	

1.	Evidence-based	guidelines																	
2.	Assign	key	work	to	specific	staff																	
3.	Use	protocols	and	standing	orders						
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LUNCH 

Table	1	 Quality	and	Analytics	
Table	2	 Clinicians	
Table	3	 Senior	Leadership	(COO,	CMO,	CNO)	
Table	4	 Operations	and	Finance	
Table	5	 Care	Team	Staff	



Planned Care Review 
Part 2 
Carolyn	Shepherd	
KP	Transformation	Accelerator		
3/22/18	



Six Steps to Providing Planned Care 
4.   Efficiently	generate	patient-specific	data	on	services	

that	are	due	
Questions:	
	

•  What	tools	do	you	use	to	support	your	teams	to	prevent	
missed	opportunities	for	patients?	

	
•  How	do	you	follow	through	on	the	care	plan	and	measure	

success	currently?	In	1	year,	what	in	this	process	do	you	hope	
to	improve?	

	
•  Do	you	focus	on	these	items	only	when	patients	come	to	the	

clinic,	or	do	you	have	care	gap	reports	that	are	worked	
separately	from	the	visit?	

	
	





Integrating Nursing into Behavioral Health & Dental 





Six Steps to Providing Planned Care 
5.   Huddle	with	the	core	practice	team	and	review	

patient	before	clinic	sessions	

Questions:										
	

•  What	items	do	you	focus	on	in	the	huddle	and	why?	
	
•  Are	there	things	you	currently	don’t	huddle	on	that	you	

wished	you	could?	Are	there	things	that	you	currently	do	
in	the	huddle	that	you	wish	were	automatic?		

	

	



Six Steps to Providing Planned Care 
6.   Ensure	patient	engagement	and	follow	up	
	

Questions:									
	

•  How	do	you	support	patients	to	be	part	of	the	care	team	
and	engage	in	the	work	of	closing	their	own	care	gaps?		

	
•  What	are	common	barriers	that	you	identify	for	your	

patients?								
	
	

	



“Every	Patient	has	a	Team!”	

2017	
		



Managing Care Gaps 

Scenario A: Lists of 3,00 patients with systolic BPs between 140-150  sent out 
Nurse Managers for dissemination. Instructions included: 
  

1. Nurse to review list of patients with the PCP and discuss the approach for each 
(e.g., medication titration, referral to RD, BH smoking cessation group). 

 
2. Nurse to call each patient and follow through with the plan discussed with the 
PCP. Also, nurse asked to complete other actions (order home BP monitor, enroll 
in CCM, complete med rec). 
 
Scenario B: Telephone encounters sent directly through the EHR to providers 
whose patients (n=100) are not on an inhaled corticosteriod. Instructions included 
verifying diagnosis, prescribing medication if appropriate. 
 



What about at your clinic?     

Team	time:	30	minutes			
Reflect	on	what	you’ve	heard	and	discuss	what	you	plan	to	change/apply	
given	your	current-state	assessment.			

• Do	you	need	to	add	a	driver?		
• Have	ideas	emerged	for	a	driver	or	PDSA	around	planned	care?	

4.	Efficiently	generate	patient	specific	information	care	gaps	
5.	Huddle	on	each	patient	before	clinic	session																	
6.	Ensure	patient	engagement	and	follow	up		



Testing	Changes	&	Using	
Data	to	Learn	about	Your	
Changes	
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Three	Key	Questions		
1. What	are	we	trying	to	accomplish?	(Aim	–	
main	outcome	measure)	

2. How	will	we	know	that	a	change	is	an	
improvement?	(Measure	–	process	and	
balancing	measures	that	link	to	changes)	

3. What	changes	can	we	make	that	will	result	in	
an	improvement?	(Change	–	come	from	
drivers)	
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What	do	we	mean	by	“changes”?		
	

Model	for	Improvement:	Large	System	Change		

	

To	get	to	Big	Change,	we	need	many	Small	Tests	of	Change	
–	use	the	PDSA	Cycle	

	

Act Plan 

Study Do 
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• Who	didn’t	get	it	
and	why	–	check	
weekly	or	more	

• %	of	patients	
successfully	
reached	

• %	of	patients	with	
scheduled	
appointments		

• %	of	patients	that	
showed	for	
appointments		

• %	of	patients	
captured	in	
reports	–	validate	
via	medical	charts		

•  Staff	experience	
using	the	protocols		

PDSA	Test	Cycles	Secondary		Drivers	Primary	
Drivers	Aim	

Planned	Care:	
	Increase	
percent	of	

women	23-64	
screened	for	
CCS	from	55%	

to	75%	

Delivery	
System	
Design	

Core	team	huddles		

	Assign	the	delivery	of	
key	services	

Decision	
Support	

Protocols	and	standing	
orders	

Identify	services		
required	by	evidence-

based	guidelines	Clinical	
Information	
Systems	 Create	patient	specific	

data	on	services	due	

Patient	
Engagement	

Partner	with	patient	to	
plan	follow	up	

Community	
Support	and	
Partners	

Leverage	partnerships	
to	expand	services	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	

P	D	
A	S	

Monthly	
Measures	
1)%	patients	
screened	
2)	%	of	
patients	
outreached	
that	were	
screened	
3)	Percent	of	
patients	
screened	at	
visit		

PDSA	
measures		
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Collecting	data	for	learning:	
use	PDSAs	

•  Quick	measures	

•  Just	enough	data	to	provide	signal	

•  Quantitative	and	qualitative	data		

•  Data	is	easily	retrievable	–	same	day	or	a	week	at	
most		
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	Example:	Missed	Opportunity	Report	
	

Most	common	reasons	for	no	pap	
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Use	IT	to	Support	Organizational	Learning	
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Use	IT	to	Support	Organizational	Learning	
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Collecting	data	to	measure	impact	on	AIM:		
use	run	charts		

•  Make	performance	of	the	process	visible	

•  Determine	if	change	is	an	improvement	by	comparing	data	
before	and	after	test	

o Aggregate	measures	alone	do	not	lead	to	predictions	about	future	
performance	or	insights	to	explain	past	variations	

o Displaying	data	over	time	allows	us	to	make	informed	predictions,	
and	thus	manage	effectively	

•  Determine	if	holding	the	gain		
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Conclusion	–	The	protocol	was	a	success!			

A	20%	drop	in	the	average	mortality!	

Time 1 Time 2 

P
er

ce
nt

  M
or

ta
lit

y 

3.8 

5.2 

5.0% 

4.0% 

WOW!		
A	“significant	drop”	

from	5%	to	4%	

Before	and	After	the	Implementation	of	a	New	Protocol	

Source: Robert Lloyd, IHI 

	Example	1:	Average	CABG	Mortality	
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Pe
rc

en
t  

M
or

ta
lit

y 

24 Months  

1.0 

9.0 

5.0 

UCL=  6.0 

LCL = 2.0 

CL = 4.0 

Protocol  implemented here 

Source: Robert Lloyd, IHI 

Before	and	After	the	Implementation	of	a	New	Protocol	

	Example	1:	Average	CABG	Mortality	
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Percent	of	ER	patients	with	chest	pain	seen	by	a	cardiologist	within	10	min	

Source: Robert Lloyd, IHI 

	Example	2:	Wait	Time	for	ER	Patients	
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Week	1-12	

Avg	 80%	

Max	 94%	

Min	 67%	

Week	13-24	

Avg	 84%	

Max	 95%	

Min	 70%	



 
 

50%
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60%

65%
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90%
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100%
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8

3/
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20
08

3/
19

/2
00

8

Change 
here 

Source: Robert Lloyd, IHI 

	Example	2:	Wait	Time	for	ER	Patients	
	

Percent	of	ER	patients	with	chest	pain	seen	by	a	cardiologist	within	10	min	
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Run	Charts	
• Display	ordered	sequence	of	data	and	
provide	running	record	over	time	

• Can	be	used	for	any	data	that	are	
sequenced	over	time	(trending)	

• Require	no	statistics	
• Visually	illustrate	progress	toward	goal	
• Allow	us	to	detect	signals	of	improvement	
or	degradation	in	a	process	over	time	

Adapted from, NHS Scotland Tutorial Guide on Statistical Process Control. 
http://www.indicators.scot.nhs.uk/SPC/SPC.html 
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2/6 New data 
system, no 

data available 

 6/6 New triage 
procedure 

Annotations	tell	the	story	 Title	names	the	
measure	

Appropriate	Scale:	
• 	Data	fills	most	of	scale	

2/5 Project Start 
= baseline data 

collected 

Source: Richard Scoville, PhD 

Run	Chart	Anatomy	
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January	 February	 March		 April	 May		 June	 July		 August	 September	 October	 November		 December		
CCS	Rate	 55	 55	 53	 56	 57	 57	 60	 61	 60	 62	 63	 63	

Goal	 75	 75	 75	 75	 75	 75	 75	 75	 75	 75	 75	 75	

Median	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	 58.5	

40	

45	

50	

55	

60	

65	

70	

75	

80	

CCS	Rate	 Goal	 Median	

Guideline		
Rollout		

Huddle	
report	

Outreach		

Run	Chart:	Cervical	Cancer	Screening		
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Understanding	Variation	

•  Sources	of	variation	

o People,	methods,	environment,	materials,	measurements	

o Methods:	measuring,	collecting,	analyzing,	interpreting	

•  Two	types	of	variation	
o Random	/	Common	cause	
o Non-random	/	Special	cause	

Adapted from, NHS Scotland Tutorial Guide on Statistical Process Control. 
http://www.indicators.scot.nhs.uk/SPC/SPC.html 
 

All	data	demonstrate	variation	
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Your	turn!		 • What	big	change	do	you	want	to	test	next	within	
planned	care?	

• Which	primary	driver	does	it	address?	

•  Shrink	the	change	into	one	small	PDSA?	

•  Documentation	is	important!	Document	the	PLAN	

o What	assumptions/hypothesis	do	you	have?	

o Who	will	do	what	and	by	when?	

o  How	will	you	measure	the	change?	

o Who	and	how	will	data	be	collected?	

o  How	will	you	display	it?	

•  Partner	up,	share	your	PDSA		

	
CENTER FOR CARE INNOVATIONS     |     72 



In Summary …. 
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Planned care is organized patient-focused care that is based on scientific 
evidence, planned in advance of the visit and delivered so that the team 

optimizes the health of every person on their panel. 

 The six steps to providing planned care are: 
1.  Identify the common services required by evidence-based 

guidelines 

2.  Assign the delivery of key services to specific staff and 
ensure that they are trained 

3.  Use protocols and standing orders to allow staff to act 
independently 

4.  Efficiently generate patient-specific data on services that are 
due 

5.  Huddle with the core practice team and review patient before 
clinic sessions 

6.  Ensure patient engagement and follow up 

 

 

Test and measure impact 
of your changes using run 
charts 



Inspiration Disco 



What’s Next? 
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Progress Report 

Due: May 15 

Learning Session 

July 24th  

Webinar 

Date TBA 

 

Coaching with 
Tammy & 
Carolyn 



KPTA Website 
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Live Tour! 



Thursday, March 29th, 2018  
11am Pacific /2pm Eastern 

 

 

 

 

A webinar with Dr. Mike Rakotz of the 
American Medical Association 

Practical Considerations for 
Applying the New Hypertension 
Guidelines in Practice 



Thank you! 
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