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Learning Network Goal

Goal: Reduce hospital admissions for asthma 
by improving quality of care, emphasizing 
person and family engagement (PFE) 
strategies.  

Today: 

• Discuss the goal of the learning network

• Highlight an innovative collaboration testing/using PFE strategies

• Identify partners in your community who can help engage patients 
with asthma and their families in care management

• Discuss strategies to communicate/coordinate with family supports 
and services in your community to help engage patients with asthma 
and their families

• Wrap up and review of several strategies and resources related to 
achieving PFE metrics shared during previous PLN webinars



Learning Network Plan

1. May: Patient and Family Voices
2. June: Engaging the Patient and Family at the Point of 

Care (Part 1 - shared decision-making, patient activation, health 
literacy, and collaborative medication management) 

3. July:  Engaging the Patient and Family at the Point of 
Care (Part 2 - shared decision-making) 

4. August:  Engaging the Patient and Family at the Point 
of Care (Part 3 – e-tools)

5. Today: Connecting patients/families with appropriate 
supports and services

Plus! Action steps between each call



➢PFE Metric 1: Support for Patient and Family Voices
➢PFE Metric 2: Shared Decision-Making: Does the practice support shared 

decision-making by training and ensuring that clinical teams integrate 
patient-identified goals, preferences, and concerns into the treatment plan 
(e.g. those based on the individual’s culture, language, spiritual, social 
determinants, etc.)? 

➢PFE Metric 3: Patient Activation:  Does the practice utilize a tool to assess 
and measure patient activation?

➢PFE Metric 4: Active e-Tool: Does the practice use an e-tool 
(patient portal or other E-Connectivity technology) that is 
accessible to both patients and clinicians and that shares 
information such as test results, medication list, vitals and 
other information and patient record data?

➢PFE Metric 5: Health Literacy Survey:  Is a health literacy patient survey 
being used by the practice (e.g., CAHPS Health Literacy Item Set)?

➢PFE Metric 6: Medication Management:  Does the clinical team work with 
the patient and family to support their patient/caregiver management of 
medications?

TCPI Person and Family Engagement
Performance Metrics



QI Opportunities Connected to TCPI PFE Metrics 



Defining Patient and Family Engagement 

An innovative approach to the planning, delivery, and 
evaluation of health care that is grounded in mutually 
beneficial partnerships among health care providers, 
patients, and families

Engaging patients and families
• In their own care
• In practice improvement
• In policy (practice, hospital, community)



A Collaborative Practice Innovator

Norah Bertschy, APRN, MSN, PPCNP-BC

Nurse Practitioner

Cincinnati Health Department

Cincinnati, OH



Vision

City of Cincinnati to become the healthiest city in the nation.

Mission

To achieve health equity & improve the health and wellness of all who live, work and play in Cincinnati.



Interprofessional 
Collaborative Practice 
Team
• NPs
• RNs
• MAs
• Case Work Associates
• Pharmacist
• Health Educators



Home Health Nurse
City Sanitarians if needed

SBHC – Nurse 
Practitioner

SBHC - School Nurse

Home Health Nurse

Group visits @ SBHC 

ACT scores

ER /Urgent visits
Hospital admissions

PowerSchool Database – students with 
asthma



Asthma CHAMPIONS!!!!
• How Asthma Friendly Is Your School?
• Teacher/coach asthma education
• School Staff education
• Building air quality



Polling Question…
Who do you currently partner with in your 
community, to help connect and engage your 
patients with asthma and their families with 
support and services? (Choose all that apply)

 Specialists who are co-managing my 
patients with asthma and their families

 Emergency Department(s)
 Schools
 Local public health department(s)
 Community-based organizations 
 None of the above, as of yet



Coordinated Care 
Partnerships and Collaboration

Medical Neighborhood

Specialists 

Emergency Departments

Inpatient service

Schools

Community organizations

The Medical 
Neighborhood

Schools

Faith-based 
organizations

Community
Partners

Community 
Health 

Workers

Public 
Health 

Department

Specialists

Pharmacy

Inpatient 
Care

Emergency 
Department

Mental +
Behavioral 

Health

Patient-Centered 
Medical Home

EMR/Health IT

It takes a Village …………..

Adapted from www.openmind.com

Source: Adapted with permission from Faye Holder-Niles, MD, MPH, “Medical Home Neighborhood :  A Primer for Primary Care and 
Subspecialty  Pediatrics.” Presented at the American Academy of  Pediatrics Medical Home Chapter Champions Program on Asthma, Allergy 
and Anaphylaxis Learning Session, Elk Grove Village, IL, January 29-30, 2016



Medical Home Coordination

How can we facilitate increased 
partnership and communication across the 

medical neighborhood…

How do we facilitate seamless and timely 
transitions of care… 



Co-Management: Specialists

Enhanced communications
Reasons for referral (PCP)

Treatment plans (Specialist)

Sharing information in timely way

Specialists lunch talks
Meet the specialist

Evidence-based guidelines

Medical management support

Closing loops
Facilitating seamless transition of care

Patient experiences and perception of the 
care continuum

qsen-interdiciplinaryteams.wikispaces.com



Medical Neighborhood
Building Bridges– ED

Enhanced communications
Identify Care Manager/ Point of contact

Treatment plan (patient care plan card)

Changes to plan

Coordinated care
Patient f/u post ED/Hospital

Symptoms check

Have medications

Review treatment plan

In office follow-up

Closing loops- care management

qsen-interdiciplinaryteams.wikispaces.com



School Partnerships

• Families rely on schools to keep kids safe

• Families rely on medical providers to provide 
the needed information to schools to keep 
kids safe 

• Safe and effective management require 
prompt symptom recognition, trained 
personnel and access to medication

• Strong collaborative partnerships are key



School Partnerships Require:

• Open communications

• Schools, family, physician office

• Shared goals

• Shared responsibility 

• Opportunities for ongoing family 
participation in decision making and care 
plans 



Community Partnerships

• Food Insecurity         

• WIC, Farmers market, food banks

• Housing                     

• Inspectional services 

• Pest management

• Utility assistance programs                      

• Local utility companies, heating and fuel assistance

• Parent partners

• Community Health Workers

• Public Health Department



Strategies For Good Partnership
Talk among yourselves…

• What current communication pathways have been developed 
in the practice to improve asthma management?

• What opportunities for partnership with…

• Think of your current practice…

• Is there 1 partnership or process that is working well?

• Is there 1 partnership/process you would like to improve 
or make?



Circling back around and 
wrapping up… 



How Could We Implement a 

Patient Registry?

▪ Identify a care coordinator as your Registry “Champion”

▪ Meet as a practice team

▪ Flow charting/process mapping of current care 
coordination functions

▪ Define your registry population (asthma diagnosis)

▪ MD recall

▪ Diagnosis codes

– Identify initial data fields

– Identify available technology (e.g., Excel, Access or 
other software application; as a function within your 
EHR)

– Use PDSA cycles to test “small” changes



Engaging Patients/Families in 
Conversation Related to Their/Child’s 
Care

• Pre-visit contact/forms (AAP Bright Futures)

• Family Strengths  

• Asthma Control Test (ACT)



Engaging and Partnering with 
Parents/Caregivers 

• In Their Child’s Care

• On Your Practice QI Team

• On Your PFAC



Teach-Back Strategy

• Evidence-based 

Health Literacy 

Intervention

• Communication 

approach for shared 

decision-making

• Ask your 

patients/parents to 

“Teach it Back” 

Source:   Shofer, M. and Smith, K.  Improving Patient Safety in Primary Care:  
Strategies to Engage Patients and Families.  AHRQ Sponsored.  IHI and NPSF Professional Learning Series, May 11, 2017



Health Literacy:   
Confirm Patient/ Family Understanding

• Ensuring agreement and understanding 
about the care plan is essential to 
achieving adherence. Examples: 

• “Tell me what you’ve understood.”

• “I want to make sure I explained your medicine clearly. 
Can you tell/show me how you/your child will take 
this asthma medicine?”

• Schillinger, D.  Archives of Internal Med, 2003

Do you understand?

Do you have any 
questions?



Source:  http://www.aafp.org/fpm/2014/0900/fpm20140900p8-rt1.pdf

Patient Activation

http://www.aafp.org/fpm/2014/0900/fpm20140900p8-rt1.pdf


Medication Management 
Strategy

Source:   Shofer, M. and Smith, K.  Improving Patient Safety in Primary Care:  Strategies to Engage Patients and Families.  
AHRQ Sponsored.  IHI and NPSF Professional Learning Series, May 11, 2017



Asthma Support

Review medication device use with 

patients/families 



Source:  The SHARE Approach. Essential Steps of Shared Decision making: 
Quick 2 Reference Guide





Use of  e-Tools (Patient Portals)



Use of  e-Tools (Patient Portals)



Use of  e-Tools (Patient Portals)



Using QI Methodology (Model for Improvement) 
to Test Changes 

What are we trying to 

accomplish?

How will we know that a 

change is an improvement?

What change can we make that 

will result in improvement?

AIMS

MEASURES

IDEAS

Act Plan

Study Do

From:  Associates in Process Improvement



Planning Tests of Change to Reduce 
Asthma-related ED Utilization

Determine current asthma-related ED Utilization Rate

Measure it, graphically display it and share it on a monthly basis!  

Examples of planned tests of change (the “P” of a PDSA) 
• Adding sick visit slots on Mondays and Fridays 
• Having more practitioners available to see patients on Friday afternoons 
• One practitioner who is “on call” each day to stay and make sure all walk-

ins are seen
• Initiating or expanding evening and weekend hours for your practice
• Surveying a sample of patients in your practice to determine their 

satisfaction with your practice’s ability answer questions after hours (e.g., 
nurse triage)



Remember…
It Takes an Effective Team to Do QI Work!

• Members representing different kinds of expertise in 
the practice/organization

• Clinical Leader

• Technical Expertise

• Day-to-Day Leadership

• Administrative Staff

• Parent/Caregiver Partner(s)

• Practice Facilitator/QI Coach



Tips for Sustaining Gains:

• Keep leaders informed

• Systems must be independent of the people 
involved

• Constantly adapt and create new tools

• Continuously monitor results

• Celebrate successes with staff

• Communicate improvements with patients

• Use data as evidence that change is 
improvement!



Polling Question…
As a result of your participation in this 
Pediatric Learning Network, how confident do 
you feel about being able to keep your patients 
with asthma out of the ED?

 Very confident
 Somewhat confident
 No change
 Less confident
 Not at all confident



Please share Action Steps Taken:
• Engaging Patients/Families in Conversation Related 

to Their/Child’s Care 
• Planning/Testing an Asthma Support Group
• Creation/maintenance of a Asthma Registry
• Assessment of Patient/Caregiver Activation
• Assessment of Health Literacy
• Use of Teach Back Method
• Use of e-Tools (patient portals)
• Partnering with your community

Open Discussion



Thank you for your hard work to 
transform and improve person 

and family engagement for 
children with asthma and their 

families!
Contact information:
Ruth Gubernick
856-477-2177
gubernrs@hln.com



Pediatric Asthma and PFE 
https://www.pcpcc.org/tcpi/learning

Contact

• Liza Greenberg, Program Director
liza@pcpcc.net

PCPCC SAN website and PFE Resource Center                        
https://www.pcpcc.org/tcpi

Technical Support Available from  PCPPC SAN 
and Partners

https://www.pcpcc.org/tcpi/learning
mailto:liza@pcpcc.net
https://www.pcpcc.org/tcpi

