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Patient and Family (PFE) Checklist Practice Name:__________________________________ QIA/Date:______________________ 

PFE Metric 1: Patient and family voices in governance or operational decision-making  

Background Assessment Offerings 

Are there policies, procedures and actions taken to support patient and 

family participation in governance or operational decision-making 

committees of the practice (Person and Family Advisory Councils, 

Practice Improvement Teams, Board Representatives, etc.) 

You have met this metric if you can 

answer “Yes”***: Does your practice 

have a process in place for including 

the perspective and voice of the 

patient and family (Patient Family 

Advisor) in all aspects of the 

governance of the practice? 

Strategies from Change Package for Meeting this 

Metric: 

 Include a patient on the organization’s board.  

 Implement a patient and family advisory group.  

 Regularly survey patients and families  

 Invite patients to operational meetings  

 Include patients and families in all quality 
improvement (QI) initiatives.  

 Regularly assess the patient experience of care 
through surveys, advisory councils and/or other 
mechanisms.  

 Communicate to patients the changes being 
implemented by the practice.  

 Educate patients and community on what they 
should expect and look for in a physician. 

 Transparency in data, (quality, complications, 
readmissions, etc. should be publicly available).  

 Run focus groups to obtain patient and family 
feedback.  

 Include patients and families in staff feedback 
education events.  

 Use patient stories to start each meeting.  

 Use real-time electronic systems for capturing 
patient feedback.  

Intent: Person and Family Advisors (PFA) are well prepared volunteers 

who can provide the patient perspective to all areas of the practice. 

Thought should be taken as to the structure and goals that will best fit 

the current practice culture.  

PFAs work in partnership with practice staff and should be considered 

part of the team. PFAs can be included on any practice committee or a 

PFAC can be created.  

Even in small practices it is best to not have just one “token” PFA the 

ideal is to have a fair representation of the population being served. 

Examples from PCPCC Guide:  

 A Patient and Family Advisory 
Council meets regularly and is an 
active participant in influencing 
improvements. 

 Practice has a cadre of Patient and 
Family Advisors who participate on 
committees and work groups. 

 There are Patient Representatives 
on the Board of Directors. 

Change Concept 1.1.2: Listen to patient and family voice: Implement 

formal systems for hearing the patient & family voice and using this input 

for strategic, quality, and business planning and performance success. 

 

Related PAT Milestone (PC#5/Spec#5): Practice has a formal approach for 

obtaining patient and family feedback and incorporating this into the QI 

system, as well as the strategic an operational decisions made by the 

practice. 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 

months 

SNE-PTN Offerings for Meeting this  Metric: 

 Patient Survey 
 



 

 

 

 

PFE Metric 2:  Support shared decision-making  

Background Assessment Offerings 

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 

You have met this metric if you can answer 

“Yes”***: 

Is your practice using a tool to promote and 

teach shared decision making in order to ensure 

that patients (and their families according to 

patient preference) are authentically part of the 

care team? 

Strategies from Change Package for 

Meeting this Metric: 

 Train staff in cultural 
competency.  

 Always ask patients about their 
preferences; don’t assume.  

 Develop a template form that 
can be used for patients and 
families to identify preferences 
while waiting.  

 Use a check-in approach to 
query patients about specific 
aspects of care delivery to 
determine their thoughts and 
preferences. 

Intent:  Shared decision making is a process in which patients and the healthcare team 

work together to make care decisions.  

This process provides patients with extensive knowledge about their diagnoses and care 

plan to enable them to be effective partners in their care. This process can build trust 

and loyalty to practices as patients feel heard and that their individuality is respected. 

When successfully implemented both patient and staff satisfaction increases as they 

become an effective team. A shared decision is also more likely to be followed through 

on by the patient because they have a greater understanding of the benefits and risks 

and they were a part of deciding one treatment over another. 

This process goes beyond the concept of sharing information with a patient and making 

recommendations for care. Shared decision making is a two-way street and provides 

patients the opportunity to express their personal values and desires for treatment. The 

initial discussion should be to determine how much and the best way for each patient 

and family member participate. 

Many patients will need to be invited to participate and the overall culture of the 

practice should encourage shared decision making. Time should be provided for patients 

to make a decision as they may require more thought and consultation with family. 

Examples from PCPCC Guide: 

 Practice has begun to train providers and staff 
on the value of shared decision making.  

 Practice is developing a process to ensure that 
every patient is provided an authentic 
opportunity to share in all decisions regarding 
their care.  

 Practice determines its own shared decision 
process disseminates it to staff. 

Change Concept 1.1.1:  

Respect values and preferences: Respect patient and family values, preferences, and 

expressed needs. 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 months 

SNE-PTN Offerings for Meeting this 

Metric:  

 Patient Survey 

 Care Plan 
Related PAT Milestone (PC#5/Spec#5):  

Practice can demonstrate that it encourages patients and families to collaborate in goal 

setting, decision making, and self-management. 

 



 

 

 

 

Metric 3: Patient activation  

Background Assessment Offerings 

Does the practice utilize a tool to assess and 

measure patient activation?  

You have met this metric if you can answer 

“Yes”***: 

Is your practice using a standard PAM (Patient 

Activation Measure) tool to assess and 

measure patient activation? 

Strategies from Change Package for Meeting this Metric: 

 Train staff in motivational interviewing approaches.  

 Create a shared care plan for every patient.  

 Use evidence-based decision aids to provide information about risks and 
benefits of care options in preference-sensitive conditions.  

 Routinely share test results, along with appropriate education about the 
implications of those results, with patients.  

 Engage patients, family and caregivers in developing a plan of care and 
prioritizing their goals for action, documented in the Electronic Health 
Record (HER).  

 Incorporate evidence-based techniques to promote self- management 
into usual care, using techniques such as goal setting with structured 
follow-up, Teach Back, action planning or Motivational Interviewing.  

 Use tools to assist patients in assessing their need for support for self-
management (e.g., the Patient Activation Measure, or How’s My Health).  

 Provide coaching between visits with care plan and goals follow up 

 Provide peer-led support for self-management.  

 Provide group visits for common chronic conditions (e.g., diabetes).  

 Provide condition-specific chronic disease self-management support 
programs or coaching or link patients to those programs in the 
community.  

 Train staff in self-management goal setting.  

 Standardized action planning and plan follow-up process so all team can 
participate.  

 Educate patients and families on health care transformation so they can 
be active, informed change agents. Use appropriate language, simple 
language, and pictures.  

 Ensure patient leaves office with plan of care in hand. 

 Pre-visit development of a shared visit agenda with the patient. 
 

Intent: Patient activation describes the level of 

knowledge, skills, and confidence a person has in 

managing their own health and health care. 

People with low levels of activation are less likely 

to be an active partner in their care. This could 

impact patients’ willingness to seek help when 

needed, ask questions, follow a treatment plan, or 

managing their overall health. Measuring with a 

standard tool provides information to help in 

improve a patient’s activation level. This can 

improve clinical outcomes, costs, and patient 

satisfaction. 

Highly activated patients are more likely to adopt 

general healthier behaviors as well as manage 

chronic or acute conditions.   

Examples from PCPCC Guide: 

 Practice has implemented and trained staff 
and providers on motivational interviewing  

 Practice holds classes and groups with the 
purpose of improving patient activation  

 Practice includes patient family advisors on 
the planning and implementation of a 
program to increase patient activation. 

 

Change Concept 1.1.3: Collaborate with patients 

and families: Actively engage patients and families 

to collaborate in goal setting, decision making, 

health-related behaviors and self-management. 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 months 

 N/A (Applies only for practices where a 

practitioner never manages a patient’s care 

over time or provides care recommendations 

directly to a patient) 

Related PAT  Milestone (PC#4/Spec#4): Practice can 

demonstrate that it encourages patients and 

families to collaborate in goal setting, decision 

making, and self-management. 

SNE-PTN Offerings for Meeting this  Metric: 

 Patient Survey 

 Care Plan 

 PAM (for New England practices only) 

  
 



 

 

 

 

Metric 4: E-tool communication 

Background Assessment Offerings 

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? 

You have met this metric if you can answer 

“Yes”***: Does your practice use (and make 

available to all patients) an e-tool that allows 

patients to access their medical record and 

have an easy, direct way to communicate with 

providers? 

Strategies from Change Package for 

Meeting this Metric: 

 Use secure email. 

 Use telemedicine visits. 

 Use home tele-monitoring 
options. 

 Use text prompts to look at portal 
messages. 

 Use text appointment reminders 
with permission. 

 Home International Normalized 
Ratio (INR) monitoring. 

 Monitor UTI or respiratory 
infection with phone call. 

 Use portal or texting to provide 
electronic reminders. 

 Use patient portals to avoid 
unnecessary visits and to respond 
to patient questions by 
appropriate care team member. 

 Use apps. 

 Have portal messages go to the 
team, not just the provider. 

 Web access approaches. 

 Use web-based video technology 
(e.g., Skype) for homebound 
patients.  

 Use flash drives. 

Intent: A patient portal or other e-tools provides patients with a secure online webpage 

where they can have 24-hour access to their personal health information. This not only 

provides an easy way for patients to engage in their own healthcare but also allows 

providers to have an efficient and direct method to communicate with patients. 

Questions about care, appointments, prescription refills and other concerns can appear 

in real time to physicians and nurses cutting down the need for front desk staff to 

interpret and deliver messages from patients. During appointments patients can be 

assisted to register onsite as well as being given some instruction on how to use. 

However, this information should not be restricted to patients who have access and the 

ability to use the e-tool. 

Care should be taken to ensure that all patients have access to their healthcare 

information. When utilizing these tools thought should be given to alternatives for 

patients who may not speak English, have limited technical skills, no access to computers 

or low health literacy so that the physicians’ communications and information sharing 

program is optimized through education and application.  

Monitoring registrations and usage will provide important information about who is 

using the portals and which patients may need more assistance or alternative methods 

for this level of access. Appropriate steps should be taken to ensure that all patients 

have equal access to such information.   

Examples from PCPCC Guide: 

 Practice has a new patient portal and staff 
assists patients to register either before or 
after their appointment.  

 Practice has a patient portal and has reached 
out to patients who do not access it by 
providing alternatives for connecting.  

 Practice does not have a patient portal but 
has set up a system to provide two-way 
communication between the practice, 
providers and patients (e.g. texting or other 
secure e-mail options). 

 

Change Concept 2.4.1: Innovate for access: Improve patient access to care through 

innovative use of technology. 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 months 

 No internet 

Milestone (PC#22/Spec#17): Practice uses technology to offer scheduling and 

communication options that improve patient access by including alternative visit types 

and electronic communication approaches. 

SNE-PTN Offerings for Meeting this 

Metric: 

 E-tool resource list. 



 

 

 

 

Metric 5: Health literacy 

Background Assessment Offerings 

Is a health literacy patient survey being used by the practice (e.g., CAHPS Health 

Literacy Item Set)? 

You have met this metric if you can answer “Yes”***: 

Is your practice using a health literacy patient survey 

to systematically identify and address health literacy 

issues? 

Strategies from Change Package for 

Meeting this Metric: 

 Maintain multi-lingual staff; 
contract for translation service 
where staff cannot be used 

 Use multi-lingual written and oral 
communication 

 Train all staff in cultural 
competency 

 Assess health literacy for all 
patients 

 Provide self-management 
materials at an appropriate literacy 
level and in an appropriate 
language 

 Consider hiring from within your 
community  

 Assess literacy and health literacy  

 Use staff from the community to 
become experts/ teachers of staff. 

Intent: Health literacy is defined as “the degree to which individuals have the 

capacity to obtain, process, and understand basic health information and services 

needed to make appropriate health decisions” (Ratzan and Parker 2000).  

Health literacy differs from general literacy as it may include a person’s ability to 

navigate the healthcare system, share accurate, relevant health history, self-

manage chronic disease and medications and to understand necessary 

mathematic concepts.  

It is not enough to create educational materials that are targeted at a low reading 

level. AHRQ National Healthcare Disparities Report (2007) reported that up to 9 

out of 10 adults may lack the skills needed to manage their health and prevent 

disease. This means that adults with high literacy levels may still have low health 

literacy. Adults with lower health literacy have worse health care and poorer 

health outcomes. (Berkman et al. 2004).  

Evaluating a patient’s health literacy provides valuable information about how to 

educate them about their diagnoses and treatment plan. 

Examples from PCPCC Guide: 

 The practice surveys patients and families to 
determine whether the health literacy practices 
result in patients having a greater understanding of 
their condition and what information has been 
shared with them. 

 A process to evaluate a patient preferred language 
is determined and practice supplies written 
information in this language. 

 Health literacy is being discussed and taught at 
staff meetings and other opportunities.  

 Patient/family advisors work with the practice to 
ensure that the materials developed are easily 
understood and answer important questions 
patients determine are important to help them 
understand and manage their condition or 
navigation of the health care system. 

Change Concept 1.1.4:  

Be aware of language and culture: Assess and communicate in the preferred 

language, at an appropriate literacy level, and in a culturally appropriate manner. 

Milestone 

 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 months 

 N/A (Applies only for practices where a practitioner 

never manages a patient’s care over time or provides 

care recommendations directly to a patient) 

SNE-PTN Offerings for Meeting this  

Metric: 

 Patient survey 

 Care plan 



 

 

 

 

 

Metric 6: Management of medications 

Background Assessment Offerings 

Does the clinical team work with the patient and family to 

support their patient/caregiver management of 

medications? 

You have met this metric if you can answer “Yes”***: 

Does your practice have a systematic, standard method 

in place to evaluate and support patients and their 

caregivers in medication self-management? 

Strategies from Change Package for Meeting this Metric: 

 Reconcile medications at each visit.  

 Provide follow up on medication use after hospital 
discharge.  

 Include a pharmacist on the care team.  

 Conduct medication reconciliation at every encounter.  

 Coordinate medications across transitions of care 
settings and providers.  

 Conduct periodic, structured medication reviews.  

 Develop a medication action plan for high-risk patients.  

 Provide collaborative drug therapy management for 
selected conditions or medications.  

 Provide support for medication self-management.  

 Always think about health literacy when talking about 
prescriptions.  

 Include a pharmacist review of all meds at initial visit/ 
consult; share information with all co-managing 
providers.  

Intent: Patients, especially those with chronic conditions, 

are often managing most of their care and medications at 

home. This requires a high-level understanding of their 

diagnosis and treatment plan. 

The Institute of Medicine (2003) defines self-management 

support as “the systematic provision of education and 

supportive interventions by health care staff to increase 

patients’ skills and confidence in managing their health 

problems, including regular assessment of progress and 

problems, goal setting, and problem-solving support.”  

Education material that is developed in partnership with 

Patient Advisors will provide necessary insight into how to 

effectively provide this level of support. All educational 

materials should take the patients’ health literacy into 

account. 

Examples from PCPCC Guide: 

 Practice has regular classes focused on self-
management of medications that include the care 
givers.  

 Peer instructors are used to provide insight on tips 
to better manage medication 

 Check-ins are a part of each appointment to 
determine where help or more education is 
necessary. 

Change Concept 1.5.5: Manage medication reconciliation: 

With patients and families, manage and reconcile 

medications to maximize use, effectiveness, and safety. 

Milestone 

 

Assessment
ǂ 

 Yes    

 No  

 No, but plan to implement in 6 months 

 N/A (This choice is only for practices where a 

practitioner never manages a patient’s care over time or 

provides care recommendations directly to a patient) 

SNE-PTN Offerings for Meeting this  Metric: 

 



 

 

 

 

 
  

*Source: The Person & Family Engagement (PFE) Program Overview, Transforming Clinical Practice Initiative (accessed 5/19/17) 

**Source: TCPI PFE Metric Intentionality (accessed 5/19/17) 

***Source: the Compass PTN Patient and Family Engagement Resources list (accessed 5/19/17) 

ǂ
Source: TCPI PFE Resources Guide (accessed 5/19/17) 

 

 

ADDITIONAL INFORMATION: 

PFE Program Alignment with the TCPI Change Package: 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. 

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. 

 

 

file://umwssnas01.umassmed.edu/PosnerH$/TCPI/PFE/PFE%20Resources/TCPI/Affinity%20Groups/PFEAG/Resources/PFE%20Program%20Overview/Supplemental%20PFE%20Program%20Materials/ATTACHMENT_PFE%20Metric%20Intentionality.docx
https://www.ihconline.org/compass-ptn/resources/pfe/
http://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?portalid=3&EntryId=110383
http://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?portalid=3&EntryId=110383

