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Patient-Centered Care Report
	Healthcare has innovated over the years to provide services to a larger scale. Part of these steps forward includes population health improvement initiatives (PHII) which focus to positively impact the health of a specific population while effectively managing the cost to the healthcare company and the consumer. PHIII can provide insight on patient-centered care, and cost in the form of measurable data, enhancing outcomes in the clinical and economical aspect. When planning care at a larger population scale, clinicians rely on the data collected by PHII to have successful outcomes (Huber, 2017).
	Different patients have different care needs, and initial evidence/treatment may not be relevant or useful to patient care. That is when PHII evidence may be useful in the creation of a care plan specifically tailored for the patient's needs. Useful information was given in the case of Mr. Nowalk regarding his latent loss of balance complaint probably due to a total brain injury (TBI) after a fall from a tree during his early years. PHII evidence by Safe Headspace in regards to patient care group that has experienced traumatic brain injuries (TBI’s) and Post-traumatic stress disorders (PTSD) can be used to create a care plan for Mr. Nowalk (Capella University, n.d.).
Population Health Improvement Outcome Evaluation
	Safe Headspace has demonstrated to have been successful in the improvement of care in patients diagnosed with TBI and PTSD. Treatment modalities used at Safe Headspace include exercise, medication, therapy, and meditation. One of the interventions proven to be successful at Safe Headspace has been the continuous exercise regimen. In the study at Safe Headspace, 400 participants, the majority of them were men between 45-80 years old, initially signed up. After some time about 75 participants remained and continued to exercise daily for four continuous months. Out of those 75 participants that decided to stay put the following 3 months, 15% showed muscle improvement, 22% showed mood improvement, and 61% reported short-to-medium term memory improvement (Capella University, n.d.).
	Another modality of treatment by the Safe Headspace clinic was the use of medications. While forty percent of participants were prescribed antidepressant medications, nine percent began using antipsychotic medications.  Positive outcomes from this treatment were seen such as an increase in mood and improvement in short and medium-term memory. The participants were also referred to as a therapy for additional support. Meditation also played an important role in treatment. Twenty-three participants enrolled in the meditation initiative demonstrated a 70% increase in mood and memory, and 32% showed an increase in muscle control. Some of the interventions used by Safe Headspace did not yield any results such as solving puzzles and strength training (Capella University, n.d.).
	Because PTSD and TBI could not be studied as a whole by the PHII at Safe Headspace, the statistics and studies cannot provide reliable patient data. In the case of Mr. Nowalk, who suffered from a TBI but not PTSD, the PHII data gathered from Safe Headspace is not sufficient. Moreover, one element left out in the data from Safe Headspace research was the possible reason some of the participants did not complete the treatment. This piece of information is important to create modalities that the patients will follow through and be most likely to stick to treatment. Some of the reasons the patients may have dropped out could be attributed to boredom, lack of support, gaps in knowledge, and cost associated with services. Finding solutions to these problems can create a more effective plan.
Improvement of Outcomes of a Population Health Improvement Plan
	The Triple Aim initiative launched in 2007 by The Institute of Medicine had as an objective to improve the overall quality of health amongst the population in the United States of America (American Hospital Association, 2015). Other goals included in the Triple Aim program are to increase patient satisfaction, reduce healthcare costs, and enhance population health. With the development of PHII, one of the objectives was to improve the health of a specific population by using programs geared to that specific population. Triple Aim has concentrated on shaping better health outcomes for the community, families, and individuals and populations and to rebuild a more efficient healthcare cost strategy (American Hospital Association, 2015).
	A better approach to build Mr. Nowalk’s plan of care will be to merge the data found at Safe Headspace and Triple Aim. The coalition of data will allow for measurable goals and outcomes to be set to reach positive health outcomes for Mr. Nowalk. Gaps in the therapy treatment at Safe Headspace can be filled accordingly and this will help not only Mr. Nowalk but other individuals that suffer the same health concerns. This indeed will help create a cost-effective and individualized program for others and in the future yield data for a specific PHII.
	Just like Triple Aim has many advantages, it also has some flaws. Due to the growing diversification of healthcare as well as the patient population, it is difficult for PHII to stay consistent (American Hospital Association, 2015). One consideration Triple Aims fails to accomplish is the well-being of its employees by providing a balanced workplace environment to avoid employee burnout.
Individualized Plan of Care
	An efficient plan of care for Mr. Nowalk should be a component of a short term goal part and a long term goal part. As part of his short-term goal objectives should be included to construct a care plan to diagnose and treat his primary health concerns. His long-term goal should include strategies to continue to maintain his evolving healthy lifestyle.  The case of Mr. Nowalk can be used as a model for plans for other populations that suffer the same health concerns. Clinicians should make sure that the plan used in Mr. Nowalk includes goals and objectives from the Triple Aim program and Safe Headspace program as well as interventions that are proven to be evidence-based practice. Some of these goals and interventions should be allowed to be completed independently by Mr. Nowalk to give the patient a sense of autonomy and control.
	The patient-centered medical home (PCMH) complies with meeting the Triple Aim goals as well as providing the patient with autonomy and independence. The way that PCMH does allow patient independence is by allowing medical treatment to be given in a quiet and comfortable outpatient setting without the need for hospitalization, and at the same time allowing for the patient’s caregivers, such as spouses or family members, to participate in care (Stange, Nutting, Miller, Jaen, Crabtree, Flocke, & Gill, 2010). The advantage of this approach is that meets the goals of The Triple Aim program in terms of providing effective health care while continue to use technology and reducing care cost while avoiding unnecessary hospitalization for minor issues. Also, the PCMH not only provides outstanding medical care but also ensures that the patient maintains a sense of control and independence by providing care in a comfortable setting and allowing familiar caregivers to continue to participate in care (Patient-Centered Primary Care Collaborative, n.d.).
 Focus training must be provided not only to clinicians but also to home caregivers to implement a PCMH plan of care. A patient-centered care model, including Mr. Nowalk and his family caregivers, must be included to successfully carry out care at home. One module that can support ongoing training and patient/family-centered care is telemedicine. Telemedicine can provide Mr. Nowalk and his family with the necessary clinical skills without having to leave the comfort of their home. Not only is telemedicine convenient, but is also affordable and can help reduce the stress and the time accrued by trips to medical offices and doctor’s appointments (Nundy, 2012). The combination of EBP, PCHM, and telemedicine will compose a robust and effective plan of care for Mr. Nowalk. He will be able to care for himself at home and have his family caregivers participate in the care. He will also be able to build his independent care but also having the flexibility of remotely accessing a trusting caregiver.  
Value of the Used of Evidence-Based Care Plan
	Evidence-Based practice is the blueprint for all levels of care. EBP serves as a code of practice for all clinicians. Unlike evidence-based practice, the concept of PCMH and telemedicine are relatively new to healthcare practices. One advantage proven by the PCMH program is the unification of the patient, family, and clinicians. A study done by the Hudson Valley initiative reported that the rates of hospitalization, emergency calls, and medical visits were reduced by the use of telemedicine and the PCMH program (Neilsen, Buelt, Patel, & Nichols, 2016). Even though PCMH possesses many advantages, it also has limitations. The majority of the work done with PCMH has been completed with chronic disease management, thus it cannot predict management with acute or emergencies (Sklar, Aarons, O’Connell, Davidson & Groessl, 2015).
	People living in remote and rural areas have taken advantage of the convenience of telemedicine. The use of technology has allowed clinicians to provide services to clients via phone and computer. Secure emails and messaging applications have created a bigger and more open communication between patients and providers. Although the use of telemedicine has created a touchless form of delivering care, some clients still feel hesitant and prefer that human touch of medicine. The use of FaceTime provides some sort of face to face interaction but this feature is not available for all users. Also, elderly populations may find the use of telemedicine complicated and not accessible (Nundy, 2012).

Evaluation of Outcomes
	To continue carrying out a successful care plan, evaluation of outcomes is essential. The evaluation of measurable data provides the infrastructure for development that is productive for care management. To secure funding for patient care initiatives and organizations population health improvement initiatives (PHII) evaluations are extremely important (Krugman, Sanders, & Kinney, 2015).
	One way of evaluating progress can be done by using the goals laid out by the Triple Aim. To secure future funding for the PHII or other initiatives, the goals of Mr. Nowalk’s plan of care must be evaluated. The outcomes collected will provide data on flaws of the program that need enhancement, while simultaneously providing data on outcomes that are functional and provide population health improvements.
Conclusion
	The application of a PHII implicates many steps to layout the enhancement of the health of a population. With the use of EBP, Telemedicine, and PMCH may show positive outcomes on population health. Telemedicine shows us that healthcare is ever-evolving and it accommodates the needs of the patient population. The Triple Aim supplies the framework for the development of the plan of care, while EBP lays out the activities needed to reach population health.
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