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Person & Family Engagement (PFE) Program Overview 

Transforming Clinical Practice Initiative (TCPi) 

 
Objective: This document provides an overview of the TCPI PFE 

Program, describes how it fits within existing TCPI infrastructure, 

and makes a request of the TCPI Community of Practice (CoP) to 

commit to the PFE Program as a strategy for achieving the seven 

Aims of TCPI and excelling in Medicare’s Quality Payment 

Program (QPP).    

 

TCPI Aims: The seven Aims of TCPI are promises the TCPI CoP 

makes to Americans to transform the ambulatory healthcare 

delivery system in the United States. TCPI is driven by this simple 

change theory: Bold Aims motivate committed people to establish 

systems and methods to achieve results. Implementing the PFE 

Program (outlined below) within participating clinical practices can 

drive the large scale change necessary to reach the seven TCPI 

Aims.  

 

PFE Background: Authentic PFE is created through an active partnership between people receiving care, their families, 

and their provider team. Engagement builds trusting relationships by honoring the individual’s needs, preferences, values, 

strengths and decisions about the outcomes they seek. Through engagement, patients and families build confidence, skills, 

and knowledge that translates to health improvement. Actively engaged patients and families participate as partners on 

their own health care team. The practice team supports engagement with information that helps patients and families make 

decisions and take action to improve health and achieve desired outcomes. PFE also helps clinicians and the practice team 

develop more satisfying relationships with patients and families. 

 

The PFE Program: The PFE program is one of several systems developed by the TCPI CoP to energize large scale 

change to reach TCPI Aims. The PFE Program is authentically patient-centered because patients and patient advocates 

were highly involved in co-creating the program with the guidance of clinicians, practice managers, improvement leaders, 

and measurement experts. The working group of dedicated individuals who shepherded development of the PFE Program 

have now evolved and expanded into a TCPI PFE Affinity Group, which supports, monitors, and guides PFE Program 

implementation. 

 

PFE Program Alignment with the TCPI Change Package: The TCPI Change Package is a compilation of best 

practices organized to advance three transformation drivers: (i) patient-centered care, (ii) continuous, data-driven quality 

improvement and (iii) practice sustainability. The TCPI CoP uses the Change Package to: 

 

 Surface clinical practices with cutting edge methods, 

 Develop Performance Stories of cutting edge practice leaders, and 

 Deploy these leaders and their stories into action conversations with practices, using all available Practice 

Transformation Networks (PTNs), Support and Alignment Networks (SANs), Affinity Groups, and other CoP 

platforms. 

 

The PFE Program aligns with all three Change Package drivers. Over the course of TCPI, we seek to demonstrate that 

PFE is more than a strategy for achieving person-centered care. It is also a strategy for continuous process improvement 

and improvement in a range of desired outcomes, including clinical outcomes, patient reported outcomes, and reduction of 

preventable harm events. Additionally, PFE is a strategy for advancing practice success through retention of existing 

patients, attraction of new patients, joy in practice, and sustainability in the value-based purchasing and alternative 

payment program environment. Demonstrating this will be supported by the collection of PTN and practice Performance 

TCPI Aims 
 

1. Support more than 140,000 clinicians 

2. Improve health outcomes for millions of 

patients 

3. Reduce unnecessary hospitalization for 5 

million patients 

4. Generate $1 to $4 billion in savings 

5. Sustain efficient care by reducing 

unnecessary tests and procedures 

6. Transition 75% of practices completing the 

program to participate in Alternative Payment 

Models (APMs) 

7. Build evidence base on transformation 
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Stories and tracking the PFE program uptake. 

 

PFE Program Components: Through the collective efforts of PTNs, SANs, TCPI National Faculty, the PFE Affinity 

Group, Federal Partner agencies and other parts of the TCPI 

community, the 140,000+ clinicians participating in TCPI are 

being supported to implement the six PFE Program 

components: 

1. Inclusion of the patient voice in practice operations 

2. Shared decision-making among clinicians & patients 

3. Assessment to gauge patient readiness to be “activated” as a 

partner in their care 

4. Use of e-technology to engage patients & family 

5. Measurement of patient health literacy 

6. Support for medication use  

 

PFE Program Metrics: Practices participating in TCPI are 

encouraged to innovate and implement the PFE Program using 

resources and tools best suited to their needs, starting by 

“leading from where you are.” PFE metrics address key 

strategies that work. Each metric maps to a component of the PFE Program. The six TCPI PFE metrics are as follows:  

  

 Metric 1: Are there policies, procedures and actions taken to support patient and family voices in governance or 

operational decision-making of the practice (Person and Family Advisory Councils, Practice Improvement Teams, 

Board Representatives, etc.)? 

 Metric 2: Does the practice support shared decision-making by training and ensuring that clinical teams integrate 

patient-identified goals, preferences, outcomes, and concerns into the treatment plan (e.g. those based on the 

individual’s culture, language, spiritual, social determinants, etc.)? This metric has expanded to include Patient 

Reported Outcomes (PROs) and Patient Reported Outcome Measurements (PROMs) as acceptable approaches to 

meeting this metric. 

 Metric 3: Does the practice utilize a tool to 

assess and measure patient activation?  

 Metric 4: Does the practice use an e-tool 

(patient portal or other E-Connectivity 

technology) that is accessible to both patients 

and clinicians and that shares information 

such as test results, medication list, vitals and 

other information and patient record data? 

 Metric 5: Is a health literacy patient survey 

being used by the practice (e.g., CAHPS 

Health Literacy Item Set)? 

 Metric 6: Does the clinical team work with 

the patient and family to support their 

patient/caregiver management of 

medications? 

 

The PFE metrics are designed to prompt implementation of promising interventions, documented in the literature, and 

well accepted in successful physician practices. They were identified in an iterative process as ideal for accelerated spread 

within the office practice setting to advance TCPI Aims. 
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PFE Metrics and Intentionality: The PFE metrics are not intended to establish “check the box” requirements.  Rather, 

they reflect an integrated PFE Program, designed to engage patients and families at several levels of office practice 

activity, including engagement at the point of care, in office procedures, and in strategic decision-making at the 

governance or leadership level. Additional guidance and operational definitions for use in understanding the intentionality 

of PFE metrics can be found in the PFE Metric Intentionality document, developed by the TCPI PFE Affinity Group. 

 

PFE Metrics Integration into the Practice Assessment Tool (PAT): The PFE metrics are being integrated into the 

demographics section of the TCPI Practice Assessment Tool, beginning in summer 2017. This will produce a richer 

understanding of PFE Program uptake and its contribution to achieving TCPI Aims going forward. 

 

Spreading Successful PFE Stories within the TCPI CoP: One of the best ways to energize other practices and rapidly 

deploy successful interventions is for practices to share successful PFE stories. The PFE Affinity Group is seeking 

practices of all sizes and from any location that have successfully implemented one or more of the PFE metrics above and 

are willing to share their stories in conference calls, in-person meetings, webinars, and newsletters.  

 

PFE Program Resources & Tools: Technical assistance is available to support practices implementing a PFE Program 

and should be strongly considered by PTNs. PFE resources and tools are available from several sources, including the 

PFE Healthcare Communities Portal, the SANs, and the PFE Affinity Group. They include: 

 SAN offerings and resources on the TCPI Healthcare Communities Portal 

 PFE Affinity Group Compendium of PFE Tools and Resources  

 TCPI Interactive Change Package 

 

TCPI National Faculty Serves as a PFE Program Resource: Three members of the TCPI National Faculty were 

recruited for their patient or caregiver experience as frequent users of office-based care. They were instrumental in 

shaping the PFE Program, and are a highly commended resource to PTNs, SANs and anyone in the TCPI CoP for 

speaking engagements, coaching and problem-solving. They are: 

 

 Susan Brown, MPH CPHIMS 

 Desiree Collins-Bradley 

 Randy Fenninger, JD 

 

The TCPI National Faculty Performance Stories and contact information is available at:  

http://www.healthcarecommunities.org/Communities/MyCommunities/TCPI/TCPI/FacultyBios.aspx   

 

PFE Program Rollout: Diffusion of information and requests for commitments to implement the PFE Program 

implementation commitments began in late 2016. PTNs are highly encouraged to support the PFE Program through 

training, partnership with SANs, and use of the TCPI National Faculty. Requesting PFE implementation commitments 

from their practices is an important role for PTNs. 

 

PTNs are now in action advancing through four phases:  
 

i. Developing infrastructure to support spread of the PFE Program to practices 

ii. Spread of the PFE Program to practices 

iii. Harvesting of innovative PFE activities from practices 

iv. Identification of best PFE practices 

 

These four phases will enable PTNs to better support their practices to implement the PFE Program. Program 

implementation information is being harvested from PTN narrative reports, 120-day plans, and will be integrated into the 

PAT and analyzed. As early as February 2017, 263 participating clinician practices made commitments to implement the 

entire PFE Program, a good start!  

http://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?portalid=3&EntryId=110386
http://www.healthcarecommunities.org/Communities/MyCommunities/TCPI/TCPI/AffinityGroups/PersonFamily.aspx
http://www.healthcarecommunities.org/Communities/MyCommunities/TCPI/PTNSANStaff/Documents.aspx?CategoryId=832233&EntryId=92958
http://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?portalid=3&EntryId=110382
http://www.healthcarecommunities.org/Communities/MyCommunities/TCPI/TCPI/ChangePackage.aspx
http://www.healthcarecommunities.org/Communities/MyCommunities/TCPI/TCPI/FacultyBios.aspx
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PFE as a Strategy to Excel in the QPP: Within the Merit Based Incentive Payment System (MIPS), one of the two QPP 

tracks, Quality Measures make up 60% of the  overall MIPS score, Advancing Care Information makes up another 25%, 

and Improvement Activities make up the remaining 15% for 2017 reporting and 2019 payments. By working closely with 

patients and families using PFE Program components, practices are more likely to have their patients adhere to an agreed-

upon care plan which in turn leads to a practice’s high performance on MIPS Quality Measures. Additionally, the usage of 

e-tools is key to achieving the MIPS Advancing Care Information component of the MIPS scores. More information on 

the relevance of PFE Program Component to MIPS scores and the QPP can be found in the Linking the PFE Program to 

QPP MIPs document. 

 

PFE as a Strategy to Increase Joy in Practice: The relationship between the clinician and patient and family are central 

to meaningful discussions of care plans, diagnosis, treatment, and overall well-being. To achieve successful outcomes, the 

processes for informed and shared decision-making need to occur in every interaction along with the infrastructure of the 

practice to be welcoming and supportive of the clinician and patient and family relationship. There is a growing body of 

evidence and expert commentary linking joy in practice to patient outcomes and experience, including these excellent 

resources: 

 

 In Search of Joy in Practice: A Report of 23 High-Functioning Primary Care Practices, Sinsky SA et al, Annals of 

Family Medicine, May/June 2013vol. 11 no. 3 272-278, http://www.annfammed.org/content/11/3/272.full 

 Evidence Boost:  A Review of Research Highlighting How Patient Engagement Contributes to Improved Care, 

Baker GR, Canadian Foundation for Healthcare Improvement, August 2014, http://www.cfhi-fcass.ca/sf-

docs/default-source/reports/evidenceboost-rossbaker-peimprovedcare-e.pdf?sfvrsn=8 

 

The PFE Affinity Group -- a PFE Program Advancement Platform: The PFE Program affords the opportunity to 

measure both diffusion and uptake of physician-office based PFE strategies. It has the potential to engage an 

unprecedented number of patients and family caregivers in practice transformation. Throughout the course of TCPI, the 

PFE Affinity Group will be a platform for education, information sharing, coaching and spread of innovation. If you are 

interested in learning more about the PFE Affinity Group, please contact ndmic@mail.healthcarecommunities.org 
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