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Hypothetical Health Promotion Plan
         Patient-centered is a care model that respects the experiments of a patient and that of their families. The main aim is to improve quality, service, and cost by significantly recognizing all services that the patient needs rather than professions and functional departments. Person based care defines people's accumulated knowledge which gives a good basis for health problems and needs better recognition over time and facilitates care for the patients (Zhao,2016). The principals involved with person-centered care are offering coordinated and personalized treatment, care, and support and treating people with respect, dignity, and compassion. One of the health concerns that is affecting the youths living in the community that I identified is the use of Tobacco that involves e-cigarettes, vaping, hookah, smoking, or chewing tobacco cessation. The youths should be involved in different activities in the community to improve the health status such as building an urban garden, organization of a community clean up, and local park building.  
       Speaking at a high school, giving to a food bank, and building for habitat for humanity will also keep them busy doing constrictive activities in the community hence will not get time to freely hang around doing nothing and using tobacco since an idle mind is the devil's workshop. Running a holiday toy drive, offering a community health screening, getting involved with a local church, and creating a bone marrow registry ae some of the best practices that will prevent the loitering of youths and help in building their principles. Active collaboration with professional share decision making with providers, families, and patients are encouraged by Patient and family-centered care centered care to manage and design a care plan that is comprehensive and customized. According to the growing awareness, the best outcomes can only be achieved when families, patients, and healthcare providers are involved because efforts enhanced will contribute to better discussion and decisions in health care. Below is the established or outline agreed-upon health goals in collaboration with hypothetical professionals Interprofessional collaboration regarding patients’ care plan


Patient-related factors





Professional-related 
factors
Interpersonal
factor

External
Factor
Organizational 
factor




-Patient role	-Competence		    -Trust and respect	          -Composition of team	        
-Goals of the patient	             -Domain thinking   		    -Discipline		          -Time and efficiency
-Member of the team	             -Motivation			    -Knowing each other	          -Vision and mission
										        -Leadership
										        -Adm. support

					

Education-
								Culture-
Law and regulation-
Finance-
Information and Comm. Technology-
       Family presence contributes to an important patients' psychological stability and better recovery source since it helps them in maintaining good contact with their house and friends. The benefits of working collaboratively include team mentality promotion, team member's empowerment closes communication gaps, patient-centered care promotion, and enables patient's care comprehension (Trochim,2004). The mutually agreed-upon health goals for a care coordination plan, in collaboration with the patient that we established, are personal growth and development, premature death and disability prevention, quality of life enhancement and maintenance, and a good death. I created a satisfying patient experience through communication where the youths and their families by providing them with the best information about their experiences was patient with them when explaining any medical information to them and made sure that the language used was favorable for both parties. 
        Transparency which involves being upfront, honest, and clear about procedures and tests and all the costs associated with them is also another way that I used to create a satisfying patient experience. Community rehabilitation services are some of the available community resources for a safe and effective continuum of care. The widespread of these services is important for health and they all increase safety among patients (Cooper,2015). Patient care safe delivery especially for the chronic conditions will only be successful when hospitals participate in forming effective partnerships with the community and healthcare resources because they will be engaged in a more positive environment safety. Clinicians and health care staff should work tirelessly to take care of their patients in an entailed meaningful engagement to support economic, social, and community services patient-centered care across a continuum of care.
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How to do this assessment
Thank you for your submission but this educational session and goals was suppose to be related to the health promotion plan you identified in assessment 1. I think your plan was on smoking in teens so I am not sure how what you submitted is related, see tips below and resubmit. Please go look at the instructions and the grading rubric for this assessment.
Tips:
 Start your presentation with the aspects of your plan, the order of your slides should be easy to follow for example:
Â·       Slide 1-2 Discuss the identified problem â�� such as heart disease risk and use sources and cite them on your slide. Add citations on the slides
Â·       Slide 3 Then discuss your patient or group, who is he and why did you choose him example â�� Kenneth is a 44 year old black male with a history of HTN and smoking x 20 years. His BMI is 30 and he has poor eating habits and has a sedentary desk job.â�� Etc .tell me about him or describe your group. Tell why they need this intervention
Â·       Slide 4-5. Describe the goals you agreed on in assessment 1, goals are specific and measurable for example â�� By the end of the session he will be able to describe the risk factors of heart disease and smoking. The outcome would be something like â�� At the end of the session he was able to verbalize the risk factors of heart disease and smoking.
Â·       Slide 6-7. Describe/present the educational session, how long, what tools you used, did you give any handouts? 
Â·       Slide 7-8. Describe how the outcomes of each goals would be measured and how they fit in with the Healthy People 2020. Provide suggested revisions to better align your plan with HP 2020 goals.
Â·       Slide 9-10 References, make sure to add APA citations on the slides and use bullet points on your slides not just pictures. The notes section is just to strengthen what is on the slides.


