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Source: TED.com
Simon Sinek, The Golden Circle 

The Why, How 
and What of a 
Shared 
Plan of Care

Why? (What we  know)
 Engaged patients and  families
 better - access, information, enhanced 

navigation, improved health outcomes, & 
more 

How? 10 Step Approach 
 Preparation and planning

 Assessment, goal setting, implementation and 
oversight

 Relational care coordination

What? Shared Plan of Care
 Medical Summary , Negotiated Actions & 

Attachments (e.g. emergency plan, legal needs)



Care Plans & Care Planning –
A function of care coordination

In few (1-3) words 

• Care Coordination 



Care Plans Care Planning –
A function of care coordination

In few (1-3) words 

• Care Coordination -



Care Coordination 

A patient & family-centered, assessment 

driven, continuous, team-based activity 

designed to:

• meet the bio-psychosocial needs of children 
youth, and adults while

• enhancing person & family care-giving skills 

and capabilities.

Reference: Commonwealth Fund 2009, LPFCH 2014, AAP 2014 



Why Shared Care-Planning?

• Care is fragmented across multiple 
providers /systems

• Coordination of care is lacking
• Information sharing across providers 

often falls to patient/ family 



Why Shared Care-Planning?

• Patients and Families ask for:
• Help in system & resource navigation
• Team-based care

• With access to a clear contact person

• Goals and strategies used consistently across 
providers (aka standards of care)



Why Shared Care-Planning?

• Clinicians/teams seek a better approach:
• Partnership relationships with 

patients/families
• Succinct, at-a-glance Medical Summaries 
• Clarity of next-steps, responsibilities and 

accountabilities



A Little Backstory 



DEER in the HEADLIGHTS! 
2003-2004 50 Primary Care Teams with newly identified family partners and 

Sponsoring Title V Leadership – "You want us to do what?" 





Mixed Methods:  Medical Home Index, Adaptive Reserve, Q –Interviews

4 Essential Elements:
1) Quality Improvement 3) Team based care
2) Family Centered Care 4) Care Coordination/

Plans of Care
(★ Physician and staff satisfaction was strong/high)

McAllister, J.W., et al., Medical home transformation in pediatric primary care--
what drives change? Annals of Family Medicine, 2013. 11 Suppl 1: p. S90-8.

Medical Home 
Transformation 

What Drives Change?
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Medical Home and Care Plans – they go together, 
you can't have one without the other! 

- Family





Care coordination 
“elevator speech”? 



Care coordination 
“elevator speech”? 

“With care 
coordination…you 

have to take the 
stairs!



Objectives: Shared Plan of Care as 
a Function of Care Coordination 

Shared 
Plan of 

Care (10 
Steps)

Description: 
Why, How & 

What

How this is 
accomplished

Tools, 
Supports & 
Strategies 

Resources 



The Purpose of Shared Care-Planning

1. Improve care and reduce fragmentation 
for children/families -subsequently for an identified population

2. Guide a family-centered, multi-disciplinary team 
process - joint development /use of a plan of care

3. Enable the patient, child/family and their “care 
neighborhood” to communicate, collaborate, and 
operate from the “same page” SPoC 

4. Deliver oversight with developed timelines 
ensuring responsibilities and accountabilities



Model of Shared Care-Planning Achieved in  Partnership with Families  LPFCH

1. Identify Needs & Strengths of 
the Patient and Family

2. Build Essential   
Partnerships

(Identify personal/clinical goals)

3. Create, Use, Renew
the Plan of Care

4. Implement/Improve 
the Plan of Care



10 Step Approach to a Shared Plan of 
Care

1. Identify who will benefit from a plan of care

2. Discuss with families and colleagues the value of developing 
and using a comprehensive and integrated plan of care. 

3. Select, use and review a multi-faceted assessment with a 
child, youth and family

4. Set shared personal and clinical goals 

5. Identify other needed partners (e.g. subspecialists, and 
community providers) and link them into the shared care-
planning process



10 Step Approach to a Shared 
Plan of Care

6. Develop the plan of care – “Medical Summary
7. Establish the plan of care “Negotiated Actions”
8. Ensure that the plan of care is available, accessible, 

and retrievable (for all permissible partners)
9. Provide tracking, monitoring and oversight for the 

plan of care
10.Systematically use the shared care-planning model 

process with a group of patients and families

5/4/2016 22



• Patient Family Request 
standard of care 

• Criteria –multiple needs, 
providers, plan, barriers
• Who?

• Complexity – Examples
• HOMES
• Bobs

• Co-management -
• Psych and primary care
• Neuro and developmental peds

Step 1
Identify 
who will 
benefit 
from a 

plan of 
care

THE HOW10 STEPS



Selecting
Assigning & 
Using a 
Complexity 
Score



• Invite in, reach out; build rapport
• *Explanatory/descriptive materials 

• (Can family partners help with?)
• Workflow – your design (see guide)
• Prepare –Pre Work &  team and  family 

“think time”
• Patient /Family feedback (PDSA)

This is practice of teamwork
to achieve together

Step 2
Discuss with 

families & 
colleagues the 

value of 
developing 
and using a 

comprehensi
ve 

/integrated 
“plan of 

care”. 



Workflow

Recruit/Pre
pare

Pre Visit

Team Pre  
Huddles 

Visit & Shared 
Plan of Care 

Care 
Coordina-
tion 3 mos





• Examples: “*Pediatric CC pre- visit 
Assessment”, Bright Futures, 
Guided visit 

• Use to frame health care “not as 
usual, this is something different”

• Prepare to address gaps with plan 
of care/visit, patient directed goal 
setting 

STEP 3
Select, review and 

use a multi-
faceted 

assessment with 
each patient and 

family



Pre Visit Assessment Form
(handout) 



• What Matters to you? 
• vs. What is the Matter with you? 

• Support patients and families to 
frame personal *goals

• Short term clinical/personal
• Long term goals “parking lot” 

(life-course)
• Examples: behavior, preschool, 

enjoy a family event, prepare & 
go to college, find jobs, etc. 

STEP 4
Set shared 

personal and 
clinical goals 



STEP 5
Identify other 

needed 
partners (e.g. 
subspecialists, 

community 
providers); link 

them into shared 
care-planning 

process

• Gather data supportive of a 
planned visit (e.g.)

• Build Registry – CC, PCP, 
• “Care Neighborhood”

• Eco Maps
• Example: IN  tap the “bench” – e.g. 

neurology, psychiatry, developmental 
pediatrics, child development, etc.



Name
Demographics
Date care coordination begins
Plan of care in place? Date
Condition
Primary Care Provider
Multiple Providers/Neighborhood
School/other
Complexity Score 

Monthly Measures (see step 9) 
Shared Plan of Care
Goals/progress against
Care Coordination Activity & Time: 

- Prevent
- Promote

REGISTRY

Patient DOB Diagnosis ETC.



The Neighborhood

Child/Family-
Centered 

Care 
Coordination

Primary 
Care 

Medical 
Home 

Specialty 
Care

Friends/F
amily 

Spiritual 
Supports

School 
Services 

All Payers 
– state, 

insurers, 

Many 
Other 

Partners 
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• Shared Plan of Care - Template
• Clinical section, CC section, Family 

section
• Workflow 

• CC initiates assembly
• Interacts with team
• Shares/reviews w/family
• Reiterates

• Outcome of visit or care conference
• {(IN) Special team develops/shares back 

to PCP with support to help them 
continue}

STEP 6
Develop the 
plan of care 

–
*“Medical 

Summary”









• Framed goals are addressed 
• Develop strategies, timeline, 

responsibilities and 
accountabilities – this is 
different

• “Teach backs” and “reflect backs”
• Timely follow-up  and duration
• {Example - IN team finalize plan, get 

back to family within 10 days, use for 3 
months, transfer to “locus of care 
coordination” in community}

STEP 7
Establish the 
plan of care 

*“Negotiated 
Actions”
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DREAMS 
• Assemble into e-health record

• E-Health Record prompts
 Has Plan of Care
 Needs  Plan of Care?
 Touch points in system

• Family access/print through portal
• Message to other providers
– “a common document is available”

WORKAROUNDS
• Electronic, paper, scanned, cloud, jump 

drive, what ever it takes! SHAREPOINT
• Families are encouraged to advocate for 

use of plan of care across systems 

STEP  8
Ensure that 
the plan of 

care is 
available, 
accessible, 

and 
retrievable



• Frequent follow-up CC contacts
• (Don’t attempt all in 1 visit!)
• Registry & monthly measures
• Progress against goals?

• Care coordination role development
• Planned check-in
• Supports patient/family/team with 

functions/oversight of plan of care
• Patients/families know they can 

call/contact
• Build skills and locus of care 

coordination

STEP 9
Provide 

tracking, 
monitoring 

and oversight 
for the plan of 

care



• VT CC Learning Collaborative
• MN Network-wide effort
• IN NDBS Statewide CC integrated 
• Culture of practice 
• More…

STEP 10 
Systematically 
use the shared 
care-planning 
model process 
with patients 
and families 
identified in 

Step 1



If this was easy . . .

. . . .we would already have it nailed





PFC MEDICAL HOMES - Living, breathing, complex  organizations

Preparation

Planning

Studied 
Implementation

Coordination 
Of Care

Testing &
Continuous
Improvement



Quality Care/ Care Coordination 

• Is best defined as close as possible to 

those for whom actions are meant to help 

and/or support Gaucher & Coffey

To

For
With!Patients/Families

Jeanne W. McAllister
jwmcalli@iupui.edu



Care plans are the solution!
(But what is at the root of the need, or question?)

Clinician
Family

Clarify: What do you want the plan of 
care to do, and for whom? 

.  



Shared Plan of Care
Needs/ Benefits for Patients

For Kids/Youth/Families



Shared Plan of Care
Needs/ Benefits for Patients

For Kids/Youth/Families

Engagement
Safety
Partnership
Relationship
Continuity
Helps 



Shared Plan of Care
Needs/ Benefits –

For Team / Providers 



Shared Plan of Care
Needs/ Benefits –

For Team / Providers 

Clarity
Speed
Safety
Teamwork
Co-management
Learning



Shared Plan of Care Needs/Benefits –
for System 



Shared Plan of Care Needs/Benefits –
for System 

Collective impact (shared goals)
Population health
Integration
Costs



Care plans are the solution!
(But what is at the root of the need, or question?)

Clinician
Family 

Clarify: What do you want the plan of 
care to do, and for whom? 

.  
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Patients/Families

Providers System 

Win Win



Overall Aim:
• Effective control management of 

Type 1 Diabetes
• Improved communication, 

collaboration, coordination among 
teen, family, clinicians & school team

Shared Goals: 
1) Transition to insulin pump 

(pending Diabetes control)
2) Drivers license
3) Improve school performance   

Negotiated Actions
• Enroll in quality medical home
• Engage with care coordinator
• Support teen / family 
• Hold/attend care conferences 
• Develop a plan of care; align partners
• Increase contact & communications 

/collaboration-medical home/school
• Overcome (persistent) 

communication & transportation 
barriers counseling 

• Work w/Diabetes educator 2X/month
• Work w/ Dietician 2X/month

is a 15-year-old female who on her best days dreams of getting 
a drivers license.  She has a history of longstanding uncontrolled Type 1 

Diabetes.  Compounding social factors contribute to school 
absences/truancy charges. 

6-months prior to a switch - medical home w/care coordination /planned 
care-

9 ER visits;7 ketoacidosis related hospitalizations. 




		Goals

		

Strategies

		

Accountabilities



		Personal Goals

		

		



		1.Obtain drivers license



		· Link to Diabetes management adherence; requires good control



		I. Teen and family work to achieve control with health care home assistance 





		2.Transition to an insulin pump



		Same as above

		Same as above



		Clinical Goals



		

Strategies

		

Accountabilities



		3.Diabetes Control (target glucose range of 70-180) 



		Food log, adherence to glucose monitoring and recording 4X/day, insulin management (now all dependent on mother/home vs. previous support of diabetes educator and dietician) as precursor to pump as well as driver’s license



		Patient and family will manage at home and communicate with care coordinator (X/  ---frequency)





		4.Prevent admissions for ketoacidosis 



		Same

		Monitoring will determine readiness for insulin pump as well as license



		5.Reduced anxiety and depression

		Services from a MN Family Treatment program; camp horse program participation

		Family, Family Treatment and health care home team monitoring.









Results: 
★ Medical Home, Care Coord, Care 

Conf, Plan of Care, contacts, 
counseling 

★ Ten mo. after “plan of care”
– 2 ER, 0 hosp., 
- A1C improved, 
- school attendance

licence & pump pending 



AFTERNOON 



• Shared Plan of Care - Template
• Clinical section, CC section, Family 

section
• Workflow to complete

• CC initiates assembly
• Interacts with team
• Shares/reviews w/family
• Reiterates

• Outcome of visit or care conference
• {(IN) Special team develop/share back to 

PCP with support to continue}

STEP 6
Develop the 
plan of care 

–
*“Medical 

Summary”



Shared Plan of Care Medical Portion 





Jenny
Sweet five year old girl with:
Neurodevelopmental: 

developmental delay, significant expressive 
communication delay

& History of ear infections, bilateral tubes, adenoidectomy
Ophthalmology: amblyopia
Genitourinary: incontinence 



Shared Plan of Care Medical Portion 

• Pre School 
• IEP/IESP (Speech and language improvement

OT /Speech
• In childcare part time



Shared Plan of Care



Shared Plan 
of Care 
Medical 
Portion 



Shared Plan 
of Care 
Medical 
Portion 



• Framed goals addressed 
• Develop strategies, timeline 

and responsibilities and 
accountabilities – this is 
different

• “Teach backs” and “reflect backs”
• Timely follow up  and duration
• {Example - IN team finalize plan get 

back to family within 10 days use for 3 
months, transfer to “locus of care 
coordination”

STEP 7
Establish the 
plan of care 

*“Negotiated 
Actions”



Shared Plan of Care
Negotiated Actions



JON – Family from Malaysia; speak Hakha Chin and require very specific interpretation 

I also have:
Global Developmental Delay; gross motor delay; expressive 
language delay







Mary is an engaging verbal 4 year old, with cognitive 
strengths
Mary’s parents are  very involved with developing expertise, 
loving family, 

Mary is also a 4 year old with tuberous sclerosis and 
intractable seizures) her self-injurious behaviors, tantrums, 
sleep dysfunction have her heading towards an in-patient 
psychiatry hospitalization

Seizures seemed the least of her concerns in comparison to 
behaviors
Despite having a developmental services waiver, respite care 
and a team of multidisciplinary medical experts at the 
quaternary center  

Mary

Dr. Jill Rinehart



Patient/Family/Team Goals Negotiated Next Steps
Shared Care Planning

Process and Outcome
measures

Less need for “crisis” 
intervention

Co-management from 
psychiatry, medical home and 
subspecialists

In-home behavior list

Less need for police, mental 
health crisis support

Improve Sleep (all) Same behavior plan across 
settings

Less communication errors 
about medications
Improved work attendance

Increase Home Safety-of Mary
and family

Improved psych pharm
CSHN SW: Waiver allowed for 
enhanced access to in-home 
behaviorist

Innovation: region contracted 
with vendor outside of 
network
Less Crisis Need

Mary to attend school
Improve social relationships

Communication opened 
between school, behavioral
plans, family, medical home

Making academic gains
Attendance improved
Cannot pick her out from 
peers



DREAMS 
• Assemble into e-health record

• E-Health Record
 Has Plan of Care
 Needs  Plan of Care?
 Touch points in system

• Family access/print through portal
• Message to other providers
– “a common document is available for 
you”

WORKAROUNDS
• Electronic, paper, scanned, cloud, jump 

drive, what ever it takes! SHAREPOINT
• Families are encouraged to advocate for 

use of plan of care across systems 

STEP  8
Ensure that 
the plan of 

care is 
available, 
accessible, 

and 
retrievable



SharePoint- Our workaround
Childs Record Can Contain

• Shared Plan of Care

• Previous records/IEP

• CC Notes/measures

• Letters/Co-management 

agreements

• Disability/waiver/other forms

• Archive

Team how can view/access

• Care Coordinators

• Clinicians across system

• Researchers

• Entire team

• CC Help family access 

individual items



• Frequent follow-up CC contacts
• (Don’t attempt all in 1 visit)
• Registry & monthly measures
• Progress against goals?

• Care coordination role development
• Planned check-in
• Supports patient/family/team with 

functions/oversight of plan of care
• Patients/families know they can 

call/contact
• Build skills and locus of care 

coordination

STEP 9
Provide 

tracking, 
monitoring 

and oversight 
for the plan of 

care



Monthly Measures 
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Teamwork/Care Conferencing
What are the salient facts? 

Intro/Recap
Child _____________ is a ____years old boy/girl 
Lives with _________________
Lives in (county)____________
Primary language is _________
Strengths are ______________
Diagnosis is/(are)
Primary care provider is

Relationship with PCP is strong, moderate, weak

Needs, Concerns & Priorities 



Outcomes as a result of care coordination 

I am promoting____ 

I am preventing____

I am learning ________________

Any early outcomes from CC activities 
include___________

What outcomes are resulting?



Clinician Enters Care Plan Oversight Code 
99339-XX (<30”)
99340-XX (> 30“)

Track billable time for E&M or consultation visit 
Track “dummy billing”
Track care coordination time and outcomes

What are the costs?



• Culture of practice/ or practices 
• Care Coordination Rounds 

• VT - CC Learning Collaborative
• MN - Network-wide effort
• Indiana NDBS Statewide Care 

Coordination efforts
• More …

STEP 10 
Systematically 
use the shared 
care-planning 
model process 
with patients 
and families 
identified in 

Step 1



Shared Plan of Care – Anticipated Outcomes  
Child, Family & Team Indicators

Clinical

• Shared plan of care (RMS)
• Progress against goals (RMS)
• Population health (PGH-7) 
• EBR protocols 

Functional
• Progress against goals (RMS)
• Family skills /confidence (ES)
• Quality of life (PGH-7)
• Missed/ADL (NSCH)

Experience of Care/Engagement

• Partnership
• Reduced worry/burden (JMcA)
• Unmet needs (adapted CYACC)
• Communication/integ (NSCH) 
• Team role satisfaction 

(interviews) 

Cost

• Family Costs (NSCH)
• System costs/utilization 

(Future grant) 
• Specialty, ED, hospital
• Redundancy/waste 

Framed using the clinical values compass; Batalden, P. & Nelson, E., Dartmouth Med 







How stressful is it to take care of your child?





A few more thoughts

• Research and evaluation/ collect analyze & share data 

• Implementation science approach

• Budget, scope, duration

• Ready, aim, aim, aim - must go forward!

• Select together:

• -Model, definition, approach, population, criteria, 

• Meetings-

- Lots:  all, coordinators, managers

- For – process, patient care, “dating and speed dating” 

- Billing and dummy billing (Indiana example)



Relational Coordination  http//:rcrc.brandeis.edu 

Coordination - management of interdependencies between 
distinct tasks. 

Relational coordination- management of interdependencies 
between the people who perform tasks (Jody Gittell).

Optimize Relational Coordination:
1. Shared goals
2. Timely communication
3. Creation of new knowledge

Mutual respect

Use “Boundary Spanners”
- Care coordinators
- Shared goals across settings
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Patient & Family-Centered Medical Home
Planned Coordinated Care & Plans of Care

Across the life course for children, youth and adults 
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