Housekeeping Reminders

Please submit questions via the Zoom chat during the presentation.
For attendance, please type in your name and organization in the chat.

Attendees are muted upon entry. Click “Unmute” when you would like to speak. Please
mute yourself after speaking.

The presentations are posted on Tomorrow’s HealthCare www.tomorrowshealthcare.org
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2026 PCMH Pediatric Nursing
Care Sprint Session #2

May 5, 2026
Pittsburgh Regional Health Initiative




Continuing Education Information

In support of improving patient care, this activity has been planned and implemented by the
University of Pittsburgh and The Jewish Healthcare Foundation. The University of Pittsburgh is
jointly accredited by the Accreditation Council for Continuing Medical Education (ACCME) and
the American Nurses Credentialing Center (ANCC), to provide continuing education for the
healthcare team. 1.5 hours are approved for this course.

As a Jointly Accredited Organization, University of Pittsburgh is approved to offer social work
continuing education by the Association of Social Work Boards (ASWB) Approved Continuing
Education (ACE) program. Organizations, not individual courses, are approved under this
program. State and provincial regulatory boards have the final authority to determine whether
an individual course may be accepted for continuing education credit. University of Pittsburgh
maintains responsibility for this course. Social workers completing this course receive 1.5
continuing education credits.
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Disclosures

No members of the planning committee, speakers,
presenters, authors, content reviewers and/or anyone else
in a position to control the content of this education activity
have relevant financial relationships with any entity
producing, marketing, re-selling, or distributing health care
goods or services, used on, or consumed by, patients

to disclose.




Disclaimer

The information presented at this Center for Continuing Education in Health
Sciences program represents the views and opinions of the individual
presenters, and does not constitute the opinion or endorsement of, or
promotion by, the UPMC Center for Continuing Education in the Health
Sciences, UPMC / University of Pittsburgh Medical Center or Affiliates and
University of Pittsburgh School of Medicine. Reasonable efforts have been
taken intending for educational subject matter to be presented in a balanced,
unbiased fashion and in compliance with regulatory requirements. However,
each program attendee must always use his/her own personal and professional
judgment when considering further application of this information, particularly
as it may relate to patient diagnostic or treatment decisions including, without
limitation, FDA-approved uses and any off-label uses.
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New Resource:

Shift Care Information Sheet & FAQs

"How to Request Services and What to Include in
the Letter of Medical Necessity (LOMN)

=Key Information for the LOMN

= evel of Services and Scope of Practice for Home
Health Aide (HHA) and Skilled Nurse (SN)

=QOther Daily Needs Not Considered as Part of HHA
or SN and Appropriate for Lay Caregiver, Applied
Behavior Analysis Program, Therapeutic Staff
Support Worker, or Feeding Therapist

=Processes for Providing Additional Information to
MCOs

SHIFT CARE
INFORMATION SHEET AND FAQs

and datud by the ordering medical provider
o cred bed nuree
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Learning Objectives

v’ Discuss principles and tools for creating and sustaining
standard work for new team roles

v’ Describe examples of how PCMHSs are defining roles and
standard work for PCMH-PNC Case Managers




PCMH-PNC Program Overview &
Role of Case Manager




HealthChoices PCMH Pediatric Nursing
Care Program

PH-MCOs recognize HealthChoices PCMHs that serve at
least 20 children receiving shift care nursing services to
participate.

PCMH-PNCs provide care management and team-based
care planning to meet child’s medical, social, education,
legal, therapeutic, DME, skilled nursing, and behavioral
health needs

Exhibit DDD



https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/providers/providers/documents/managed-care-information/2026-healthchoices-agreement-including-exhibits-and-non-rate-financial-appendices-draft.pdf

PCMH-PNC Care Team

PCP/
Pediatrician

Community
Agencies

Case
Manager

L/

(@

Shared

g

Care Plan

J
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PCMH-PNC Case Manager Roles

v'Convene care team meetings at least quarterly to:

v'Maintain medical orders and initiate and maintain necessary and authorized services.

v'Ensure that all members are working from the most current version of the Family-Centered
Plan of Care

v'Assist the HHA(s) with scheduling of shifts by identifying appropriate skills needed by nurse/
home health aide

v'Maintain a family-centered plan of care
v'Make warm hand off referrals to meet needs identified in the assessments

v'Coordinate all case management services (including PH-MCO case management, HHA services,
DDME, Early Intervention, Behavioral Health, and education)

See Exhibit DDD
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Keystone Health Example of a
PCMH-PNC Role




Contact
parent/guardian

Complete initial
assessment

Identify members
of the care team

Collaborate with
the home health
agency

Develop
individualized care
plan and Family
Centered Plan of
Care

Address any DME
or other orders

Identify any SDOH
concerns and
provide resources

Ensure family has
care manager
contact
information

Share Plan of Care
with family and
care team
members




Quarterly Review Role

Review chart -- care Contact care team
plan, recent office visit members to determine
notes, referral notes, if any updates or
hospitalizations or ED changes to the plan of
visits, etc. care.

Meet with
parent/guardian to
review the plan of care
and discuss any
changes, updates, or
new care needs.

Update the home
health agency if any Address any needed
need for additional DME or other orders
services and provide and SDOH concerns.
LOMN when due.

Update care team if
any changes to the
plan of care.




Additional PCMH-PNC Roles:

Review the care plan quarterly and as needed

Review the full Family Centered Plan of Care annually or if there are any changes
Parents/guardian support - individualized care coordination and direct contact for concerns
Provider support

Point of contact for home health agencies and specialty offices

Communicates with the Special Needs Unit as appropriate

Transitions of care follow up

Participates in warm hand-off referrals to services as needed

Development of a structured transitional process to adult health care

Development of a tracking process for the PNC patients



Guidance for Creating Standard
Work for a New Team Role




Suggested Steps

1. List all the roles of the PCMH-PNC Position

2. Observe one role at a time

3. Create a process map for that one role (the sequence of steps to
carryout that role)

4. Outline the standard work

2026 JHF, PRHI, HCF, HFP 17




Standard Work = Reliability

Standard work:

* creates stability of a process, role, and system, i.e. the
capability to produce consistent results over time =
reliability.

* Documents the process for everyone.

18



The Power of Observation...

e Observe onerole at atime

* Watch how work is actually occurring
e Capture events as they unfold

* |In-depth and detailed understanding of current
state of roles and processes for those roles

©2025 JHF, PRHI
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Steps for Observation...

Observation Steps:

1. Preparation

2. Go and See

3. Analyze Observation Data to

Create Process Maps and
Outline Standard Work ... ...



-
Observation Equipment

Observation Form

Date:

TIME
(Minute by LOCATION ACTIVITY
Minute)

Value Quotient = Value-Added Time/Total Time %
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Date:
TIME
— 0:00
S 1:35
© 10:42
b S
- =N 1052
[-Ty]
nq:’ 11:41
17:05
=
E L <
(=]
o 38:03
o=
@ 41:28
-
(1°] 1:08:36
(]
1:31:41
=t
8 "5 1:36:41
5 Q 1:50:42
1:53.43

Observation Form

July 15, 2016 Site: Centre Behavioral Health

LOCATION ACTIVITY OTHER

Registration .Consumer arrives, checks in at registration desk, and is told to “you will be called”
wait

Waiting Room | Takes seat in waiting room.

Waiting Room | Consumer is paged to the registration booth.
Consumer asks another Consumer for advice on which booth to Consumer didn’t hear page*
go to before then goes to correct booth.

Registration .Consumer completes paperwork, provides insurance information
Consumer is asked to take a seat and wait to be called to exam Clinician not notiﬁed*
room,
Clinician calls Consumer name and escorts Consumer to office.

Office #4 Clinician greets Consumer and begins to discuss agenda for visit
Computer system is down *

Clinician leaves to get system restored

Consumer waits for therapist O
Office #4 Clinician re-enters room and resumes visit. Clinician is very attentive and
. organized
Clinician completes consumer assessment and plan. *
Front Desk Consumer proceeds to check out and waits in line. Four people waiting
Consumer completes check out.

Consumer leaves center. ©2018 PRHI



Process Map Template: Mapping Your Workflow

Major Step Major Step Major Step
A 2 C D
Role Role Role
* Activity | * Activity | | * Activity |
. Activity 2 > . Activ?ty 2 > . Act?v?ty 2 >|° Act?v?ty 2 ;
* Activity 3 * Activity 3 * Activity 3 * Activity 3
Process Map Symbols
A . .
Major step in the process Recognized benefit

. Delay in the process * Opportunity for Improvement

Guiding Principles for Mapping

Rule 1: Specify each step Rule 3: Follow simple and direct pathways.

Rule 2: Communicate directly Rule 4: Let staff members and data drive process improvements.




Example Workflow for the PCMH-PNC Role
to Initiate Services

PCMH Care Manager
-Receives request for
Shift Care Services from
HHA, HCA, or
parent/caregiver via a
standard online request
form

A 4

PCMH Care Manager
-Contacts family via telephone, text, or email to
schedule initial assessment:
1. Introduces self, provides contact
information, and begins relationship
building to learn family’s medical
history and assess the need for shift
care services.
2. Identifies emergency contacts
3. Schedules face to face interview with
family

PCMH Care Manager

-During an initial assessment (typically face to
face), provides patient education about LOMN
(including the decision-making process), the role
of the PCMH-PNC Team, and the types of
services/options

A\ 4

v

PCMH -PNC PCP (MD, DO, PA, NP, or APN)

-During initial assessment, family meets PCP and reviews the
LOMN and family’s eligibility for shift care services

-Writes and signs the letter if medical necessity is
determined, or informs the family is not eligible

-Places order for shift care services to start

A 4

RN Care Manager

-Sends LOMN request to MCO

-Contacts family to relay progress in completing
LOMN
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Standard Work Template

OUTREACH WORKER STANDARD WORK

Minority AIDS Initiative- identifying individuals lost to care to engage and retain in medical care
Content Location Timing Outcome

1. Review referrals from Case Managers Office Daily

> Review closed cases for clients who fell out of .
= File Room Monthly Clients are added to
L8 contact
= lost to care list for
y=o 3. Print performance measures and identify high risk
o : P fy hig CAREWare Monthly outreach
b= patients
4. Answer physician referral calls Phone Daily

i3 attempts over 10

5. Call/E-mall client primary information Phone/Computer P
Y

3 attenpts over 10
6. Call/E-mail client emergency or alternate contact Phone/Computer "

days Client engages in care
7. Call/E-mail provider to research client contact 3 attenpts over 10 outreach
) : Phone/Computer
information days
15 minute
8. Initial contact with client Phone .
increments
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Guidance for Onboarding More
People for that Role




4

Orientation

Training

y

y

Peer
Mentoring &
Shadowing
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Supervision

Constantly
improving
standard
work




Regular Staff Check-ins

Supervisor: Program:

Cover the following questions during each round:

1. What is working well? 4. Is there anyone I can recognize today?

2. What systems or processes need improvement? 5. Follow-up from previous rounding (“Last time
3. What tools/training do you need to do your job?  you mentioned...”)

o Make it part of your regular schedule « Arethere any
- Have staff share what is working well and what is not problems
. . . interfering with
° Be supportive, recognize employees, build teams, and hold your work?
accountable *  With clients?

* Do you have what
you need to do
your job?

* Whatideas do you
have

TRUST g — oo

o Model the behavior you expect to see in others




PCMHs’ Sharing of PDSA Plans
and Peer-to-Peer Learning




Next Steps, Wrap Up &
Session Evaluation

Lisa Boyd, Program Specialist

Pittsburgh Regional Health Initiative




Next Steps from Today’s Session

1. PDSA Plan Updates

2. Reach out with any questions or to request 1:1
support or TA

3. Make sure you and your team are registered for

the Statewide Midyear Session
Tuesday, June 2" at 9:00 — 10:30 a.m. via Zoom



https://us06web.zoom.us/meeting/register/E2ptAV8TQ2WsxXWAa7u0Sg
https://us06web.zoom.us/meeting/register/E2ptAV8TQ2WsxXWAa7u0Sg
https://us06web.zoom.us/meeting/register/E2ptAV8TQ2WsxXWAa7u0Sg
https://us06web.zoom.us/meeting/register/E2ptAV8TQ2WsxXWAa7u0Sg
https://us06web.zoom.us/meeting/register/E2ptAV8TQ2WsxXWAa7u0Sg

PDSA Cycle One Wrap-Up

™\ £ B\ £ B\

B\ Ve B\ Ve B\ /7 24

et ol Discuss in Complete Discuss in ‘ Complete ‘ Midyear New PDSA —
i Sprint Sprint Third/Fourth session Do next
First tab : Second tab : _ el
session #1 | session #2 ‘ | tab ‘ reflection first' tab
,’__FcﬁH___\|
| Milestone: I
1 Complete first |
1 PDSA cycle* I
: Due date: |
|
‘o June 9 v

*If your PCMH does not reach the milestone or is at risk of not meeting the milestone,
request TA from the PCMH Learning Network.

PDSA due dates are designed to prepare PCMHSs for each session.
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2026 PCMH Learning Network
3'd and 4t Sprint Session

Sprint Session 3 Sprint Session 4

t - .
Tuesday, July 14th at 1-2:30 pm Thursday, October 1t at 9-10:30 am

* LN provides Tactical how- ¢ LN provides Tactical how-to
to information related to information related to PCMHs’

PCMHSs’ Ql plans Ql plans

e PCMHs share PDSA 2nd ¢ PCMHs share 2" Cycle of
Cyle “Plan” through stUdy and “Act through

facilitated peer-to.peer facilitated peer-to-peer learning
P P ¢ LN provides guidance on

learning completing PDSA cycles (e.g.,

* LN provides guidance for standardizing and scaling
completing 2" cycle of improvements) and preparing
Study and Act for the final session

J . J
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2026 PCMH Learning Network
Final In-Person Session November 10th at 8:30 a.m. to 3:00 p.m.

Final In-Person Session

/ PCMH ™\ e PCMHs share their
completed PDSA cycles
® LN recognizes PCMHs
with greatest
cycles and share improvements
at the in-person e LN announces 2027
v event* R Sprints

"""""" - J

Milestone:
Complete at
least 2 PDSA

—— e m mm o = = —
e — ——
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Supplemental Sessions

Sepsis in Primary Care Settings
June 4, 2026
5:00 pm —6:00 pm

HIV Screening, Prevention, and Treatment
July 9, 2026
5:00 pm —=6:00 pm

Oral Cancer Prevention and Early Detection
September 24, 2026
5:00 pm —=6:00 pm
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https://us06web.zoom.us/meeting/register/Bnmb3Ly9SyWEckYwPZybow#/registration
https://us06web.zoom.us/meeting/register/QY4Q84qBQzasiZlsORIERg#/registration
https://us06web.zoom.us/meeting/register/rk0G4k7ySZ6QQ6nP_6ckzA

PCMH Online Community

https://www.tomorrowshealthcare.org/

[‘?I?Hl TOMORROW'S HEALTHCARE > Access the session
materials in “Learning

Members of your )
y Sessions”

PCMH’s multi- ‘f* HEALTH FEDERATION PCMH
disciplinary learning . 4 Leammg Network
team will receive

log-ins — ‘(:‘ 0
— | 99,

MEMBERS RESOURCES

» Look for guides and
tools in “Resources”

> Find session dates
LEARNING i ) )
SESSIONS and registration links
under “Events”
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CEU Process

You will receive a follow up email with links to

Complete the survey at: https://www.surveymonkey.com/r/DKQPSVQ by
Wednesday, Tuesday, May 12t

1. Please be sure to designate which CEU credits you are requesting
CME, CNE, Social Worker or Certificate of Attendance. If you already
have an account with the UPMC Center for Continuing Education,
please be sure the email you enter on the survey matches the UPMC
CCE account email that you create.

2. The UPMC Center for Continuing Education will follow up with you via
email after May 12t with instructions on how to claim your credits.

(d To prepare, we recommend you create an account with UPMC CCE
via this website https://cce.upmc.com.
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Thank You!
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