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	Introduction and Discussion of Concepts - 45 Minutes

	
	Slide
	Content and Notes

	
	Pre-readings 
	Achieving a Shared Plan of Care
http://lpfch-cshcn.org/publications/research-reports/achieving-a-shared-plan-of-care-with-children-and-youth-with-special-health-care-needs/



	
	
Slide 1
   

	
Building Student/Family-Centered Care Coordination through Ongoing Delivery System Design
[title slide]

Facilitator Notes:
· Make introductions
· Provide overview  of session and timeframe
· 45 min - Introduction to and discussion of concepts
· 15 min - Discussion – sharing strategies about collaboration and teamwork
· 20 min - Sharing what works
· 
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Module 1: 

Facilitator note:  Key Points to explain 
· Provide an overview and history of the medical health care home/ health care home model 
· Explain the AAP is providing education to promote the concept of health care home and that the affordable care act and other national programs are requiring the establishment of a health care home
· Schools are a hidden source of healthcare and the school nurse is a critical link for care coordination between health care, schools and families. 
· School nurses are the care coordinator within the school setting that bridges to the care coordinator in the health care setting. 
· The primary care setting provides the medical care home for the client and family
· A word about Centers for Disease Control and Prevention’s  (CDC) Coordinated School Health Program:
         Within school system, the CDC has promoted coordinated school health. That is a system approach to health      and wellness in schools and distinctly different than pediatric care coordination for health care services that link primary care to schools. 
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Learning Objectives 
· Identify key components of a high performing pediatric care coordination model that aligns with school systems 
· Compare and contrast these components with how care coordination works in your school nurse practice and identify areas of improvement
· Develop your take-home action plan for next steps in improving collaboration and teamwork in your school nurse practice


Facilitator Notes
· Developing a model of care coordination within the health care home is much like building a home. 
· Care coordinator at times functions like an architect, at other times like an engineer.
· Care plans are a shared effort between families and providers; A shared plan of care should be developed.
· Family drives the content/direction of the plans; Care coordinators  work with families to develop and implement plans
· During the session, think about what strategies you want to take home with you. What will success look like for you, for your school nurse practice and for students/families?
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Graphic: Completed house with all the components labeled


Facilitator Notes
· The graphic is a model of high-performing care coordination in a patient/family-centered medical home, with all of its key components, which we will review one by one.  


Slide 4 continued; 

The house looks the same across systems – the medical care home and the school. The shared plan of  care is housed in a home that is  : 
· built on a strong foundation of core values
· supported by four pillars 
· accessed through universal design
· nurtured by compassion
· protected by a roof comprised of standards for improvement and evaluating outcomes
· enhanced by excellent communication 
· constructed with a barrier-free entrance
· built to code, with room to grow 
· in need of ongoing upkeep and maintenance

· What elements of the graphic are familiar to you?  Which ones are new?  
· Our goal today is to understand and reflect together on these components in our large group session.
· Then, we will focus in on how to improve collaboration and teamwork in your medical home practice setting.





	
	
Slide 5



	
Care Coordination: Heart of the Health Care Home
These are the essential outcomes of high performing care coordination in a pediatric medical home. During our conversation and sharing today, we will review the strategies which assure positive outcomes and contribute to quality coordinated care. 

· Family-centered and client-centered =	
· 	 a shared plan of care 
· Transforms a house into a home		
· Promotes efficiency and continuity of care
· Creates a friendly, supportive environment for students and families and each other
· Prepares students and families for school success – attendance and academics - so they are prepared for the future
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Who builds this home?

Care coordination is not a solo effort!  It is a team effort involving a family-centered shared plan of care: 
· the student and family
· the care coordinator (as assigned in the school system)  to connect with the care coordinator in the medical care home 
· the entire staff
· the network of community healthcare providers

Facilitator Notes
· Throughout this session, our friendly construction worker icon is here to help us see ourselves as builders. 
· Sometimes we function like architects; sometimes we function like engineers.   Architects are skilled at designing things. Engineers are skilled at applying those designs to real-world situations.
· Development of trust and a shared plan of care WITH rather than for families helps everyone to engage across systems of care to support the student and family. 

· NOTE that for students with an IEP; a designated care coordinator (i.e., service coordinated (IDEIA language) is required . For children with special health care needs it is strongly recommended that the school nurse be designated as the care coordinator within the school system
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	Consultation for the builder…
· What are the similarities and differences?
· Case management
· Disease management
· Service Coordination
· Comprehensive, high performing pediatric care coordination across systems

Facilitator Notes
Comparing care coordination, case management and disease management
· Case management – provider driven – traditional model  - what is cost effective/ efficient for the system
· Disease management – focus on findings services “curing” the disease – tradition approach to disabilities – this approach is highly discouraged by families
· Service Coordination - students with an IEP; a designated care coordinator (i.e., service coordinated (IDEIA language) is required.  Focused on the school system, and not an across system coordination model for children with special health care needs
Comprehensive, high performing pediatric care coordination across system – looks across systems with the family at the center in development of a shared plan of care
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Why build this home? THE STUDENTS AND FAMILIES.

Comprehensive care coordination in a health care  home leads to:
· Comprehensive care coordination in a health care home leads to:
· improved health and attendance – so students are in school, healthy, and ready to learn 
· greater access and ability to navigate school and  community services
· improved skills for self-advocacy

Facilitator Notes
· Why does care coordination matter to students and families?  
· What do students/families tell you about care coordination when it is working for them?
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Why build this home? Improved health care 
Comprehensive care coordination in a medical home results in…
· lowered cost of care/ decreased ER visits 
· Decrease parent lost work time 
· Decrease in teacher lost productivity 

Facilitator Notes
· Why is comprehensive care coordination in the interest of the health care system, students and families?
· When students and families know when and where to get care, utilization in the emergency department is reduced. 
· Lost parent time on the job, less early school releases 
· Lost teacher productivity 
· * Wang et al. (2014).  School nurses save money. JAMA: Pediatrics May, 2014. 
· * Rodriquez et al. (2013).  Asthma in schools/ Journal of School Health. Oct. 2014.
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Why build this home? THE TEAM. 
· Comprehensive care coordination in a health care home results in…
· improved teamwork
· effective communication
· reduction of duplicated effort
· Increased cost-effectiveness
· Improved staff/provider job satisfaction

Facilitator Notes
•	Why is comprehensive care coordination in the interest of the practice team?
· Enables strategies for efficient /productive encounters (eg, pre-planning, post-encounter follow-up)
· Student/family report greater satisfaction as their needs and voice are heard and respected. 
· Use of health/ academic outcomes measures mixes evidenced based practices as well as conventional wisdom. 
· Proactive teams improve practice efficiency 
· Proactive teams learn collaboratively, constantly examining/revising what is working & what is not. 
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Why build this home? THE CARE COORDINATORS.
Results in:
· Effective teamwork through coordination & communication
· Connects schools to primary care offices 
· Recognition of  care coordinator’s unique activities 
· supporting the practice team
· assisting patients/families
· Respect and support for the care coordinator role
· Job satisfaction for the care coordinator!

Facilitator Notes
· Why is comprehensive care coordination in the interest of the care coordinator?
· The services of the school nurse care coordinator may be billable in some states/ school districts- that may help to sustain school nurse positions 
· School nurse care coordinators often have their “ears to the ground” in a way that can uniquely respond to the needs of patients and families.
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Building your structure as a care coordinator…
· Requires knowledge of:
· the school district’s mission, history,  goals and realities
· NASN professional standards
· If billing for services: payer requirements
· LEA Medi-Cal, MAA and other funding sources
· Some states private health insurance 
· Requires a toolkit of both existing tools and    those you create yourself

Facilitator Notes
· As architect, you are in the role of designing structures based on your understanding of the practice.
· As engineer, you are in the role of linking evidenced-based practice, as well as local knowledge that comes from experience, into programs and practices that work.
· In your practice, what evidence-based tools have you and your team found useful?
· What tools have you developed, that come from local knowledge (rooted in your practice), that you have found useful?
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Building a sturdy home requires:
· Solid foundation of mutually-held values
· Strong support structures
· Accessibility: getting in and out easily
· Convenient and comfortable living space 
· Roof to protect the quality of what goes on inside

Facilitator Notes
· Consider the importance of the component parts of a sturdy home: i.e., foundation, walls, door, roof. 
· Each has a purpose and each connects to the others.
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Solid foundation: Meets Code 
· The foundation of comprehensive care coordination in the health care home:
· Proactive
· Comprehensive
· Developmentally supportive
· Patient/family centered
· Coordinated!

Facilitator Notes
 The school nurse must know the state laws and regulation that govern health care services delivered in school and professional standards and their state nurse practice act. 
In addition, the school nurse must know the educational code and the health components of the education code for their state. 
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Foundation: Mutually Held Values
· Proactive: Planned & Continuous
· Comprehensive 
·     - linked to the community
·      - attentive to transitions in care
· Developmentally supportive 
· Student/family-centered includes cultural competence/sensitivity 
· Coordinated!

Facilitator Notes
• What would be a good example of each of these values brought to life?
· Which of these values are strongest in your school nurse practice?
· Which values are more difficult to bring to life?  Why?
· What do you do when the values of the student/family and needs of the school system are not in alignment?
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PILLARS – QSEN and IOM
· Student and family  centered care
· Teamwork and Collaboration 
· Evidence-based Practice
· Quality Improvement
· Safety 
· Informatics ( tracking and database)  




Facilitator Notes
· Pillars are support beams. 
· Each pillar is essential and requires careful construction and ongoing maintenance.
· Which of these are strongest in your  school nurse practice?
· 
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	PILLARS = Weight bearing support structures 
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	Pillar 1: Practice and Team Support 

Care coordinators should 
· not be flying solo, 
· be integrated as part of a school health team, such as the coordinated school health model ( CDC) 
· Be part of huddles, team meetings, informal conversations:  What has worked for you?

Facilitator Notes
· School nurses need to develop a commitment to the team approach and team interactions, interfacing with students and families.
· Improved practice needs to translate into new school system policies that reinforce the pillars. 
· This means the school nurse is the school health leader and develops the pillars for care coordination. 



[bookmark: _GoBack]
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PILLAR 2:  Interagency partnerships
· Connecting patient/family to information and resources on the local, state, or national level 
· Developing strategic relationships in order to build integrated network of services
· Cutting through red tape to expedite solutions
· Finding the best “go-to” people and agencies
· What has worked for you?

Facilitator Notes
· How do you distinguish trusted information and connections from those that are not?
· What works best for you to communicate with families? 
· What are the best ways to facilitate ongoing, efficient sharing – with the team, with students/families, and with primary care coordinators, and specialty care offices? 
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PILLAR 3:  Surveillance and tracking systems
· Utilizing school database/ tracking systems
	- Special needs (including acuity or complexity)
· Utilizing tracking systems 
· - Linking within the school system, referral and follow-up
· Organizing student records and health record 

Facilitator Notes
· How do you track the student’s health records and school health encounters? 
· In some states/ school districts – systems have been developed to share the EHR between schools and health care systems 



	
	
Slide 21


	
Consultation for the builder….
· How do you balance the time it takes for monitoring school health services, data entry, and tracking with the time it takes to connect directly with students and families? 

Facilitator Notes
Engage in short discussion. Acknowledge but do not dwell on barriers.
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 PILLAR 4:  Evidence-based guidelines
· Tracking how well standards for care are met: Who sets standards of care? 
· Resources for quality measures: 
· AAP Medical Home 
· AAFP Patient-Centered Medical Home
NASN and CSNO – professional practice standards 
· What has worked for you?  

Facilitator Notes
· Review reasons for evidence-based practice and typically-used guideline sources from professional organizations and websites such as NASN standards and policies
· What is your role in the implementation of evidence-based guidelines in your school nurse practice? What are the challenges?
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Graphic:  House, foundation, pillars, and walls, with roof added   

Facilitator Notes
· Roof has 2 slopes
· First slope is performance improvement
· Second slope is outcomes evaluation
· The roof protects the home and provides insulation from external elements.  
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Outcomes evaluation and performance improvement
· Which specific student outcomes measures are important to students/ families and schools? 
· Have the selected measures improved student outcomes?
· Have there been additional revenues brought into the district for health? 
· What has worked for you?


Facilitator Notes
· Outcome measures can inform us about how school health services are supporting the goals of families and schools. 
· How can we tell when quality and efficiency have improved: What does it look like? What does it feel like?
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Graphic:  House with foundation, pillars, walls, and roof with door added

Facilitator Notes
· House is almost complete 
· A medical home must be easily accessible:  easy to enter, welcoming
· Next two slides elaborate on what access means
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Care Coordinator: Communication Hub

· The “GO TO” person. Accessible & willing to respond. 
· A facilitator, teacher, mentor, connector & clinical expert
· Champion of student/family needs
· Tireless advocate 
· Liaison: Student, Family, Teachers, School Staff and Administration, Other school supports, learning supports,  Medical Team, Community & Services

Facilitator Notes
Have participants think about their role, which of these essentials are they doing? What would they like to be doing?
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Care Coordination: Day to Day Living
How does it happen?
· Identification and engagement
· Comprehensive assessment of student/family 
· Developing family/child/youth-centered plans of care
· Implementing the plan of care
· Monitoring and evaluation
· Ongoing school-based surveillance
 
Facilitator Notes
What tools are used? How do you engage other team members? How do you become included?
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Accessible means having access to: 
· Health Care
· Communication Tools
· Coordination
· Information
· Referrals
· Education
· Support
· Advocacy

Facilitator Notes
· Care coordination is about providing the supports and navigation strategies to make the system work!
·  What works for you and your team to make this a smoother process for students and families? 
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Care Coordination 
· Identification and referral to school nurse team (referral form) 
· Comprehensive assessment of patient/family (initial assessment form) 
· Referral-Surveillance-Screening (flow chart)
· Developing family/child/youth-centered plans of care – work plan flow 
· Implementing the plan of care
· Monitoring and evaluation
· Ongoing school-based surveillance
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Care Coordination Tools 

Use a referral and tracking system for care coordination

Facilitator Notes
· What tools do you currently use for tracking, follow-up and monitoring? 
· See handouts
· Use the handouts as sample of how a school nurse could assess, organize and track students requiring care coordination. The handouts are samples and would adjusted/ revised to fix each individual school system/ school nurse practice
Handout #1: 
School Nurse Care Coordination : Sample Need Identification and Services Flow Chart
Handout #2:   SAMPLE   Care Coordination Monitoring Plan: 
         Student Learning Work Plan Template with Specificity in Outcomes
Handout #3: Sample of Levels of Care to Assist with Care Coordination in the School Setting

	
	
Slide 32


	
Graphic: foundation, pillars, walls, roof  and door with compassion (heart) and communication 
(satellite dish) added

Facilitator Notes

· This well-built house requires compassion for it to function well.
· Compassion is necessary for the students and families, for our colleagues, and for ourselves. 
· Communication is essential – caring, supportive , kind communication
· How do you think compassion and communication should fit into this picture? 
· How do you think other members of your team might see this?  





	Discussion Activity - 15 Minutes
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	Ten Items that help a Shared Plan of Care work! 
 from the Lucile Packard Foundation for Children’s Health ( also see pre-reading) 

1. Children, youth and families are actively engaged in their care. 
2. Communication with and among their medical home team is clear, frequent and timely. 
3. Providers/team members base their patient and family assessments on a full understanding of child, youth and family needs, strengths, history, and preferences. 
4. Youth, families, health care providers, and their community partners have strong relationships characterized by mutual trust and respect. 
5. Family-centered care teams can access the information they need to make shared, informed decisions. 
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	Cont from slide 33

6. Family-centered care teams use a selected plan of care characterized by shared goals and negotiated actions; all partners understand the care planning process, their individual responsibilities, and related accountabilities. 
7. The team monitors progress against goals, provides feedback and adjusts the plan of care on an on-going basis to ensure that it is effectively implemented. 
8. Team members anticipate, prepare and plan for all transitions (e.g. early intervention to school; hospital to home; WITHIN school system changes such as grade levels and programs;  pediatric to adult care).  
9. The plan of care is systematized as a common, shared document; it is used consistently by every provider within an organization, and by acknowledged providers across organizations. 
10. Care is subsequently well coordinated across all involved organizations/systems. 


	
	
DISCUSSION
ACTIVITY


	
Facilitator Notes
Explain hand outs school nurse care coordination tools (these are sample tools that should be modified for each school district/ school nurse practice)

· Small group discussion:  ( depending on the setting) 
· Think about times in your school nurse practice when collaboration between school staff/ families and medical care systems is going really well. 
· What are you and your colleagues doing to create and maintain this kind of collaboration?  
· Think about times in your practice when teamwork among school staff is going really well.  
· What are you and your colleagues doing to create and maintain this kind of teamwork?  
· Invite participants to share strategies for addressing barriers and obstacles that stand in the way of optimal collaboration and teamwork.





	Final Discussion, Sharing of Ideas, and Closing Comments - 20 Minutes
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	My take-home action plan for building collaboration and teamwork:
· In 7 days, I/my team will…
· In 30 days, I/my team will…
· In 90 days, I/my team will have accomplished…

Facilitator Notes
· Ask school nurse to think about how they can (in the time frames below) make changes or improvements to care coordination within their school systems. 
· 
· In 7 days, I/my team will…
[What can you do/your team  do immediately?  Name it and hold yourself/your team accountable.]
· In 30 days, I/my team will…
[What needs a little more time to implement?  Name it and hold yourself/your team accountable.]
· In 90 days, I/my team will have accomplished…
[Progress takes time, but there it is hard to achieve progress without a destination in mind.  Where do you want collaboration and teamwork to be in 90 days?  What do you/your team  need to be doing to make that happen?]
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	Credits 

Facilitator Notes
· Closing summary and evaluation





 © 2012, Children’s Hospital Boston; Revised February 2013 / adapted for school nurses 2014 Baker D. & Johnson J. 
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