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Pursuing Perfection

Key lessons
Patients and their families are the center of care
Most patient decisions and behaviors occur in the home
They want their own health care information to use
They want navigator-coaches

Not all patients can play the same role
Much is yet to be learned about supporting 
patients and families

PAM will likely be key in learning how to help
We must tailor support to each individual and family’s 
capabilities



Accountable Care Organizations

THREE ESSENTIAL LEVERS (missing?)
To engage patients and families in a coordinated and 
nuanced manner with their providers

1.Navigator-coaches
2.PAM

Essential for optimal interaction with patients and families

3.Individual health management system
Community-wide, interoperable, rules and workflow enabled



No Silver Bullets—Only Systems at the 
Whole Community Level (ACO Plus)

“Research & Learning in Health and Healthcare — by 
the Community, for the Community”
Western Washington University
Healthcare community
Broader Community



PAM--How Capable is THIS Patient?

We had no idea how important patient activation is!
We still have only one pool of one depth?

We are still:
Putting Olympic divers in the 
baby pool.
Putting babies on the three 
meter diving board.



Approaches to  Effective Patient Discharge

Coleman Discharge with Coaching
Re-engineered Discharge (RED)
STAAR (STate Action on Avoidable Rehospitalizations)
Center for Medicare and Medicaid Services
Hospital 2 Home (H2H) by IHI

----------------------------------------
Patient Activation Measure (PAM)
Web based community care manager dashboard



PAM as Vital Sign?

An indispensable measurement (vital sign)
Person-centric (fit our services to customers)
Predictive

Correlates with clinical outcomes and cost outcomes

------------------------------------------------------
Who and where to record it & how to use it?

We have just placed PAM into the PHR

Making it available for rules based work flow—
electronic community health manager dashboard

Based upon the PAM, who should get what alerts to assist the 
patient?



Hospital-Based Patient Flow

Assessment 
(history, 
vitals, skin, 
meds)
Initial set-up 
(IV, O2, lab 
draws, pain / 
nausea 
management)
Initiate orders
Family 
information
Goal planning

Unit Arrival

Nurses, physicians
Diagnostics
Teaching / opportunity education

Medical Care

Escort patient 
out
Safe hand-off 
from hospital to 
community
Care manager / 
coach 
assignment

Discharge

Patient Care Needed

24-hour phone 
call (hospital)
Education 
material and 
discharge 
instruction 
access (SCP)
Home health
Care 
manager / 
coach contact
Metrics –
feedback loop

Follow-Up

 

Discharge Facilitation

Activation screening – plan to engage support 
person for patient if not teach-able
Teaching / planned education (includes 
“required” presentations with care givers)
Identify candidates for coaching
Compare patient needs with care giver 
capacity – identify support for care giver
Discharge instructions (CMS, RED, H2H, 
STAAR, Coleman, Stepping Stones, Care 
Transitions) by RN, SW, Case Manager / 
Coach, Physicians
Medication reconciliation
Belongings
Core measures
Shared Care Plan Introduction

 

Safe hand-over 
from hospital 
to community

Safe hand-over 
from community 

to hospital

Discharge Coordinator Interventions 

Pre-admission 
education



PAM and Patient’s Role
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Patient-Centered Community Healthcare Model



Physician Contact After Discharge



Patient’s Healthcare Experience

4 physician appointments
Over 10 months time
0.056% of patient’s healthcare experience



Shared Care Plan -- Connected After Discharge

Shared Care Plan—a Community-Based Personal 
Health Management System

Initial introduction before leaving hospital
Access by patient and any caregiver

Electronic interface to discharge instructions 
Calendar entries, Medications, Symptoms, F/U Appointments

Monitoring
Personal and professional
Electronic symptom tracking of patient
Home devices
On-line messaging capability



Shared Care Plan – A Community-wide Personal 
Health Management System on MS HealthVault

Currently interoperable with EMRs, HealthVault, Labs, 
State Immunization Data Base, Home Devices, and rules 
driven community care coordination software.



A Formula for a Successful 
eCommunity Health Management

Patients
Labs, Medications, 
Immunizations, CCR
Decision support –
relevant information
Messaging and alerts
Family care management

Doctors / Providers
Clipboard information
Closing communication 
loops of all sorts with 
patients and providers

Hospitals
Transitions of care
Home care management if 
at risk for costs

Employers
Wellness

Payers
Lower cost, higher quality

Schools
Immunizations
Medications



Integrating a New Vital Sign

Stepping Stones --Qualis & Whatcom County 

A community-wide care transitions project at the 
halfway point (of phase one)

Redesigned the work in the hospital
Spreading throughout the hospital
Creating agreements between clinics and 
hospital
We are designing the processes for 
integrating the PAM as a useful vital sign



PAM 13 Survey and Results --Inside our PHR



SCP Manager Dashboard & Active Calendar



Automated Alerts with Messaging to Anyone



PAM Nursing Guide

We have just 
begun to 
develop the 
patient and 
family PAM 
guide--how to 
interpret your 
PAM score and 
what to do next.



NEXT

Collect PAM at time of admission and after discharge
Train staff, coaches, patients and family to use PAM
Use PAM to recommend coaching support
Integrate PAM into post-discharge rules:

E.g., with a low PAM score we might engage family care givers 
or care managers earlier when a patient does not take a 
suggested action, such as weight themselves or indicate that 
they have made a follow up appointment.



SHARED CARE PLAN 
A Community Health Record Bank

ACKNOWLEDGEMENTS

Came from Pursuing Perfection 
RWJF – IHI

Inspired creation of Microsoft HealthVault
Developer/Vender - Congral, Inc

Synched with MS HealthVault

Washington State Health Record Bank Pilots
Ongoing
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