The Role of a Patient-Centered Advisory Council in Defining Healthcare Quality

Background: The scientifi iterature on health care qualty, health iteracy, and chroniciliness calls ot

for more dataor

fical s in public health ard
are calingfora

Quality Chasm.

Public Health Law and the Healthcare System are strongly influenced
by roots in common law and Cartesian dualism; characteristics include:

rather than \g P!
(competitive special interests)

>Decisions are made by an authoritative, “objective” third party
(expert-centeredness)

A “body of (general " is given force of law.
(svidence-based care, best practices, standards, eic.)

and Public Health decisions
are made largely using hierarchical,
expertdriven, evidence-based systems.

This approach is credited with many
achievements rlt lifespan, infant mortality,
disease prevention, etc.

But evidence suggests these systems

are inadequate for addressing 21st century
public health priorities bound to complex
social determinants of health like:

Chronic lliness
Health Literacy
Quality Improvement

UANIS's Patient & Family Centered Care Initiative is a response to pressu
1o be more “community-based” and “patient-centered.”

ci

ical departments are forming Advisory Councils with patients and fami

This is a critical analysis of the story of one of those councils.

ies as members.

Dynamic qualt ony happens n e teracive engagemert ofa e,
ocily sl ncvidal vl thef uique,
Jocal ehionment eprested he
e b oval s aca sonont-where
indivdual behaviors, social deferminants,
‘and environmental factors play out

Since people's experience vaues, and
environment are ahvays changing

dynamic quality is always subject to change. Local Knowledge

Asystem is designed o contol and produce Professional Knowledge,

standardized practices and outcomes.”

People wha work in a system specialize in
certain aspects of realty or knowledge
aut of its ocal context and they're called
subjzct matter experts, professionals, et

come together in a pati

4 STATC QuALTY
abjectve toots

A Model of Dynamic Quality

Static Quality is created when two or more people have dialogue, drawing on

their personal, subjective sense of dynamic quality
1o crezte objective tools (aka local knowledge)

—eg. words, numbers, defintiors, rules—

used o collaborate in the local environment

Static Qualty (<nowlege) can only crange
in dialogue. Changing the vords and tools

they use is a criical way that groups adapt

to their changing environment.

Patient/Community Advisory Council Process

ey use ex\s\m; knowiedge to construct objective

smlc quAuTv @ curent proessional knowledge)

Do an: “qualiy standards'--

‘These static quality standards are created
by experts based on the pre-defined values.
‘and assumptions of their organizational
culture without direct accesst o the
local process of dynamic quality

This projectis the study of how these two ways of creating knowledge
Jl ity d advisory council process.

Prominent eotitain ergenizaional commurkceion  D81ANCE 28 8 Mataphor

and in public health, use balance as ametaphor  Dynamic Qulity

to describe the relaiionship befween systems Indiidualin Commity

and individual people in communites. Creaivity Constront
ndiidual Freedom

atient

statc

Trethewey says the creativty of individuals

and e consirats o en oganzaiona uture Dorminant
are balanced through commu Theory:
between indiduals and urgamzaﬂuns Both are
Essential
Gostin says Putlic Health is achieved L I 4

by balancing indvidual freedom with
asystem of pubic health law.

Inthis Mode! of Dynamic Quall, there is tension " oymmicQuality
between these two approaches to knawledgeand | Individal in Community system
using the power of one takes power from the other. Creaivity

BUT, instead of characerizing this as a process of

finding a healthy baance batween two essential

components, this model assumes freely associatng

peope in communites are essential and that

o pertcular system, tool, law, professional knowledge e

‘or standard of quality is essential to public health. " s
ESSENTIAL || Potontaly Uset

T Essential

iy

t

Putic Health Low
Expert

In Patient-certered Care literature, thisis the
partnership model.. where the expert and the patient
bring their respective knowledge togetter as equals.

These influential scientists are saying that syslems
ental because they balance o
the dynamic aspects of humanity.

The Model of Dynamic Quallty used in this project
is sublly, but importantly, different than these.

Assumptions of the Model of Dynamlc Quality

Major Assumptions
of this Model of Dynamic Quality

Public health improves
when people in communities
do most health-related work.

Public health declines
as health system power increases.

Jimmy Parks DrPH RN and Kevin Ryan JD MA

Major issues in Patient-Centered Care Literature In the literature, there are twa fundamental facets of quality: static and dynamic.

1) The overarching purpose s to improve quaity stati

2) Patents must olay a greater role n and . Pre
‘about their own health

3) Patient Provider relationships must improve

4)Patient-centerednzss is about organizational
change, culture change, and system change. Comi

Improring ualty trough patent cenlerecess
requires more than incremental chang
i requires @ paradigm shift.

Advisory Councils/Boards vary but councils with patients
‘as members are an increasingly common comporent of
patient-centered care and meant to address these issues.

take greater responsiility for desisions-macing + Numbers categories.

ic Quality

fined stancard

Dynamic Quality
* Indefinable, Subjective
+ Intition, feelings

e, Performance standards. * eglan'tdefineit
e.g. Health indicarors butl knowit when I sce it

imonin Healthcare * Uniqus toeach p

‘The quality and patient-centered care literaturs suggests that the overall quality of
healthcare will improve when the patients' serse of dynamic quality, or subjectivity,
is given more influence in health care.

IDENTIFIED NEED: Missing from all this literature is a practice-based and
ty-based ith on of quality

ublic heal

Ghronic liness lterature cals for quality improvement
byincreasing patents’ influence on decisicn-making

where people are not conceptualized as patients but as members of a
local community who are trying to do something about health.

data collection. Overthe

courseof two years, the

smmg a Patient and Family-Centered Aduisory Counci

tifacts, and more than

also compri he data pro

Analysis: The data generated th rst, guded
y the then critical ofa

one or more times after the initil abs

“Uruthfulness” of th the resultant themes, toaderess
the need fer rigor, valcity, and “objectvity.”

and improving the patient-provider relationship,

Health Literacy literalure calls for quality improvemen
byincreasing patents’ asility to make health decisions

a

by improving patient provider communication.

toshareits resultsanc implications for

public health practice and lzadership.

This practice-based research was guided by g

tedicne North Outpatient Clinic

Participants: courcil membe's and any UAMS employees
who had aninfluence on this process.

Data; actions, decisions, and comments of the partisipants.

Data Collection: partizipant abservalion, semi-structurzd
interviews, reflective practice, and member-checking

Ethnography: meant fo capture the culture of a group.

Interpretive Phenomenology: to describe what it i like:
ta be a part of that group.

1) Kknowledge

3) theory-building should be seen as an adjunct to practical activity.

tice-based evidence”
as alocal ocess

2) research activity should be constitutive of difference,questioning the legitimation and repression of particular aspects of the world

“ ystems, methods, pol .
Conclusions: The difficutin an expet-driven cufure, Evderce-
rtadh
Ty Patient-centered care is hard to do ina
The conceptof N > 5
principles cf pr o expert
herarchica,
care organizations toward patient.centeredess. The application of a Model of Dynamic Quality

process was to “make UANS better.”

organized
o 2 Regarding actions, decisions, and comments:
qualy i oo Do these move the deciision-making process
suvctureto framea closer to the level of Dynamic Quality?
i d expart cpi =
were barrers 1o interpersonal communicztion in the process. Do these create or constrain dialogue?
Theme 1 Theme 2
PURPOSE DECISION-MAKING
Exumples of deci i i
Sased on p

specifc data to understand what that means.

defined the solutions
Council decided not to have formal group leader

It was hard to ascertain the influence of the council on clinic decisions:
Medical director took recommendations to admin. meetings
oy were muking

b
incil
Council wanted (o increase patient decisicn-making role

to
o i relation:

tknow
Employees said changes were going to be made anyway
Council: “It's not clear what happens to the recommendations™
Power and decision-making hard for employees to talk about

Decisions about the council process that move toward Dyanmic Quality:
Council meetings informal; No fermal by laws.
Members involved in decisions about membership

UAMS directive: “Improve quaity and safety”
Administrator: wantsd Patient-Centered Medical Home siatus
Handbook:

paid a stipend for attending

Decisions made about the council that move away from Dynamic Quality:

ta place to 3
Administrator: “Dor't wantmembers who have an agenda”

Administrators changed the name of the Council
Administrators changed meeting location
Administrators ch: rship criteria
Administralors changed Gouncifaciitators
Administrators ended stipends

PURFPOSE: Improving quality meant system change to some participants
and national recognition to others. Patient-centered care was more often
characterized as an objective organizaton rather than a new way of
doing thirgs. This calls for dialogue between pecple and their providers

DECISION-MAKING: The council's role in decision-making was not well-
defined. Councl mebers did not know what happened to recommendations.
they made or how they influenced decisions. They were minimally involved in
defining parameters of the group.This Galls for dialogue and transparency.

ORGANIZATIONAL STRUCTURE: The council was an opportunty to
create new relationships across discplines but there was a tendency 1o stick
to existing organizational struciure which relegates community members as
outsiders and effectively places patients at the bottom of the hierarchy.

COMMUNICATION: If employees are set on collecting dala, then emotions
and subjectivity will seem like noise rather than an cpportunity for ceveloping
relationships. Effective employees develop efficient ways lo reduce noise sc
they can collect the data they are incentivized to collect. Data collecticn, as a
gozl of communication, also clouds the fact that employees zre people, 100,
who have personal and emoticnal stories to share in dialogue with patients.

and practice-based principles toa process
intended to be patient-centered or community-
based can helpidentify specific areas within
the process, organization or system where...

1) dialogue is needed about purpose and
about the definition of quality

2) decision-making is not transparent

3) existing organizational structure prevents
new relationships and integration of silos

4) barriers to communication exist

Theme 3 Theme 4
ORGANIZATIONAL COMMUNICATION
STRUCTURE
The I's place in i Exampl created:
extent by who attends ts meetings.
Empl tent room

‘Council invited some employees to the mestings
Chancellor's initiative creaed a new line of authority
ouncil d from

Council members socialized before meetings.

0 Pe
and vith other employees; and

2) The degree to which they were “into t”; .e. their personal definition of and
enthusiasm for °

e

Council council
Examples of how the Council wass defined by the insitution: ints : subjectivity get in the way of facts

‘Some employees were appointed to the council nts: goal of council communication was to getfacts

ppointed employees had pre-defined roles/atharity “It's all about the data.” “We must have data.
I
Community members were phased off the council g wilchange.”
Council’ aws, Employecs woro to avoid unscripted emoions
Employees wers to “keep a united front”
about the employee who connected them to UAMS: Employees wers not to “air dirty lsuncry”
members

Practice and addressthe 215t 2
i »

for Creating Advisory Ceuncils.

Startwith relationship buiding

toward thatend.

IMPLICATIONS FOR PUBLIC HEALTH PRACTICE, POLICY, AND LEADERSHIP

Quality can be a more useful concept when defined not as conformity to a standard,
butas an ongoing process of adapting to a ocal environment

or objective,
outas a potentally helpful perspectve on local aciivities and problams.

Health Llleracy can be amore useful concept when defined not as zn individuzl trait,
outas alocal ty's capacityto define and meet their

Ask “Wihy?” Whyare we studying, promoting, or using patient-centered care models?
To meet expert-defined standarcs or gaals? To capture financial incentives”
or f tools needed to strengt

The application of a Model of Dynamic Quelity can help icentfiy specific areas
where power and responsibilty are not being moved toward people in communities.

Faciltators and council members should ask Why 7 a lot

for informal irteractions between
patients and staffin the community and on campus.
Acknowedge the importarce of being physicaly present

Alow Councils tobe as self-dfined as pessible.
egin meetings wih dialogue about why psople have
‘come to the meefirg and what they exgect o achiee.
No formal presentations from employees uniess they.
are caled for by the counci in the course of their
didogue about the purpose of the group.

Councis should eontiol their eonriction t the organization.
Connections shoud be bult on interpersoral relationships.
Connections shoud be flexible and mabile up and down

the existing chain of command.

Decision-making shoud be a major focus of the group.
eciders should address the counsil i person abeut the
otonslofor  deckon and why ot prs bl
itwas theirresponsibilty to make the deci
Thecoundl shoud deidewhon an s s “esoed.
mplcyees should always ask, “can this decision be made
Ty tne councll nteas o ts rganzaton?™

Queston all procedures and agenda llemsmr “how does
this acivityiten create or consiain diaf




