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Patient Advisory Council 
Care Plan Sessions (October 12 and 27, 2015) 
 

EXECUTIVE SUMMARY 
 
Mi-CCSI recently formed a patient advisory council at the suggestion of the Clinical Council Workgroup to deepen our 
understanding of patient perspectives related to a patient-centered care plan. 

The group met twice in October to discuss communication and Care plans.  The sessions were 90 and 120 minutes in 
length.  They were paid for participation. 

Key Findings included: 
 

Patient – Physician Communication Care plans 

 
Both patients and physicians have 
responsibility for effective communication 
 

Patients should: 

 
 Be truthful; full disclosure 
 Consider bringing an advocate or family 

member to visits 
 Prepare in advance 
 Review information provided and seek to 

correct any record inaccuracies 
 

Physicians should: 

 
 Provide information before visit when 

appropriate 
 Know the patient (prepare, review) 
 Ask the patient why he/she is here 
 Use active listening, including behaviors 
 Leverage technology but don’t let it 

monopolize time, attention 
 Give patient choices when possible 
 Integrate information from other 

providers  
 

 
Key patient benefits: 
 

 Manage expectations 
 Clarify responsibilities of patient and care team 
 Recognize barriers and create plan to address 
 Instill a sense of empowerment and 

responsibility in the patient 
 Coordinate care across team members and care 

continuum 
 

Key content: 

 
 Overall goal (as expressed by the patient) 
 Patient rating of goal importance 
 List of challenges that may impede progress 
 List of short term next steps with needed 

resources and an outcome for each 
 An action plan for each next step 
 An optional calendar/schedule 
 

Care plan use comments in four areas: 

 
 Initial completion 
 Assessing commitment 
 Portability 
 Updates and changes 
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OVERVIEW 
 

Since its founding, Mi-CCSI has sought to engage patients in the work of the organization.  With the Clinical 
Workgroup’s urging at its last meeting, staff began a concerted effort to form a patient advisory council to develop a 
care plan based on actual patient input.  Care plans and transitions of care have the latest focus of the workgroup.    

The PAC group provided significant input into the care plan format and content but also provided additional 
suggestions on the following: 

 

 The care process: critical process steps, opportunities for increased patient involvement, process steps of no 
value to patients 

 Care tools (e.g. Care plans): Potential benefits, critical design elements, ways to maximize use and benefits 

 Patient care experience: Key quality characteristics, type of quality (assumed, requested, delighted), relative 
importance of characteristics 

 Information & data: Optimal collection points and venues, patient accessibility 

 

FINDINGS 
 

Many of the “dos” for patients and providers are above in the executive summary.  Here are some of the “don’ts” 
provided by PAC members.   
 

 …act rushed or do anything that conveys they are in a hurry.  If the physician is short on time or is rushed, 
patients can sense it and it makes them appear impatient.  This makes the patient less likely to full describe 
things or volunteer other information that could be helpful. 

 …jump ahead to conclusions without “bringing the patient along”.  It can frustrate a patient if they feel they 
know what is wrong, and it differs from what the physician is concluding.  Even if the physician is right, the 
patient may not be engaged in the associated treatment. 

 …allow information tech to become intrusive or give the appearance that the physician is not giving the patient 
their full attention.  Biggest example discussed was the physician entering information into the record on a 
laptop/tablet.  The EMR and direct entry of info is not necessarily bad, but if the physician is doing this through 
the whole appointment or doing so in a way that makes them appear to be distracted, it can make the patient 
feel as though they are not the focus of the visit. 

 …act distracted or as though you are not listening.  Avoid any body language or mannerisms that could be 
construed as though you are not listening or are distracted.  Be conscious of interpersonal signals including eye 
contact, affirmation, repeating what you have heard, asking related questions.   

 …let the business / bureaucracy side of health care interfere, take time away from our conversation. 

 …provide irrelevant or contradictory information.  Avoid use of generalized information, guidance or follow-up 
material unless it is definitely relevant.  Make sure any prescriptions or instructions are compatible with that 
given by other providers.     

 …fail to obtain and integrate all information, results, etc. from other providers.  If I feel like I am the one trying 
to put together the pieces of the puzzle, or like I need to be my own advocate, then the communication is not 
effective.   
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CARE PLANS 

Comments and insights about Care plans has been organized into the following three components and will be 
addressed here in this order: 

 PAC member experience with Care plans 

 Care plan content 

 Care plan use 

PAC Member Experience: PAC members drew on their experience with care plans as well as communication with 
providers in general to identify the following benefits of care plans:   

Helpful practices… 

 On the first visit I was asked about my goal, and the plan was individualized to my situation. 

 I completed a survey as part of the preparation process.  I had no problem with this and saw the benefit.  But, 
taking it one step further, could some of the questions have been multiple choice as a way to streamline the 
input process? 

 
What doesn’t work 

 If it is just handed to me on the way out the door. 

 If I am seeing multiple providers for one condition, and there is no integrated care plan, I end up creating my 
own by default and feeling as though I am on my own. 

Benefits, real and potential… 

 Expectations: Managing expectations – setting goals that are realistic, doable. 

 Clarity: Spells out responsibilities of patient, what the care team members are going to do.  Include details: 
When, how, where.  This avoids the patient feeling like they are “in the dark.”   

 Barrier Recognition and Response: Identify what will keep me from achieving the goal.  Incorporate 
circumstances unique to patient. 

 Empowerment and Accountability: A good care plan allows the patient to be proactive with their health and 
gives them more control.  At the same time, by specifying what they will be doing, the care plan enables 
accountability.  Control and responsibility. 

 Coordination: By involving the patient, the care team and others, the care plan helps coordinate across all 
parties.  Coordinates the care in the event of multiple chronic conditions to avoid any contradictory 
treatment, guidance, etc. 

Insight 

The care plan fits how health care has evolved from a more paternalistic model to a customer and 
participatory model; also, there is so much more medical knowledge now – no one person, even the family 
physician, can know it all.  The care plan facilitates communication among members of the team, which 
includes the patient. 

 
Care plan Content: PAC members reviewed numerous care plan examples and also recalled specific design elements 
from ones they had received or seen.  Following is a compilation of their comments regarding recommended care 
plan content. 

Insight 

The PAC members recognize that the content of a care plan may differ for patients and members of the 
care team. 

1. Goal: This is the central element 

 Must be realistic 
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 The “patient’s” goal – as told/expressed by the patient 

 The goal could be strictly medical in nature, related to an important risk factor or related to an aspect of 
quality of life 

 If the goal is achieved and updated, it can be motivating 

 Clarify the goal vs. the action leading to the goal 

 PAC members discussed if care plans should be based on one goal or multiple goals.  Pros and cons of 
each approach were offered.  Ultimately, they agreed it may depend on the patient.  An individual with 
multiple health issues and life challenges may be overwhelmed with more than one goal at a time.  
Conversely, a relatively healthy individual with a good support system may feel they are being held back 
with only one goal.  The care team should consult the patient, assess each situation, and tailor the 
number of goals accordingly.   

 For multiple goals, ask patient to prioritize.  
 Also, if multiple goals are used, Color coding could be helpful (e.g. everything in blue relates 

to Condition A, everything in Red relates to Condition B, etc.) 

2.  Ratings: Several care plans featured opportunities for the patient to rate specific items using a numbered 
scale.  PAC members agreed that two would be very useful: 

 Have the patient rate the importance of the goal 

 Ask the patient to assess their level of confidence with achieving the goal 

3. Challenges: PAC members liked the idea of a specific area for listing pertinent challenges that would need to 
be overcome to achieve the goal.  In some example plans, there are identified as barriers, however several 
team members reacted negatively to that term and recommended using something else. “Challenges” was the 
term preferred by most of those considered in the session. 

4.  Next Steps Table: Members discussed at length the difference between a broad goal and a second level of 
steps or objectives.  There was a recognition that many goals may have to be achieved incrementally through 
a series of short term steps.  Accordingly, they recommended a table below the goal and the list of challenges 
that would list the steps necessary to achieve the Goal.  For each step, they suggested an additional space to 
document any critical resources needed and the desired outcome of the step.  These three elements (step, 
resources, and outcome) could be arranged in a three column table. 

5. Action Plan for Steps: PAC members agreed that the details of some of the action plans would contribute 
significantly to patient compliance.  It was noted that in many of the examples, the action plan includes 
“who”, “what”, “how” type details in either table form or in a series of questions.  For PAC members, one such 
series of action plan items stood out and can be found on the second page of the Auckland DHB Weight 
Management Resource 2010 plan. Members especially like the wording of these items in the patient’s voice.  
They are as follows: 

 What exactly am I going to do?  How, what, when, where, how often? 

 What will get in the way? 

 How will I overcome this? 

 What support do I need? 

6. Calendar / Schedule: PAC members thought a calendar table listing the actions needed each day and a box to 
check off if completed would be of value as both a record and a motivational tool.  A simple version appears 
on the back side of the “My Action Plan” (stoplight) example.  Some members speculated that younger 
patients may prefer to remind and track activities on a smartphone, Fitbit, or other portable device, so the 
paper calendar/schedule could be optional based on patient interest. 

 
 
. 
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Profile of PAC Members 

 
 
 
 
 
 
 
 
 
 
 
 

 

#
Gender, 

Age

Patient or 

Care-

giver?

Conditions (If "both" 

Patient and Care-giver, 

the conditions are for 

either/or) 

Other

1 F, 35-49 Patient Chronic Arthritis Also working as a nurse

2 F, 50-64 Care-giver
Alzheimer's, COPD, CHF, 

Lung Cancer
Art Major working in Health care

3 F, 65+ Both Osteoarthritis, Alzheimer's 
Well-educated, teaching experience, 

Long-time Ann Arbor resident

4 M, 50-64 Both

Pinched nerve, depression, 

Demetria, Diabetes, 

Arrhythmia

BA in Communication working in 

Customer Service, caring for parents

5 F, 65+ Patient Diabetes, Pacemaker
Worked in healthcare part of her career 

in various communities

6 M, 65+ Both
Diabetes, Hypertension, 

other

Retired; ran Focus Groups for a 

Pharmaceutical Co

7 F, 65+ Patient
Cancer, Hernias, Kidney 

Stones, Bladder Conditions

Believes patients can't / don't always 

articulate well, so providers need ways 

to cope with this

8 M, 50-64 Patient
Recurring headaches, 

chronic pain, allergies

Former business leader, understands 

process improvement, calm demeanor

R1 F, 50-64 Both
Neuro-endocrine disorder, 

rare pancreas condition

Articulate, much experience with health 

care, including HFHS, Mayo due to 

complex chronic conditions

R2 F, 50-64 Care-giver

Daughter is severely 

handicapped (colostomy, 

tracheotomy, etc.)

Experienced with Care Plans; very even-

tempered and thoughtful.

R3 F, 50-64 Both
Pre-diabetic, Breast 

Surgery (benign), Diabetes

Prefers to be a Reserve; has insights 

about "navigating" health care with vs 

without good insurance

R4 F, 35-49 Neither Various
RN working in acute care, sees patients 

with various chronic conditions
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