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Our Time Together Today 

ÅWhat is Planetree? 

Å²Ƙŀǘ ƛǎ ά¢Ǌŀƴǎƛǘƛƻƴǎ ƻŦ /ŀǊŜέΚ 

ÁDrivers of Change 

ÁOpportunities and Barriers 

ÅWhat is the Picker Always Event Initiative? 

ÅWhat are actions steps I can take back with 
me to activate change across the continuum?  



hƴŜ ǇŀǘƛŜƴǘΩǎ ƛŘŜŀΧ 

άΧǘƘŜ ƛŘŜŀƭ ƘƻǎǇƛǘŀƭ ǿƻǳƭŘ 

combine the best of modern 

medicine, with the best 

possible patient care 

experience to become a truly 

healing environment, where 

Ƨǳǎǘ ōŜƛƴƎ ǘƘŜǊŜ ƛǎ ƘŜŀƭƛƴƎ Φέ   

  Angelica Thieriot 

 



ΧōŜŎƻƳŜǎ ŀ ǊŜŀƭƛǘȅ 

Nurse Physician 



Two Visionaries on Parallel Paths 

Angelica Thieriot  

Founder, Planetree  

Harvey Picker  

Founder, Picker Institute  



 
 

   Planetree is a non-profit organization that 
provides education and information in a 
collaborative community of healthcare 
organizations, facilitating efforts to create 
patient/resident-centered care in healing 
environments 

 



And spreads to become a global support network 

Å5 Countries 

 

ÅOver 500 organizations 

 

ÅSmall rural sites to large urban health systems 

 

ÅExperience across the entire continuum of care 

 

 



The Continuum of Care 



Hospital Nursing 
Home 



  

Transitions are Everywhere  
  
  
  
  
  
  

In Real Life Terms: 

ÅWho am I seeing? Who is in charge? Who knows how to 
do that? 

ÅWhat is this? What should I do? What do you want? 
What should I ask? 

ÅWhere should I go? Where are my pills? Where is my 
family? 

ÅWhy this? Why not that?   

ÅWhen should I expect it? When will I die? 

ÅHow can I keep that  from happening?  How did that 
happen?  



What does Person-Centered Care Mean To You? 

 

Music  

Art  

Fish Tanks  

Cookies  

Dogs  

Aromatherapy  

 

Access to 

Information  

Involvement in 

Decision 

Making  

Effective 

Communication  

Respectful 

Interactions  

=  

Foundation 

for Quality  



Establishing a Sense of Urgency 

ÅEngage Leadership 

   άтр҈ ƻŦ ƳŀƴŀƎŜƳŜƴǘ Ƙŀǎ ǘƻ ōŜ 
convinced that business as usual is no 
ƭƻƴƎŜǊ ŀ ǾƛŀōƭŜ Ǉƭŀƴέ WƻƘƴ YƻǘǘŜǊ 

ÅListen ǘƻ ŀƭƭ ǎǘŀƪŜƘƻƭŘŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ 

ÅEducate all stakeholders on emerging 
issues in healthcare 

 

 

 



More than  of 
Medicare patients are 
readmitted within 

 of discharge. 



Medicare currently 
spending  
per year on 
readmissions 





Readmission Penalty 

ÅPenalty for excessive readmission rate 
starting in 2013  

ïFor hospitals above acceptable 
threshold: 

Å1% reduction in 2013 

Å2% reduction in 2014 

Å3% reduction in 2015 and beyond 



 

 Effective Chronic Disease Prevention Management 

 

ÅCongestive Heart Failure 

ÅPneumonia 

ÅCardiac Arrhythmias 

ÅAcute Myocardial Infarction 

ÅChronic Obstructive Lung Disease 

ÅDiabetes 



ω50% of patients do not see their 
physician between hospitalizations 

ωEducation of patients is not consistent 
across transitions of care 

Heart Failure has one of the highest 
readmission rates to acute care hospitals 



    
    

Patient 

discharged 

without adequate 

education  

Failure to set up 

appointment with 

cardiologist or 

primary care 

physician  

Lack of coordination 

among different 

disciplines  

    
    

SNFs allow 48 hours 

for physician 

evaluation after 

discharge from 

hospital 

.  

Patients do not keep 

follow physician 

appointments  

Inconsistency in CHF 

teaching material 

across hospital, SNF 

and HHS 

    

  

Patient Readmitted to 

Hospital  

    

Back again 
so soon! 

Back again 
so soon! 



aŜŘƛŎŀǊŜΩǎ ±ŀƭǳŜ .ŀǎŜŘ tǳǊŎƘŀǎƛƴƎ tǊƻƎǊŀƳ 

ÅBeginning Fiscal Year 2013 

ÅFunded by payment reduction or 1% initially 
up to 2% by 2017 

ÅEarn back based on clinical quality and 
services indicator performance 



The Basics of Value Based Purchasing 

Value-Based Purchasing=  

 Transition from pay for reporting to pay for 
performance 

 

Points earned for: 

ïAchievement 

ïImprovement 

ïConsistency (HCAHPS) 



ωAMI 

ωHeart Failure 

ωPneumonia;  

ωSurgical Care Improvement 

ωHealthcare Associated 
Infections 

Clinical Process 
of Care Domain 

(17 measures) 

ωHCAHPS measures 

ω7 composites & 1 global 
measure 

ωDoes not include Likelihood to 
Recommend 

ωQuiet at Night and Cleanliness 
rolled into one composite 

Patient 
Experience of 
Care Domain 

(8 measures) 

70% 
of 

Score 

Plans for VBP Adoption: 2013 

30% 
of 

Score 



Value Based Purchasing Trends 

ÅCMS seeks to move as quickly as possible to 
the use of primarily outcome and patient 
experience measures 

ïAdjusted for risk or other appropriate 
patient population or provider 
characteristics  



To Be Effective in an Accountable Care Environment 
Hospitals Must Take on New Roles 

Hospital 

Catalyst 

Convener 

Facilitator 

Collaborator 

Educator 

Motivator 

Innovator 

Monitor 



Birmingham Health Center 

Bishop Wicke 

Gardner Heights 

Hewitt Health & Rehab 

Hilltop Health Center 

Shady Knoll Health 

Shelton Lakes Health Center 

30-day Readmission Rates 

Below 
average 

Above 
average 



hǇǇƻǊǘǳƴƛǘƛŜǎ ŀƴŘ .ŀǊǊƛŜǊǎΧ 

ÅSystem  

ÅPractitioner  

ÅConsumer  



Transitions of Care Models  

ÅDr. Eric Coleman ς Transition Coaching 

ÅDr. Mary Naylor ς Transitional Care 

ÅDr. Chad Boult ς Guided Care 

ÅSociety of Hospital Medicine ς BOOST 

ÅBoston University ς Project RED 

Other Resources: 

ÅNational Transitions of Care Coalition  (NTOCC) 

ÅPlanetree Continuum of Care 

 



The Consistent Model Themes 

ÅMedication list/reconciliation and adherence 
assessment 

ÅTransitions summary at discharge 

ÅFollow-up visit with PCP/Specialist 

ÅCare Plan 

ÅCoaching with patient and family caregivers 

ÅPost transition call and/or visit 

ÅAccountability for sending and receiving 
communication 



Planetree Continuum of Care

ÅPilot patient-centered innovations with affiliates 

ÅBuild upon sharing of best practices  

ÅIdentify partnerships to accelerate progress with 
transitions 

ÅConduct research and evaluation through qualitative 
and quantitative outcomes 

ÅEstablish designation criteria and metrics for the 
transitions of care 

 



ÅGenerally assume that someone  
is in charge of coordinating their care 

ÅConsumers (and caregivers) are often the only 
common thread weaving between care sites  

ÅAnd, they often navigate the system with few 
tools, education or support for this role 

  
  

!ƳŜǊƛŎŀƴ IŜŀƭǘƘ /ŀǊŜ /ƻƴǎǳƳŜǊǎΧ 



    Survey reveals many gaps between what consumers 
think about their health status and the effort they put 
into adherence 

 

ï57 % of consumers indicated that they take one or 
more medications; however, only four in 10 say they 
take their medications as directed 

 

ï< 50% of consumers surveyed say they act in ways to 
make themselves healthier 

Consumer Adherence 



Source: Gallup Serious Chronic Illness Survey 2002. 



Partnering to Activate 
Person-Centered Transitions 



Two Visionaries on Parallel Paths 

Angelica Thieriot  

Founder, Planetree  

Harvey Picker  

Founder, Picker Institute  

Long-Term Care Leadership Summit ςOctober 5, 2010 



Always Event Initiative  
The Picker Institute 

 

    Patients will always have the opportunity across 

healthcare settings to utilize a portable personal 

ƘŜŀƭǘƘ ǊŜŎƻǊŘ ώŜΦƎΦΣ IƻǿΩǎ ¸ƻǳǊ IŜŀƭǘƘ όI¸Iύϐ 

embedded with actionable patient-driven 

information, to ensure patients, their healthcare 

providers and their family members are on the same 

ǇŀƎŜ ǿƛǘƘ ǊŜƎŀǊŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘŎŀǊŜ ƴŜŜŘǎΣ 

priorities, and lifestyle. 

 



Key Components 

ÅIƻǿΩǎ ¸ƻǳǊ IŜŀƭǘƘ όI¸Iύ 
ïWeb-based portable personal health record; iPad friendly 

ïCompleted by patients and/or their Care Partners 

ïProvides actionable information to promote health, well-being 

ïCŀŎƛƭƛǘŀǘŜǎ ŀƭƭ ƪŜȅ ƘŜŀƭǘƘŎŀǊŜ ǎǘŀƪŜƘƻƭŘŜǊǎ ōŜƛƴƎ ƻƴ ǘƘŜ ά{ŀƳŜ tŀƎŜέ ǿƛǘƘ 
ǊŜƎŀǊŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘΣ ƴŜŜŘǎΣ ŀƴŘ ƭƛŦŜǎǘȅƭŜ 

ÅCare Partner 
ïtŀǘƛŜƴǘǎΩ ŎƘƻǎŜƴ ƛƴŘƛǾƛŘǳŀƭ όŜΦƎΦΣ ŦŀƳƛƭȅκŦǊƛŜƴŘύ ǿƘƻ ǇŀǊǘƴŜǊǎ ǿƛǘƘ ǘƘŜ 

patient in coordinating care 



Importance of Health Confidence 
According to Published Literature  

Health Confidence is: 

Åassociated with good patient outcomes 

Åadversely impacted by poor communication/interaction 
and fragmented care/ poor transitions (the converse is also 
true) 

Åeasily measurable ς ƛƴ ŦŀŎǘΣ ƛǘ ƛǎ ŀ ǎƛȄǘƘ ǇǊƻǇƻǎŜŘ άǾƛǘŀƭ ǎƛƎƴέ 

 



ά/ŀƳǇŀƛƎƴ ŦƻǊ /ƻƴŦƛŘŜƴŎŜέ 

ÅA primary goal of the Same Page Transitional Care 
initiative is to ǎǳǇǇƻǊǘ ǇŀǘƛŜƴǘǎΩ ŎƻƴŦƛŘŜƴŎŜ, as well as the 
confidence of their Care Partners & formal care providers, 
ǘƘŀǘ ŀƭƭ ƪŜȅ ǎǘŀƪŜƘƻƭŘŜǊǎ ŀǊŜ ƻƴ ǘƘŜ άǎŀƳŜ ǇŀƎŜέ ǿƛǘƘ 
ǊŜƎŀǊŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ ϧ ƘŜŀƭǘƘŎŀǊŜ ƴŜŜŘǎ 

 

ÅThe Same Page Transitional Care initiative will be 
introduced through a Campaign for Confidence 

ïMaterials are being developed in coordination with 
project sites 



ά{ŀƳŜ tŀƎŜ ¢Ǌŀƴǎƛǘƛƻƴǎέ 

Åthe identification of the self-management objectives 
that matter to the patient 

Åa clearly defined plan with clear delineation of who 
ǿƛƭƭ ōŜ άƛƴ ŎƘŀǊƎŜέ ǿƘŜƴ 

Åthe use of problem solving and teaching to support 
the plan; and  

Åreinforcement of the previous three steps again and 
again.  

  

 



Control group data 
collection 

ά/ŀƳǇŀƛƎƴ ŦƻǊ 
/ƻƴŦƛŘŜƴŎŜέ 
Intervention 

Intervention group 
data collection 

Research Design and Measurement 

Å5 sites: 2 hospitals, 2 nursing homes, 1 transitional care unit 

Å320 Participants, all 65+: 100/hospital, 40/NH or TCU 

ÅPhased research design 
 

 

 

 

Åά/ŀƳǇŀƛƎƴ ŦƻǊ /ƻƴŦƛŘŜƴŎŜέ 

ïIƻǿΩǎ ¸ƻǳǊ IŜŀƭǘƘ - www.howsyourhealth.org 

ïCare Partner program 

 

http://www.howsyourhealth.org/


Research Design and Measurement 

ÅMeasures to be compared across control and 
intervention groups 

ïPatient Activation Measure 

ÅI am confident I can help prevent or reduce problems 
associated with my health 

ïCare Transitions Measures 

ÅWhen I left the hospital, I had a good understanding of the 
things I was responsible for in managing my health.  

ïGeneral items 

ÅHow confident are you that you can control and manage 
most of your health problems?  

 



  
   
 



WƻƘƴ YƻǘǘŜǊΩǎΥ у {ǘŜǇǎ ǘƻ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ 

1) Establishing a sense of urgency  

2) Forming a powerful guiding coalition 

3) Creating a vision  

4) Communicating the vision  

5) Empowering others to act on the vision  

6) Planning for and creating short term wins  

7) Consolidating improvements and producing still more 
change  

8) Anchoring Change  

 
Kotter, 1995 the Konosuke Matsushita Professor of Leadership, Harvard Business School 

 



Personalize, Humanize, DemystifyPersonalize, Humanize, Demystify  

P H DP H D  
ά9ǾŜǊȅ ŜƭŜƳŜƴǘ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ ǘǊŀƴǎƛǘƛƻƴ ǿƛƭƭ ōŜ  

assessed, based on whether it enhances or detracts 
from personalizing, demystifying, and humanizing 

ǘƘŜ ŜȄǇŜǊƛŜƴŎŜΦέ 

 



 

 



Steps to Activate Change Across the 
Healthcare Continuum 

ÅIƻƭŘ ά¢ƻǿƴ Iŀƭƭ aŜŜǘƛƴƎέ ǿƛǘƘ ŀƭƭ {ǘŀƪŜƘƻƭŘŜǊǎ  

ÅwŜǎŜŀǊŎƘ IƻǎǇƛǘŀƭΩǎ {ǘǊŀǘŜƎƛŎ tƭŀƴ 

ÅSchedule a meeting with CEO  

ÅLŘŜƴǘƛŦȅ ǘƘǊŜŜ άǎƘƻǊǘ-ǘŜǊƳέ ǿƛƴǎ 

Å{ǳƎƎŜǎǘ ŀ ά/ŀǊŜ /ƻƻǊŘƛƴŀǘƛƻƴ /ƻǳƴŎƛƭέ ōŜ ŘŜǾŜƭƻǇŜŘ  
involving stakeholders from the continuum of care 

ÅConsider conducting focus groups with all stakeholders 
across the continuum 

Å{ǘŀȅ ǘǳƴŜŘ ŦƻǊ ƳƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ά{ŀƳŜ tŀƎŜ 
¢Ǌŀƴǎƛǘƛƻƴǎέ tǊƻƧŜŎǘ 

ÅBecome  active in your own healthcare! 

 



Picker and Planetree 
Partnering to Prompt Action 

DEFINITION 
 

ACTION 
 

Long-Term Care Leadership Summit ςOctober 5, 2010 


