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Objectives
• Summarize the state of science behind episodic care.
• Reflect on current organizational practices and
consider how they might be enhanced within the
episodic framework.
• Recognize the value of the use of improvement science
methodology to increase patient access to therapy
services and drive measurable change.
• Describe how a scheduling system can support the
delivery of “Just Right” Therapy and the improved use
of outcome measures.
• Articulate strategies to improve episodic model
acceptance for clinicians and families.

Application of Topic
This presentation is pertinent to you!
Episodic care is currently being conceived as a
primary model for service delivery in therapeutic
practices. It represents a shift in the way we have
typically done things.
• It will require system changes.
• It will require education to referral sources, and to
families.
• It will involve pilot work and mistakes.
• It will require enthusiasm and patience.
• It will enhance the care we deliver.

Philosophy

Why do we care about care?

N Engl J Med 2007;357:1515-23

54%

“In its current form, habits, and environment,
American healthcare is incapable of providing
the public with the quality healthcare it
expects and deserves.” (Berwick, 2002)

You are experiencing dwindling satisfaction.
Work compression
Increased prevalence of chronic disease

54%

of US healthcare providers report >one symptom of burnout
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The response?

Pertinent to this talk today…
• Institute of Medicine also mandated that
healthcare providers must accept responsibility
for a “large majority of health care needs.”
• The “unit of assessment” for this is called the
episode of care.
(Lamberts and Hofmans-Okkes 1996)

What is episodic care?
Episodic care is defined as

1. the delivery of a specific health care service
• You are not fixing everything. You are addressing
the priorities of patients, when they arise.
2. for a specific period of time
• Although healthcare professionals may retain a
role throughout the lifespan of a patient (e.g.,
chronic conditions), these interactions are not
necessarily continuous.
(Hanson, Harrington et al. 2015)

In simple language…
• Patients will have health priorities that vary over
the course of the lifespan.
• An episode of care to address one of them does
not start until there is a perceived need to do it.
• The perceived need comes from the patient.
Not the therapist.
• This means there will be discrepancies between
what you identify as problematic in an evaluation
and what actually gets treated. (If anything gets
treated.)
• The episode will necessarily need to be bookended
by assessment, so we can understand if what we
did helped.

Evidence

Show me the Science.
There is a body of evidence out there
suggesting that episodic care is:
a. clinically feasible (as in, you can do
it)
b. associated with positive outcomes
and patient experiences

BUT…
• The challenge with synthesis of the literature is that
many articles exploring episodic care are
intervention-specific.
• Moreover, the articles that speak more generally to
the utility of episodic care are usually expert
opinions, invited commentaries, and scoping
reviews of the literature.
• The truth is that our professional organizations are
waiting for the pioneers of this approach to
disseminate high levels of evidence to support it.

Should we pursue it?

Our Value Model
(Outcomes Experience)
Cost

Occupational Therapy and Physical Therapy
Image from:
google.com

Outcomes:
• Episodic care produces greater gains in motor performance than
traditional models.
• Episodic care produces faster achievement of goals.
• Episodic care has been associated with improved “adherence” to
therapy recommendations.
• Episodic care should emphasize activities and participation
• An episode starts when the patient is motivated to improve
performance.
(Trahan and Malouin 2002, Damiano 2006, Gagliardi, Maghini et al.
2008, Palisano and Murr 2009, Christy, Saleem et al. 2010, Hanson,
Harrington et al. 2015)

Experience:
• Episodic care is favorable to caregivers (because it builds
confidence, results in increased independence, and enables more
time to engage in the community).
• Episodic care “therapy holidays” (that occur between episodes)
reduce family stress.

Cost:
Episodic care can be associated with cost savings (e.g., intensive pain
rehabilitation)
(references not exhaustive; for examples see: Trahan and Malouin 2002,
Damiano 2006, Gagliardi, Maghini et al. 2008, Palisano and Murr 2009,
Christy, Saleem et al. 2010, Evans, Benore et al. 2015, Hanson, Harrington et
al. 2015)

State of the Union, CCHMC
- We were actively seeing patients who had been
receiving once weekly care without breaks for
years.
- Wait lists at all locations.
- Time on wait lists was increasing
(median of 11 weeks)
- Facing a restrictive financial environment

2016

# OT patients

% of total OT
patients

Total Patients
COPM completed
COPM completed in 12 visits
Both initial and
followup COPM
completed

1252
822
738

66
59

152

12

Disagreement
Agreement

Unchanged Mission:
To provide
Occupational
Therapy and
Physical Therapy
services
throughout
childhood
lifespan.

New intervention framework:
We endorse an intervention framework
that

1. helps families achieve what matters to
them and
2. enhances functional performance in daily
activities, and optimizes quality of life.

• The frequency, intensity, timing and type of the
intervention we deliver to help achieve them
should be defined by evidence.
• The clinical judgement of the therapist, combined
with the readiness of the patient and family, should
guide care.

The CCHMC way: a new process

BUT none of it works
without systems to support it.

Establish a foundation
• What are your guiding principles?
• What do you want to accomplish?
and
What are current limitations of the system?
• What framework/s will you use to guide your
work?

Perspective
We had to be
patient with
ourselves,
knowing we
hadn’t
developed our
challenges
overnight so
wouldn’t fix
them overnight
either

Guiding Principles/Tenants
• To be the provider of Occupational Therapy and
Physical Therapy services for a child’s lifespan up to
adulthood
• The clinical judgement of the therapist and the
readiness of the patient and family, should guide care
• We want to help patients and caregivers achieve what
matters to them
• The scheduling system should support the clinical
needs of the patient and recommendations of the
therapist
• Adherence to best access principles allows for the best
care for the greatest number of patients

Goals of the Scheduling System
• Scheduled appointments should accurately reflect the clinical
needs of the patient and the recommendations of the
therapist
• Build a scheduling system that provides a more accurate
picture of availability and better ability to “find” availability
• Improved ability to carry out specific programs at various
locations
• Decrease assumptions about care
• Dissolve the idea that families “own” treatment slots
• Built in intervals to encourage outcome measures
• Improve ability to begin to assess value of OT and PT services

Limitations of old methodology
• Scheduling methodology blocked up access by
scheduling 6 months of visits that were pushed out
automatically.
• Templates were so specific and restrictive that there
was not room for variation in treatment
recommendations and underutilized times couldn’t be
used for a range of scheduling needs.
• Large wait lists made it difficult to get into the system.
• Long wait times caused families not to want to take a
break once they made it in.
• No built-in intervals to encourage outcome measures.

Framework for change
• Mark Murray change concepts for advanced
clinical access
• Improvement science methodology

Mark Murray Change Concepts:
Access
Shape Demand
1. Work down the backlog
2. Reduce demand

Redesign the System to
Increase Supply
6. Manage the constraint

7. Optimize the care team
Match Supply and Demand 8. Synchronize patient,
provider, and information
3. Understand supply and
demand
9. Predict and anticipate patient
4. Reduce appointment types needs at time of appointment
10. Optimize rooms and
5. Plan for contingencies
equipment

Our primary tool: improvement
science
Revision of scheduling system was approached
through the lens of improvement science
methodology
• small tests of change that allowed for
rapid learning
• low cost of failure
• preparation for ramping up and spread

Testing at a Single Site
Utilized two therapists to
test majority of changes
and then ramped up the
test to other therapists at
the site
Used therapists to test
who were fairly moderate
in terms of willingness to
and tolerance for change
Sought feedback, held
regular meetings and did
lots of re-education

Highlights of a single test of change:
Requesting additional visits
A key element we needed to address was how a
therapist would know when they needed to ask
for additional appointments for their patient.
• Historically, the therapist didn’t need to know
because the patient always had 6 months
worth of visits in the schedule at any given
time.

Highlights of a single test of change:
Requesting additional visits

Basic overview of scheduling system
Initial Evaluation

•
•
•

Therapist begins to frame concept of meeting (childhood) lifespan therapy needs in an episodic model
Therapist provides scheduling instructions to the family
Therapist completes the disposition field within the evaluation session or by midnight of the same day

Treatment
Scheduling

•
•

Scheduler schedules according to the disposition but does not exceed 4 months’ worth of visits.
Scheduler indicates date of last visit in appointment notes

First Treatment
Visit

•
•
•
•
•

Within six weeks
of the last visit

Therapy
Planning/
Reassessment
Visit

Verify treatment schedule and date of last visit
Reinforce attendance policy
Complete outcome measure or pre-measure and establish goals
Complete self-management assessment
Frame out how episodic and lifespan treatment works (as applicable)

Determine if the child
• Needs additional visits to complete the current episode
• Is ready for a break in services before returning for another episode
• Is ready for discharge from therapy
Foci of session:
• Therapy planning
• Determining the right intervention at the right time at the right frequency
• Scheduling
• Therapist provides scheduling instructions to the family
• Therapist completes the disposition field within the reassessment visit or by midnight of the same day
• Patient moves through scheduling as if he were a new patient

Initial
Evaluation

• Therapist begins to frame concept of meeting
(childhood) lifespan therapy needs in an
episodic model
• Therapist provides scheduling instructions to
the family
• Therapist completes the disposition field within
the evaluation session or by midnight of the
same day to communicate treatment
recommendations

Treatment
Scheduling

• Scheduler schedules according to the
disposition but does not exceed 4 months’
worth of visits.
• Scheduler indicates date of last visit in
appointment notes

• Verify treatment schedule and date of last
visit
First Treatment
Visit

• Reinforce attendance policy
• Complete outcome measure or pre-measure
and establish goals
• Complete self-management assessment
• Frame out how episodic and lifespan
treatment works (as applicable)

Within 6 weeks of
the last visit

Determine if the child
• Needs additional visits to complete the
current episode
• Is ready for a break in services before
returning for another episode
• Is ready for discharge from therapy

Focus of session:
• Therapy planning
• Determining the right intervention at
the right time at the right frequency
Therapy Planning/
Reassessment Visit

• Scheduling
• Therapist provides scheduling
instructions to the family
• Therapist completes the disposition
field within the reassessment visit or by
midnight of the same day
• Patient moves through scheduling as if
he were a new patient

concepts of best care
Initial Evaluation

•
•
•

Therapist begins to frame concept of meeting (childhood) lifespan therapy needs in an episodic model
Therapist provides scheduling instructions to the family; Just right care
Therapist completes the disposition field within the evaluation session or by midnight of the same day

Treatment
Scheduling

•
•

Scheduler schedules according to the disposition but does not exceed 4 months’ worth of visits.
Scheduler indicates date of last visit in appointment notes

First Treatment
Visit

•
•
•
•
•

Within 6 weeks of
the last visit

Therapy Planning

Verify treatment schedule and date of last visit
Reinforce attendance policy
Complete outcome measure or pre-measure and establish collaborative goals
Complete self-management assessment
Frame out how episodic and lifespan treatment works (as applicable)

Determine if the child
• Needs additional visits to complete the current episode
• Is ready for a break in services before returning for another episode; Confidence Scale
• Is ready for discharge from therapy
Foci of session:
• Therapy planning
• Determining the right intervention at the right time at the right frequency
• Scheduling
• Therapist provides scheduling instructions to the family for your next episode
• Therapist completes the disposition field within the reassessment visit or by midnight of the same day

2013-2017
Program
Implementation

Quality
Improvement
Work

Data Analysis

Is it Working?
• >150 episodic care participants
• > 400 functional goals
• 9 programs associated with clinically significant
change in COPM performance and satisfaction
• 6 programs associated with clinically significant
change in GAS scores
• 6 programs associated with statistically
significant changes on additional programspecific measures
• 4.5 week waitlist

Cost + outcomes illustration
Traditional Model of Care
Cost: $6955.09

Episodic Care
Cost: $3041.63

Number of Sessions:29

Number of Sessions: 11

Number of Goals: 15

Number of Goals: 5

• Impairment: 3 (Met 6/8)
Range 2-7 session; 48-102 days

• Functional: 5 (Met 4/5)
• Range 9-11 sessions; 58-90
days

• HEP Compliance: 2 (Met 0/2)
• Developmental: 8 (Met 6/8)
Range 4-15 session; 20-315
days
• Functional: 2 (Met 1/2)
• 3 session; 13 days

Experience
Enhanced focus on goals that matter to patients and families
Increased comradery between patients, therapists, caregivers
Increased collaboration between therapists
Increased therapy dose, over short time span
Improved adherence in therapy and with HEP
Model is more conducive to data collection
Enhanced accountability (e.g., “I pay more attention to the
effectiveness of my treatment approach” )
• Daily practice opportunities
• Observable functional gains in shorter time
• Improved attendance
•
•
•
•
•
•
•

Key Behaviors:
Operational Success
Phased implementation
Educational materials
Standard of practice that is identifiable
Optimized system efficiency (e.g., appointment
notes to track episode, disposition notes on day of
treatment)
• Elimination of behind the scenes scheduling
• Adherence to attendance policy
• Visibility of data
•
•
•
•

Key Behaviors:
Clinical Success
Buy in: provider and consumer
Professional competency
Reassurance regarding lifespan care
Intentional treatment planning during
reassessment visit and at outset of episode
• Use of motivational interviewing and selfmanagement strategies
• Foster shared responsibility (e.g., huddles)
• Near-time / Real- time feedback (including patient
name, MRN)
•
•
•
•

Take Home Messages
• Episodic care is an effective framework for therapeutic
intervention
• Its delivery will require adjustments to operational systems.
• It will also require an adjustment in treatment philosophy
by the care team. This new philosophy must be shared.
• Delivering episodic care is not easy. Implement changes in
a systematic way and learn from failures.
• Evaluation is a critical component. Outcome measures
should guide next steps at both the patient and system
levels.
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Occupational Therapist, Cincinnati Children’s Hospital Medical Center
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Surveys, Certificates of Attendance
IPRC values your opinion. Following the webinar, a
survey link will be emailed to all registrants. Please
share with all attendees.
A certificate of attendance for today’s presentation may
be requested via the survey.

surveymonkey.com/r/
IPRCwebinarsurvey

CEUs for Occupational Therapists
IPRC thanks our partners at WeeFIM
for sponsoring today’s CEUs.
To obtain CEUs for today’s event, each participant must
have attended the full presentation and complete an
online evaluation to receive a certificate.
An evaluation link and instructions will be emailed to
all registrants. Please share with all attendees.

Questions?
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