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PROJECT
BACKGROUND
Children’s Medical Center – Dallas established MyChildren’s primary care facilities in 

communities around Dallas to serve a pediatric population that had inadequate access 

to primary care. The ultimate goal of these facilities was to reduce the inappropriate use 

of the Children’s Medical Center Emergency Department by managing children’s medical 

conditions through a localized medical home. Despite the presence of 16 MyChildren’s 

in underserved communities throughout Dallas, families continue to use the Emergency 

Department as a source of primary care while also experiencing poor health outcomes. 

To tackle this challenge, MyChildren’s and Children’s Medical Center partnered with the 

Business Innovation Factory (BIF) to better understand patient and family needs as it relates 

to health and wellness. In the following report, BIF presents the current gaps between 

patients’ needs and MyChildren’s offering in order to identify ways to improve the medical 

home model and close this experience gap. 
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PROJECT GOALS
This project was guided by the following goals:

• Devlop a common understanding of the key capabilities that MyChildren’s possesses and 

how they are organized to deliver care

• Leverage our foundational research (and the human factors of health and wellness 

outlined in the Elements of Wellness) to identify experience gaps between what patients 

and families need and what the medical home model delivers

• Use the Opportunity Spaces from our foundational research as a platform to define 

methods for improvement that will bridge those experience gaps

• Establish an experimentation strategy to test and incorporate new capabilities that will 

improve the MyChildren’s patient experience
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methodology
To achieve these goals, BIF used the following techniques:

Understanding key capabilities of MyChildren’s

• Capability mapping work sessions with key stakeholders from MyChildren’s 

and Children’s Medical Center - Dallas

• Contextual interviews with MyChildren’s staff

Identifying experience gaps 

• Observation of MyChildren’s primary care processes

• Shadowing patients through their sick-care and well-care appointments

• Interviews with patients and families pre- and post-appointment 

Defining methods for improvement

• Analysis of collected data

• Synthesis to uncover key patterns

• Idea generation through landscape analysis and brainstorming sessions

Establishing experimentation strategy

• Synthesis workshop with MyChildren’s leadership team

• Solution road-mapping & charter for alignment
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ASSESSMENT OF
mychildren’s business model
Built on the medical home model, MyChildren’s is adept at providing high quality clinical care. 

MyChildren’s services rest on three key capabilities that are streamlined throughout its system:

• Triaging acute care

• Diagnosing and managing chronic conditions

• Providing preventative care 

While these capabilities are valued by patients, MyChildren’s requires an additional set of capabilities 

that will help patients engage in their health in order to develop the behaviors and habits that generate 

positive, healthy outcomes. Currently, efforts to solve these issues differ from clinic to clinic, though 

they generally fall into the following categories:

• Access to social resources and services, including – but not limited to – Medicaid renewal, food 

assistance programs, and housing

• Translation and navigation of health resources and community services

• Advocacy and education
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In our assessment, these services are reactive, non-systematized, and limited in their ability 

to help families address the Elements of Wellness identified in BIF’s foundational research. 

Additionally, in our assessment of the MyChildren’s patient experience, we identified a 

number of obstacles that currently prevent patients from moving down the continuum of 

wellness – towards positive, healthy outcomes. 

In order to bridge these obstacles, we recommend that MyChilden’s develop five non-

clinical capabilities:

• Create trusted and convenient access points

• Establish a sense of control and confidence in individual agency

• Make health tangible

• Inspire, guide, and support first generation changemakers

• Provide care beyond the child
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TRIAGE
acute illness

PROVIDE
PREVENTATIVE

CARE

Advocate +
Educate
(ie. social
determinants)

translation
of language +
culture +

health paradigm

D I A G N O S e
+M A N A G E
C H R O N I C

C O N D I T I O N

PROvide
access

to
community
resources

Current MyChildren’s Capabilities
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TRIAGE
acute illnesses

PROVIDE
PREVENTATIVE

CARE

D I A G N O S e
+M A N A G E
C H R O N I C

C O N D I T I O Ns

Provide
 Convenient
 access

Establish
Sense of 
control 
over abil ity

Deliver CARE
beyond the 
 child

  New MyChildren’s Capabilities
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insights
Introduction to Experience Gaps

Based on foundational research that BIF conducted with families in the Dallas area, we found 

that there were 5 Elements of Wellness - a spectrum of behaviors, beliefs, and mindsets that 

bring children and their families either closer to or further away from wellness. 

On the one end, farthest away from wellness, we see many families that struggle to meet 

the demands of their families’ health needs. And on the other end, closer to wellness, are 

the beliefs and mindsets demonstrated by those who have positive health outlooks, and 

understand the value of being healthy and take action to better their health and wellness. 

It is within this range of behaviors that we see possibilities for leading patients towards 

wellness and find inspiration for new ways of thinking.

As we look more closely at the patients, families, and communities that MyChildren’s serves, 

it’s apparent that its medical home model is designed for a set of behaviors and mindsets 

that its population rarely possesses - a model that relies on a foundation of wellness that is 

already instilled in the community. But without these elements of wellness driving patient 

behaviors, there is a mismatch between the patient’s needs and MyChildren’s offering – in 

effect, preventing families from adopting the positive mindsets and behaviors necessary to 

manage their own health. 

The following insights serve to illuminate these experience gaps between the medical 

home delivery model and patients’ behaviors, mindsets, and motivations. The statements 

that bridge these gaps serve as capabilities that MyChildren’s must possess in order to 

bring our families closer to wellness and health management.
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Elements of Wellness
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Experience Gaps in the Medical Home Model
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balanced outlook:
From a Reactive to a Proactive Mindset

The families that come to MyChildren’s are similar to many of those around the nation. Life 

is a struggle to constantly optimize resources - time, energy, and money - and to mitigate 

crises. Other factors most often related to poverty - such as being a single parent, working 

multiple jobs, chronic conditions - exacerbate this struggle. Within this reality, families 

tend to possess one of two outlooks that fundamentally shape their decision-making 

and behaviors. 

Some families take on a reactive mindset - managing life from one activity to another, and 

one crisis to another, without the capability to reflect and plan. When it feels like life is one 

problem after another, it becomes hard for families to balance the demands of today with 

the needs of tomorrow. However, other families that live within the same conditions have a 

proactive mindset - where they are able to focus on a longer term horizon, and understand 

the implications of short term decisions.

 The question becomes: Using MyChildren’s current delivery model, what capabilities do we 

need to establish in order to pull families from a reactive mindset to a proactive mindset?
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Experience Gap #1 

Families with a reactive mindset tend to react to potential health problems based on 

convenience - what will solve the problem in the quickest and easiest way possible so that 

they can move on with their day-to-day activities. But they don’t always need care when they 

are seeking it. In fact, much of the time spent during the doctor’s visit is used for reassurance 

that their child will be okay.

The Emergency Department is often the most convenient resource for reassurance since it 

is always open and patients can walk in without a prior appointment. But that doesn’t mean 

the Emergency Department is the most ideal access point for them, nor does it serve all their 

needs. Families are looking for expertise, a trustworthy source of information, and a personal 

connection that can give them confidence when they’re feeling most vulnerable.

While other services, such as the nurse triage line, have been put in place, families are 

demonstrating low adoption, primarily because they feel that the person on the other end 

of the line doesn’t personally know their child. For families, this is not seen as a trustworthy 

source of information.

Thus, access to our families means providing touchpoints that meet their need for convenience, 

reassurance, as well as trust.
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PATIENT AND FAMILY SYSTEM

If I can’t get immediate 
answers, I’ll panic and 
go to the Emergency 

Department.

Please hold while we 
check for the next 

available appointment.

Access means having unlimited and trusted information, reassurance, and sometimes care.
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I will have to miss work 
and spend 2 hours on 
the bus to make that 

appointment.

It’s good to see you 
today. Sheila’s growth 
seems right on track.

Visits must provide a meaningful, relevant 
and tangible return to families.

PATIENT AND FAMILY SYSTEM
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Experience Gap #2

Most families served by MyChildren’s understand the value of a sick visit. During a sick visit, 

parents expect, and often receive, a tangible outcome - a prescription, a shot, or a clear set of 

directions. This “return” provides a positive opportunity cost and justifies the visit.

The value of wellcare appointments is often not apparent for families, especially if they must 

miss school or work, or spend a number of hours on public transportation in order to get to 

the appointment. 

If we are to create a model that helps families build wellness, they must see value from those 

visits. The wellcare visits must provide a meaningful, relevant, and tangible return to families 

in order to make the benefits of the visit outweigh the costs. 
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Personal power:
From a Protective to an Exploratory Mindset

Currently, many families are choosing the Emergency Department over other sources of 

care because they don’t yet feel equipped to deal with their child’s health problems. While 

they may have access to all the right tools and information, the medical home model isn’t 

designed to help them develop their own individual agency where they feel confident to 

take matters into their own hands. Instead, they become dependent on those within the 

healthcare system to provide the care their child needs, leading to an over-reliance on 

doctor’s visits as a source of reassurance.

Within the spectrum of Personal Power, on one hand, some families have a protective 

mindset. In this case, they attempt to limit exposure to stress and crises due to their lack of 

confidence in their abilities - thus, preventing the development of individual agency and self-

management habits. Others may take on an exploratory mindset, where they feel confident 

in exploring the boundaries of their abilities to care for themselves and their children. They 

do this by understanding their strengths and vulnerabilities - ultimately, leading them to feel 

engaged in their own health.

Here, the question we seek to answer is: Using MyChildren’s current delivery model, what 

capabilities do we need to establish in order to pull families from a protective, fearful mindset 

to an exploratory, confident mindset?
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Experience Gap #3

Within the current model of care, families are taught to manage their children’s care by 

building their “hard skills” - that is, equipping them with the proper medications, equipment, 

and information needed. But the model falls short in building “soft skills” - that is, confidence, 

agency, and independence. Families that aren’t engaged in their health don’t need more 

information. Instead, the motivational constraints that are limiting their engagement need to be 

assessed and addressed. 

Providing access to resources only solves part of the problem. We must provide access to 

information and resources as well as motivation to patients and families to be independent 

agents of their own health and wellness.
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PATIENT AND FAMILY SYSTEM

I have all the 
information and 

resources I need, 
I just don’t know 
where to start.

Patients will be 
motivated after reading 

these information 
packets.

Access AND motivation allow patients to be
engaged agents of their own wellness.



28

PATIENT AND FAMILY SYSTEM

As his mother, I’m the 
one that knows my child 

the best. So people 
should listen to what I 

have to say.

We are the ones 
that take charge and 

navigate families 
through their wellness 

process.

Wellness should be led by the patient, in partnership with
the knowledge & resources of their doctor.
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Experience Gap #4

When care is physician-led, it takes the onus away from the family and patient from 

understanding and making decisions about the trajectory of their care. Parents and caregivers 

have an incredible depth of knowledge about their children - as do the children themselves. Yet 

many times, the expertise of the doctor trumps their intuitive judgments.

Further, when some families are looking for advice, the answer comes in the form of an 

information pamphlet or other one-sided directive, which is thoroughly disappointing and 

discouraging for families. They seek to understand the risks of a certain choice in care and 

engage in a conversation. 

Ultimately, families want to contribute their knowledge to the conversation while being given 

guidance and support from their doctor. When decisions are made collaboratively - where all 

parties are solving the problem together - patients and families understand the pros and cons 

of choices, feel more ownership over the decision, and are more engaged in their care. 



30

Experience Gap #5

Many children, especially with asthma, tend to be kept away from health stressors and triggers. 

This mindset is encouraged by the healthcare system for the sake of avoiding liabilities. The 

message that many families receive is that the best way to manage their asthma is avoidance. 

Yet this is not management - this is non-participation. 

In order to teach families how to advance their abilities and skills in controlling their children’s 

asthma, while also increasing their confidence, we must allow them to test the boundaries 

of their health. Let them fail, but do so in a safe, supportive environment. One of the reasons 

that asthma camps have been so effective as an intervention is due to the fact that it fosters 

independence and confidence in children by showing them that they can control their asthma. 

They can succeed in taking an active role in its management. 

In order to encourage this exploratory mindset, patients and families need to be allowed to 

take risks and learn from their experiences, until they understand how to succeed at managing 

their health.
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PATIENT AND FAMILY SYSTEM

I test my limits and learn 
from my mistakes.

We can’t encourage 
patients to take risks; 

failure is a liability.

Patients will learn from experiences, includingmistakes and failures.
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SENSE OF SELF:
From an Unstable to a Strong Sense of Self

A child’s sense of self provides a foundation for who they are, who they want to be, and life 

priorities. A sense of self originates from experiences, and is reinforced both positively and 

negatively through relationships with significant others - parents, siblings, peers, and others 

within a personal network. In these life experiences and key relationships, children begin 

to build values, priorities, and personal aspirations - all of which are ultimately internalized 

into their sense of self. 

Children’s sense of self contributes to the importance that health has in their lives and 

their ability to maintain a healthy regimen. Those with an unstable sense of self haven’t 

yet internalized the values and benefits of making positive health decisions, because 

healthy habits have not been consistently reinforced. On the other hand, those with a stable 

sense of self view health as an important part of who they are since it has been reinforced 

in their lives. Often, it creates the motivation for maintaining healthy behaviors across 

different environments.

The question we must answer is: Using MyChildren’s current delivery model, what capabilities 

do we need to establish in order to develop a strong sense of self in children that embeds 

the value of health?
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Experience Gaps #6

The doctor and patient relationship is framed by visits to the doctor’s office. Since they never 

see each other outside of the exam room - and the doctor usually sees them when they are 

sick - their relationship is through the narrow lens of this interaction. This not only perpetuates 

the development of the child’s identity as “sick” - especially for children with chronic conditions 

- but it also limits the doctor’s knowledge about the child and family to the topics discussed 

during the visit. 

In order to break down this silo of interaction, the relationship between the doctor and patient 

needs to exist outside of the paradigm of care. Seeing them as people with hopes and dreams, 

rather than patients, enables a new way to build rapport, trust, and engagement. 



35

PATIENT AND FAMILY SYSTEM

I hate going to the doctor... 
she always gives me shots.

The only time I see 
Juan is when he is sick.

The patient-doctor relationship needs to exist
outside of the paradigm of care.
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PATIENT AND FAMILY SYSTEM

What do I need to become 
a pro basketball player 

when I grow up?

The nurse will be in 
momentarily for your 

5-year boosters.

Wellness visits need to bridge the development of
of their physical growth with the developmentof their personal goals.
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Experience Gap #7

Currently, wellcare visits are framed in the scope of preventative care. During these visits, 

children’s general state of health is assessed, some brief recommendations or education 

is provided, and once they receive their scheduled immunizations, they are sent on their 

way. Yet these check ups could be more meaningful to patients and families if the discussion 

centered around both their physical and personal development. 

Children have big aspirations for their future, but no clear trajectory for how to get there, nor 

how their physical self affects these options. If check-ups are able to link physical development 

to personal ambitions - thus, making the connection between their health and future more 

clear - this provides motivation to make better decisions now and enable positive outcomes 

for both their health and their lives.
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system of support:
From a Limited to a Strong System of Support

Due to the hectic lifestyle a lot of our families live, they depend on a number of trusted 

family members, friends, and other resources to help care for their child. 

Yet, the current model of care doesn’t factor those key people into the primary care process. 

Instead, the system turns a family with a strong system of support - where multiple people 

play a role in caregiving - to one with a limited system of support - where the skills and 

knowledge that is learned about managing a child’s care are restricted to the person in the 

exam room.

The key question is: Using MyChildren’s current delivery model, what capabilities do we 

need to establish in order to include families’ support networks in the care process - so we 

are getting the right people in the room? 
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Experience Gap #8

Most modern-day families rely on a number of people to provide care to their children. 

These additional caregivers not only affect these children’s lives and development, but they 

also affect their health behaviors and care. The current care delivery model constrains this 

support system in terms of who can attend appointments and how knowledge about the child 

is shared. Additionally, the people who need hands-on education and instructions are most 

often not in the exam room.

By relying on one or two “primary caregivers” and overlooking the support network, knowledge 

becomes unavailable, information is heard second- or third-hand, and care coordination 

becomes a function of the primary care giver – a job they are not well equipped to do.
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PATIENT AND FAMILY SYSTEM

Tommy’s grandmother will 
be picking him up from 
school and giving him 

dinner tonight.

No, I am sorry. I can’t 
discuss Tommy’s 

food allergies with his 
grandmother.

Proper care requires coordination of multiple
key players in a child’s life.
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PATIENT AND FAMILY SYSTEM

I really want to eat 
healthy, but I can only 

eat what my mom 
buys us.

My focus is solely on 
the child... but hopefully 

the parent can learn 
something too.

Behavioral change must be learned and
reinforced by the support system.
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Experience Gap #9

Positive healthy outcomes require healthy habits. Habits are inherently social – they are 

learned, passed on, and even disrupted through one’s social network. By focusing solely on 

the child, MyChildren’s is failing to tap into the power of habit. 

Rather than focusing behavior change on the child, we must target the habits of the family as 

a whole. The support system that children rely on for care must become part of their behavior 

change process in order to help learn and reinforce healthy habits themselves. 
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CONNECTED KNOWLEDGE:
From a Disconnected to a Connected Base of Knowledge

Knowledge is a critical piece of the care experience. By being able to access, interpret, 

and share information, families can make meaning out of the experiences that shape their 

health. With knowledge that is relevant and actionable, they can respond to life with more 

certainty and confidence.

But much of the information given to families around their health and care becomes 

disconnected knowledge. It is disconnected in terms of its relevance, meaning, and context 

within a family’s life. It is also disconnected in terms of the way it is passed throughout a 

support network. On the other hand, we need to create connected knowledge. It is about 

having clarity, meaning, and alignment of all parties, which results in trust and collective 

understanding. It is synthesized and actionable, and leaves families with a clear sense of 

how to proceed. And it is collaborative in its nature.

The question we need to answer is: Using MyChildren’s current delivery model, what 

capabilities do we need to establish in order to stop the creation of disconnected knowledge 

and focus on the dissemination of connected knowledge?
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Experience Gap #10

In the current model of care, the health of a child is assessed through clinical measures and 

tests, as well as the discussions that transpire during visits. These discussions are only as 

good as the content and depth of information that is exchanged, which can create major 

gaps in knowledge. To obtain a fuller understanding of children in their environment, we need 

to move away from just relying on self-disclosure. For a more holistic picture on which to 

base goals, treatments and recommendations, we need a greater level of exploration and 

participation in children’s lives. It’s the difference between relying on what they say they do, 

and what they actually do.

By creating additional methods that will provide a well-rounded picture of children’s motivations, 

behaviors, and habits outside of the exam room, we can move away from a skewed lens with 

which to base health decisions, and instead move towards a more reliable and valid decision-

making process.
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PATIENT AND FAMILY SYSTEM

There’s more to me than 
what you’re hearing in 

this room.

Based on what you 
told me, I think the 

best plan is...

Having a holistic picture of the child requires more
than just talking; it requires participation.
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PATIENT AND FAMILY SYSTEM

Making a treatment plan 
doesn’t help us put food 
on the table, stop my dad 
from smoking, or make my 

neighborhood safer...

I can only do so much 
with the time, skills, and 
reimbursement scheme 

I’m allotted.

A patient needs actionable goals that address the elementsof wellness as well as existing conditions.
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Experience Gap #11

During many primary care appointments, the exam becomes a forum to discuss the social 

factors that are currently affecting a child’s or family’s health. For instance, a young mother 

may not be able to provide the nourishment her growing child needs because she can’t afford 

the food he needs. At this point, it’s clear that there are more pressing issues than simply 

educating the mother on her child’s care needs. Yet doctors are only able to do so much with 

their time, ability, and reimbursable activities.

In order to address a child’s healthcare needs, we must start with addressing the underlying 

- and many times, dire - social determinants. In order to guide families to more positive 

outcomes, we need to attend to those elements that will lead them to wellness in addition to 

simply addressing their physical health.
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Experience Gap #12

A common understanding is critical for creating connected knowledge. This understanding falls 

on both the doctor’s and the family’s shoulders. The doctor needs to facilitate understanding 

by explaining concepts in a shared language – both linguistically and terminologically. The 

doctor also needs to seek understanding of the patient and family’s attitudes, beliefs, and 

behaviors that may influence their ability to act on treatment plans and recommendations. The 

family needs to facilitate understanding by sharing their embedded expectations and views 

with the doctor. 

With this common understanding, they can avoid creating “noncompliant” situations by 

collaboratively setting health goals and treatment plans that are consistent, communicated to 

a broad support network, and acted on collectively.
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PATIENT AND FAMILY SYSTEM

I believe in natural 
methods because that’s 
what my mother used on 
me and my grandmother 

used on her...

I noticed you didn’t pick 
up your prescription. 

Let me tell you why this 
medication is important 

for your son...

Collective action requires a common 

language, goals, and understanding.
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OPPORTUNITIES
Introduction to Key Capabilities and Methods 

In the previous section, we explored the experience gaps between what patients and 

families need to better manage their health and what the system actually provides. In this 

section, we transform the opportunity spaces developed in our foundational work into key 

capabilities for health management that MyChildren’s must adopt to make the medical 

home model more effective and financially sustainable.  

These key capabilities allowed us to focus on the development and exploration of concepts. 

We developed a landscape analysis map of solutions that are currently being implemented 

in the healthcare field as a “first look” into potential solutions. This map, along with several 

ideation sessions, informed the development of 20 methods that are grounded in the 5 

key capabilities.

Each capability has several methods associated with it. These methods are meant to be 

a starting point for creating solutions. Consider them as “low-fidelity solutions”. These 

methods are informed by our insights into the experience gaps within the medical home 

model, and provide a foundation for development.

Key

                   = Key capability for health        

         management and their benefits

                   = Attributes of solutions

  text          = Current concepts or solutions

                      in healthcare field
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Enhanced
Empathy

Encouraging
Behavior
Change

Inspiring
Others to
Engage

Chronic support groups
Online social Networks

PatientsLikeMe

Chronic care camps

Instructional Interventions

Creeds
Accountability

Peloton Innovation Camp

Patient Activation measure

Iora Health

Health coaches

Partnering with community leaders

The Daniel Plan

UK Inspiring Communities Guide

cMEcompete

Support, inspire, and guide
first generation changemakers

• Harnessing a strong sense of self
• Supporting a tribe of like-minded individuals

• Creating leaders of behavior 
  change in families and communities

Creating convenient
points of access

• Increased availability of information
• Increased accessibility of resources

• Trusted sources of care

Telemedicine

Transportable
Health

Localized
Care

mHealth Solutions

Remote Health Monitoring

Email/text Support

Sense.ly

The Visual MD

Social media use

Bodega health clinics

Medic Mobile

Frontline Health Workers/
Community Health Workers

Asthma bus

Neighborliness

Establishing a sense of control & 
confidence in individual agency
• Increased access to qualified,

meaningful & actionable information
• Becoming an engaged

agent in own health

Transparency

Access to
Data &

Information

Curated Content

Vidscriptions

Rap Genius

Common Language

Collaborhythm

Common Understanding

howsyourhealth.com

Self-scoring

Shared decision-making

MIMI Medical

Personal health records

Beacon communities

Incentive for meaningful use

Online Patient Portals

Open notes

Personalized
Medicine

Goal
Setting

Lift app

AchieveMint

Make health tangible
• Aware of behavior implications

• Short-term and long-term goal setting
• Holding themselves and others

accountable for their
health outcomes

Quantified
Self

Jawbone
UP/FitBit/Nike+

The Power
of Learning

Re-Mission

Patient as Teacher

Gamifying Health

Jerry the Bear

SuperBetter

#GetUp Game

Real-Time
Feedback

Arrhythmic

Remote health monitoring

Wellnesss FX

HealthLoop

Follow Up

Provide care beyond the child 
• Understanding the child
  within their everyday life

• Family-based health interventions
• Creating lifelong citizens of wellness

Pregnancy and Parenting Partners (P3)

Finnish Maternity Box

“One Body, One Life”

Accountable Care Communities

Observations of
Daily Living (ODLs)  

Tethered EMRs

HealthLeads

The ZMET Technique

Fruit & Vegetable
Prescription Program (FVRx)

Addressing
Social

Determinants

Understanding
Health Outside

The Clinic

Family/
Community

Based Care

Creating a
Culture of 

Self-Managed
Wellness
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Key Capability: Create more convenient points of access
Families use the Emergency Department as a source for primary care because it is the 

easiest and most convenient source of care – with many decisions being made based on the 

optimization of time and effectiveness. Families want to make the best choice of care based 

on what they perceive to be the resource that will get them in and out with positive results. 

Within this capability, we want to give families the luxury of choosing more flexible 

options of care that fit into their lifestyle and needs. This means developing a co-created 

experience that understands what each family wants, expects, and needs to help bridge the 

disconnects we see with the medical home model – thus creating better choices than the  

Emergency Department. 
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orienting Families to their 
healthcare resources

primary care method card 
create more convenient sources oF care

Summary

many families who have had little engagement with healthcare 
outside of the emergency department aren’t aware of the value 
that primary care brings to their family. By providing new families 
with an orientation to mychildren’s, the mission, value, and 
offerings of the medical home can be made relevant to their needs. 
during this orientation, well-care and sick-care visits are defined 
while supporting resources are introduced, such as the nurse 
hotline, medicaid transportation, and online patient portal.

Benefits

1. sets expectations with family about how mychildren’s 
and children’s medical center is structured and 
what it provides in comparison to the ed

2. gives them actionable knowledge about what to expect

3. establishes a friendly, welcoming introduction to mychildren’s

Capabilities

ProCeSS

Five minute sit-down orientation with 
family before first appointment

PeoPle

orientation coordination; 
content development 
and production; updating 
offerings as they develop

TeChnology

orientation 
deliverable (i.e., 
packet, interactive 
site); script for staff

method helps move toward 
sense of self, connected Knowledge
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establishing “norms” 
for the doctor visit

primary care method card 
create more convenient sources oF care

Summary

Families walk into mychildren’s with a spectrum of expectations 
and assumptions around what the doctor can and should provide. 
By setting “norms” or ground rules for the doctor’s visit, it sets 
up families to have accurate and feasible expectations, thus 
increasing customer satisfaction. it also provides a foundation for 
smooth collaboration between the doctor, child, and family.

Benefits

1. helps set patient and family expectations 
for collaboration with the doctor

2. establishes boundaries of doctor and patient/family abilities, 
and mitigates confusion stemming from unclear expectations

3. affirms collective responsibility and accountability – 
that it is a collaborative effort to provide care

Capabilities

ProCeSS

explanation during patient orientation; reminder during exam

PeoPle

Buy-in from doctors

TeChnology

posters in the exam room

method helps move toward 
connected Knowledge
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personalizing Families’ 
care experience

primary care method card 
create more convenient sources oF care

Summary

each family that walks through the doors of mychildren’s has a 
specific set of expectations, motivations, and needs that play a large 
role in how they engage in their care. to facilitate engagement, 
families can be taken through a series of questions and activities 
that uncover their personal preferences. this understanding will 
begin to build their personalized experience with mychildren’s 
and allow the doctor and staff to tailor their care and education 
around the patient’s or family’s expectations and needs. 

Benefits

1. Begins a two-way conversation about the family’s attitudes or 
beliefs around primary care and treatment, and establishes 
the patient-doctor relationship as multidirectional

2. Brings to light underlying expectations about the role they expect 
the doctor to play in the management of the child’s health

3. potentially uncovers motivations (such as cultural or religious 
beliefs) that may lead to “noncompliant” behaviors

4. helps other practice physicians, who may also see the 
patient, have a fuller, qualitative picture of the child

Capabilities

ProCeSS

Questionnaire that the family completes before first 
appointment; review and discussion with doctor

PeoPle

survey creation; doctor/
staff buy in

TeChnology

paper-based or digital survey

method helps move toward 
personal power, sense of self, system of support, connected 
Knowledge
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expanding touchpoints of care

primary care method card 
create more convenient sources oF care

Summary

health questions and issues arose for families in different 
circumstances throughout the day. yet, they are only able to access 
their personal doctor within an 8-hour window at the clinic. tailoring 
both the method and moments of communication on the family’s 
terms increases the chance of getting in touch with their doctor, and 
allows the doctor to follow up on their care without an office visit.

Benefits

1. connecting to families on their terms –through phone 
calls, texts, emails, or remote video conferencing

2. allows families to get in touch with their personal doctor 
- a knowledgeable and trusted source of information 
- quickly and easily during times of need

3. reminders and check-ins keeps care plan at top-of-mind for busy families

4. enables remote home monitoring and continuous 
education of chronic conditions

Capabilities

ProCeSS

discussion with family during patient orientation on the preferred 
method and times of communication; follow up text/email/call 
after appointments; set appointment reminders; discussion noted 
within computer system; reimbursement for time spent

PeoPle

information systems support; 
buy-in from doctor

TeChnology

new touch-points of care; 
reimbursement model

method helps move toward 
Balanced outlook, personal power
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Key Capability: Establish a sense of control and confidence in individual agency
Many families struggle to manage their health and the health of their child, especially when 

they lack confidence in their own ability. 

By developing a sense of control and confidence in families, we can help them feel more in 

control through direct access to qualified, meaningful and actionable information that will help 

them triage for themselves.

Families with children with complex or chronic conditions usually take on the weight of 

symptom acknowledgement, triaging, and treatment on their own. But allowing the support 

system to access that knowledge can help to lift that burden off of one person’s shoulders – 

essentially decentralizing their care and treatment plan.
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expanding the visibility and 
value of mychildren’s

primary care method card 
Facilitate a greater sense oF control

Summary

currently, mychildren’s is constrained by limited touch-points, generated 
by on demand sick care visits and annual wellness visits. in order to 
create more diversified opportunities to reinforce mychildren’s as a 
trusted and relevant presence in the daily lives of children and families, 
we can connect with people outside of the clinic’s walls through marketing 
or outreach programs. that way, mychildren’s value extends beyond 
the concept so that mychildren’s value extends beyond the concept of 
“where i go when i’m sick” to “where they can impact my wellness.”

Benefits

1. reduces patients’ and families’ sense of resource scarcity by 
creating multiple opportunities to interact with the brand

2. reinforces mychildren’s as a reliable partner in 
life, not just during doctor’s appointments

3. opens opportunities to establish new patients 
through outreach and marketing efforts

Capabilities

ProCeSS

identify, prioritize, and implement outreach 
and/or marketing opportunities

PeoPle

coordination of outreach 
opportunities; partnering with 
community organizations; 
liaison for the brand

TeChnology

determined 
by identified 
opportunities

method helps move toward 
Balanced outlook, personal power, system of support
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exploring potential scenarios 
within chronic care management

primary care method card 
Facilitate a greater sense oF control

Summary

when a child is diagnosed with a chronic condition, the family has 
a long, difficult process of learning to manage it. children and their 
families are often unprepared, to deal with these experiences. 
By staging real life simulations, we can better equip both child 
and family with the information, skills, and decision-making ability 
needed to properly care for and treat the condition. Further, this 
process enables children and families to fail in a safe place.

Benefits

1. allows children and family to understand the real-life 
implications of the diagnosis and corresponding treatment

2. makes chronic care management collaborative between 
child and family with guidance from the doctor

3. unearths gaps in knowledge, capability, or capacity 
before becoming a barrier or danger to proper care

Capabilities

ProCeSS

doctor-patient-caregiver discussion of 
condition; scenario walk-through

PeoPle

scenario-building 
and production

TeChnology

scenarios may be paper-
based, digital, or interactive

method helps move toward 
Balanced outlook, personal power, connected Knowledge
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developing personalized 
contingency plans

primary care method card 
Facilitate a greater sense oF control

Summary

many of the visits to the emergency department stem from families 
feeling unequipped to take care of their child’s sudden illness, thus 
triggering a reactive response, making the emergency department the 
easiest choice for care. mychildren’s can help turn a reactive response 
into a proactive plan by creating personalized contingency plans that 
lay out clear directions for what to do in emergency situations, thereby 
helping families think ahead of various dilemmas in their lives.

Benefits

1. proactively arms the family with a shared plan while educating 
them about acute and non-acute symptoms and various 
resources for triaging (such as the nurse hotline)

2. provides actionable steps for when a family has a health 
emergency, rather than relying on panic to guide their decisions

3. uncovers and addresses personal constraints to appropriate 
care resource usage, including barriers around transportation, 
access, inherent attitudes, and familial beliefs

Capabilities

ProCeSS

discussion, education, and creation of plan around identifying 
symptoms, accurately triaging, and enabling access to appropriate 
care resource; reviewing and adjusting plan after ed usage

PeoPle

coordination 
of discussion

method helps move toward 
Balanced outlook, personal power, connected Knowledge

TeChnology

contingency plan development guide; output 
of plan that is easily accessed and shared with 
others (through manual or digital technology)
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establishing care contracts 
between care providers

primary care method card 
Facilitate a greater sense oF control

Summary

within the population, there is an increasing trend towards patients 
having more than one chronic condition and/or having medically-complex 
cases. the healthcare system is trying to accommodate these patients 
by giving access to multiple specialists to help monitor and educate 
them. yet this simultaneously begins to blur the roles that the patient’s 
pcp and specialists plays in their care. By creating an agreed-upon 
protocol or “contract of care” between the doctors and the family, each 
member understands their roles and responsibilities around care.

Benefits

1. tailors the care team to the patient’s needs, rather 
than automatically assigning the primary care 
provider as the best advocate for the patient

2. helps set expectations for each of the care 
providers, so the family knows which provider is best 
equipped to take on certain responsibilities

3. increases communication and collaboration 
across the patient’s care team

Capabilities

ProCeSS

establish a contract for care that includes responsibility of advocating,  
education, and on-going management of the treatment plan

PeoPle

establishing legal clauses of care; 
buy-in from pcp, specialist(s), 
and family on contract

TeChnology

care contract that is 
sharable across players 
on the care team

method helps move toward 
Balanced outlook, personal power, system of support, 
connected Knowledge
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sharing Knowledge with 
the Family’s personal “care 
coordination team”

primary care method card 
Facilitate a greater sense oF control

Summary

Families rely on many people in their lives to help manage their 
children’s care. usually, the coordination of this team of people rests on 
the primary caregiver’s shoulders. By mapping this team and helping 
to facilitate their coordination, we can lift part of this burden off one 
person and disseminate key information for more aligned care.

Benefits

1. takes the responsibility of information-sharing off of the 
caregiver and disperses across support system

2. ensures that others in the family’s support system have up-to-
date knowledge and the ability to follow-through with care plan

Capabilities

ProCeSS

personal care team mapping exercise; determining best method 
of sharing information with care team (e.g., email, letter)

PeoPle

coordination to ensure info is shared; authorization to 
disclose health information; buy-in from members of 
care team (e.g., grandmother, school counselor)

TeChnology

personal care team mapping exercises; sharable treatment 
plan; ability to distribute digitally or manually

method helps move toward 
Balanced outlook, personal power, system of support
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Key Capability: Make health tangible
Health and wellness are difficult concepts for many people, especially children, to fully grasp. 

Not only do they have a limited understanding of how their actions today can affect their 

health later in their lives, but prescribed health goals don’t have much relevance to the things 

in their lives that are important to them.

By making future outcomes more tangible and relevant to their lives as well as providing 

action-oriented goals along the way, we can help children become more accountable for 

their behaviors around their health - thereby building confidence and resilience in the face  

of their condition.
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understanding the child 
from their perspective

primary care method card 
maKe health more tangiBle For children

Summary

children rarely play a part in their own care. the healthcare system 
presumes that the caregiver knows best, thus giving the child a 
passive voice. instead of continuing this practice, we can help the child 
express what they are feeling and make them the experts on their 
own wellbeing. creating an activity that allows them to give different 
aspects of their health (including their physical, emotional, social, or 
cognitive health) a grade - a measurement that they are familiar with - 
helps to support and encourage the role they play in their own care.

Benefits

1. opens the communication barrier between children and 
adults, giving the child a voice in the conversation

2. acknowledges other aspects of children’s lives that 
affect their overall health - thereby giving doctors 
a holistic view of their state of “wellness”

3. grounds the concept of “health” in a paradigm that 
children can easily relate to (i.e., school grading)

Capabilities

ProCeSS

patients take the survey before 
appointment; doctor discusses grades 
and provides necessary referrals, 
resources, or treatment plans

TeChnology

grading survey tailored to the different developmental stages of 
the patient and delivered in age-appropriate, engaging ways

method helps move toward 
personal power, sense of self, connected Knowledge

PeoPle

survey 
administration
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defining and aligning 
patients’ short-term goals 
and long-term trajectory

primary care method card 
maKe health more tangiBle For children

Summary

all families are at different points along their “journey of wellness”. 
some require short-term solutions that help them manage their 
children’s chronic conditions, such as keeping them out of the 
emergency department. others are focused on a longer-term 
target to ensure their children are on the right path into adulthood. 
By defining both short-term goals to create small wins as well as a 
long-term trajectory toward which all these smaller achievements 
are building, everyone can be aligned on the pathway of care.

Benefits

1. Keeps all care providers on the same page in terms of 
the long-term objectives of the treatment plan

2. Benchmarks journey into smaller and easier wins to 
enable achievement and build self-efficacy

method helps move toward 
Balanced outlook, personal power, sense 
of self, connected Knowledge

Capabilities

ProCeSS

collaborate with child and family on setting long-term personal 
health goal; assign s.m.a.r.t. short-term goals; track progress

PeoPle

management of progress

TeChnology

sharable goal plan; digital or paper-
based tool for tracking progress
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partnering with emerging 
digital health offerings to 
increase engagement

primary care method card 
maKe health more tangiBle For children

Summary

there are an incredible number of resources geared towards children 
and health engagement that are currently available. tapping into these 
solutions broadens the doctor’s resource arsenal for educating as well as 
providing real-time feedback tracking and monitoring behaviors. these 
solutions could become part of the child’s “prescription” or treatment 
plan, such as digital health games (i.e. monster manor or re-mission) 
as well as tracking technologies (i.e. FitBit, nike+, and JawBone).

Benefits

1. taps into children’s affinity for games to potentially increase 
acquisition of knowledge and boost feelings of self-efficacy

2. makes tracking and monitoring of conditions or behaviors 
more readily available and accurate, rather than relying 
on self-reported measures between visits

method helps move toward 
personal power, sense of self, connected Knowledge

Capabilities

ProCeSS

establish health goals; “prescribe” digital health tool 
for further education and/or goal-tracking; set weekly 
or monthly check-ins with doctor to track progress

PeoPle

partnership liaison; 
information systems 
support; management 
of tools and software; 
buy-in from doctor

TeChnology

dependent on 
digital health tool 
implementation; 
modifications to the 
current avs inputs 
and outputs



73

creating a clear, actionable, and 
shareable wellness summary

primary care method card 
maKe health more tangiBle For children

Summary

while families appreciate receiving an after visit summary (avs) 
as a “receipt” from their doctor visit, the information isn’t as useful 
and actionable as it could be. By redesigning the avs into a 
collaborative, goal-oriented document that can be shared with 
other members of a patient’s care team and support system, it 
could help overcome current language barriers, more readily 
track progress, encourage adherence to a treatment plan, and 
increase understanding of the child’s current health status.

Benefits

1. serves as a learning tool to help reinforce information that was given verbally

2. Focuses on different aspects of health depending on the type of visit 

differentiating between short-term sick care and long-term well care

3. gives the family information that is useful and motivating, and shareable

4. simplifies and connects information, making it easy to understand and apply

5. provides a qualitative patient snapshot for the non-primary care 

doctors who may see a patient between wellness visits

method helps move toward 
personal power, sense of self, connected Knowledge

Capabilities

ProCeSS

patient and caregiver input their expectations and questions for the 
exam; doctor inputs information discussed during exam; information 
gets printed out after exam and/or emailed to caregiver; caregiver and/
or clinic shares summary with other authorized caregivers and doctors

PeoPle

doctor and front 
desk buy-in

TeChnology

modifications to the current 
avs inputs and layout; data 
visualization capabilities
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Key Capability: Support, inspire, and guide first generation changemakers
Based on our foundational research, we know that there is a small yet powerful trend of 

children breaking away from their family’s unhealthy outlook to develop healthy habits on 

their own. Yet many of these first generation changemakers feel alone and isolated in their 

quest for wellness.

By tapping into this movement and engaging children who are taking accountability for their 

health, MyChildren’s can encourage this self-sustaining movement by connecting them to 

other changemakers, celebrating their successes with them, and supporting their behavior 

change within their households and communities.
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creating a safe place for 
patients to share

primary care method card 
inspire, guide, and support First generation changemaKers

Summary

children aren’t always willing to share personal experiences while 
a caregiver is present. while it is important for the doctor to build 
a relationship with the family  to build a relationship with the child, 
be a trusted listener during sensitive topics, and provide guidance. 
taking 5 minutes at the end of the wellcare visit for a “doctor/patient 
confessional” allows the child and doctor to talk about a topic of their 
choosing in a private environment where it is safe for them to share.

Benefits

1. provides a safe, non-judgmental space for child to 
discuss their personal concerns or questions

2. Builds deeper rapport between the child and doctor 

3. allows doctor to address unhealthy or unsafe 
behaviors and provides alternative options

method helps move toward 
Balanced outlook, sense of self, connected Knowledge

Capabilities

ProCeSS

ask the caregiver to leave at the end of the exam; 
engage child in a discussion about a topic of their 
choosing; provide guidance and support

PeoPle

Buy-in from caregiver(s), 
child, and doctor

TeChnology

none
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uncovering motivations 
that drive engagement

primary care method card 
inspire, guide, and support First generation changemaKers

Summary

providing patients and families with the information and guidance to 
help them adopt healthier behaviors only gets us so far. there are many 
motivational barriers that affect whether patients will adopt or change 
behaviors. By assessing and addressing their level of understanding and 
knowledge, their readiness and ability to engage, and their confidence 
around self-management, we can focus on improving key problem areas, 
thus beginning the journey to behavior change and engagement.

Benefits

1. provides insight as to where to direct support, what 
support to provide, and how to best deliver

2. recognizes the fact that engagement is a developmental 
journey, and that we must start with what is 
feasible, realistic and achievable for them

3. makes more efficient use of resources to meet patient/family needs

method helps move toward 
Balanced outlook, sense of self, connected Knowledge

Capabilities

ProCeSS

assessment of activation during each wellness check 
up; personalized goal-setting to increase activation

PeoPle

targeted coaching; 
tracking progress

TeChnology

surveying tool, such as 
patient activation measure
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instilling pride through 
stories of achievement

primary care method card 
inspire, guide, and support First generation changemaKers

Summary

pride is a universal motivator for both children and adults sharing 
success stories enable children and families to tap into personal 
pride while highlighting stories of “possibilities” for those on their 
journey. this builds patient engagement through recognition of their 
achievements and creates a community of positive role models.

Benefits

1. gives children and families recognition for achievement 
and success, making health more tangible

2. engages children in their health and wellness through 
intrinsic motivation, such as sense of pride

3. establishes a community of positive role models 
in various areas around dallas

method helps move toward 
personal power, sense of self, system of support

Capabilities

ProCeSS

staff nominates patients and families for health achievement; 
patient/family is notified and consent is provided; stories 
are shared with the community via story-sharing platform

PeoPle

interviewing/content 
creation; storytelling 
capabilities; buy-in from 
patient and family

TeChnology

story-sharing platform 
(e.g., web-based, school 
program, video)
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Facilitating experience-sharing 
with patients and Families

primary care method card 
inspire, guide, and support First generation changemaKers

Summary

patients and their families who are diagnosed with chronic conditions 
need help navigating the financial, educational, physical, and 
emotional pitfalls; many feel alone in this journey. access to others 
“like them” and relevant community resources often feel serendipitous. 
community based patient support groups help appropriate this 
serendipity so they can more easily navigate through their journey. 
By sharing stories, advice, and support, families have a better 
chance of successfully navigating their chronic conditions.

Benefits

1. connects patients and families with others who are going 
through a similar journey to build a strong system of support

2. Facilitates localized learning and education through the 
experiences of others in a relevant environment

3. addresses relevant issues that emerge during childhood, adolescent 
and young adult years through age-appropriate groups

method helps move toward 
personal power, sense of self, system of 
support, connected Knowledge

Capabilities

ProCeSS

enroll patients and families in appropriate group; 
track progress and level of engagement

PeoPle

management of enrollment; group 
facilitation and coordination

TeChnology

none
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 Key Capability: Provide care beyond the child
Healthcare is currently provided through the lens of limited and episodic visits to the doctor, 

which silos the individual from the influences that play a major role in their health and wellness 

– including the beliefs, values, attitudes, and habits that exist in their households. Additionally, 

MyChildren’s scope of care ends not only after they leave the facility, but also after they age 

out of pediatric medicine. 

By extending the current scope of primary care, we can better connect the child as a patient, 

the child as part of a larger family, and the child as a foundation to adulthood. From here, we 

can play a role in developing lifelong families of wellness that carry through current and future 

generations by looking beyond the child and contextualizing care throughout her life.
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establishing healthy habits 
Beginning at Birth

primary care method card 
deliver care Beyond the child

Right
behind
you!

Summary

in order to help families better manage their health, we need to start 
at the beginning – at birth. By establishing a relationship between 
mychildren’s and expectant mothers through a maternity care 
package, parents can begin their child’s life off with the essential 
supplies, products, and information needed for child care, as well as 
their personal pediatrician. not only will this method help establish 
keystone habits that are important to health early in the child’s 
development, it will also allow us to expand our providers’ panels 
– thus, welcoming more families into the mychildren’s family.

Benefits

1. welcomes children into their lives with the 
essentials needed for positive development

2. establishes a relationship with the mother and child from the 
start to help these new families adopt healthy habits

3. contributes to current mychildren’s providers’ panels 
through proactive contact with new families

method helps move toward 
Balanced outlook, personal power, system 
of support, connected Knowledge

Capabilities

ProCeSS

provide care packages to obstetricians to give 
to expectant mothers; establish contact with 
mothers to schedule their child’s first exam

PeoPle

liaison with obstetricians and 
maternity wards of hospitals; 
coordination of care packages

TeChnology

care package 
and contents
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connecting Families to the 
resources they need

primary care method card 
deliver care Beyond the child

Summary

many of families’ health problems stem from problems that are often 
outside the scope of clinical care. while doctors and staff try to connect 
families to other resources, the process tends to be fragmented and 
unsystematized for the clinical practices. Further, the offerings often lack 
relevance or clear direction for patients. inspired by the health leads 
model, families can be given a directed and specific “prescription” for 
non-medical factors that can be given and allows a community resource 
“expert” to coordinate and connect them to the right resources. 

Benefits

1. addresses health issues affected by non-medical social determinants

2. enables access to recommendations that are 
personalized, relevant, and high-quality

3. aggregates and systematizes knowledge around existing 
resources, enabling shareability between clinics

method helps move toward 
Balanced outlook, system of support, connected Knowledge

Capabilities

ProCeSS

assess individual family needs; provide “prescription” 
for resource needs; track status of referral

PeoPle

community resource 
liaison; coordination 
of resource 
recommendations

TeChnology

either analog or digital 
database of resources 
that is easily shareable 
and updated
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easing the transition out of 
mychildren’s and into adulthood

primary care method card 
deliver care Beyond the child

Summary

transitioning from a pediatrician to an adult primary care doctor can 
be stressful and fraught with gaps in care - especially for patients with 
chronic or complex conditions. ensuring that patients have fostered the 
necessary skills to advocate for themselves as well as building a transition 
plan well in advance can help ease anxieties that care will continue to 
be comprehensive in the pediatrician’s absence. additionally, building 
close ties with a network of adult primary care doctors may enable closer 
collaboration on a patient’s care plan and history through the transition.

Benefits

1. Facilitates a smooth transition for the patient and family to 
prepare them for the move from childhood to adulthood

2. develops patients’ education and skills to ensure 
they can advocate for themselves, such as scheduling 
appointments and learning their medical history

3. enables proactive planning for the tasks and steps associated 
with “graduating”, and mitigates potential gaps in care

method helps move toward 
Balanced outlook, connected Knowledge

Capabilities

ProCeSS

slowly build agency of patients starting in adolescence; discuss transition plan 
with family in advance; discuss relevant care information with new doctor

PeoPle

transition planning; 
buy-in of adult 
primary care doctor

TeChnology

transition plan; patient 
agency “checklist”; digital 
or manual transference of 
patient files to new doctor
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conclusion
As we have laid out in our work thus far, in order to bring about positive health outcomes 

in our children and families, we must marry MyChildren’s strong clinical capabilities with a 

softer focus on health management. By zeroing in on that new focus, this highlights areas of 

the current medical home model that are falling short of that goal. By better understanding 

what children and families need in order to manage their own health, and what the system is 

actually providing, we can see the gaps in that experience. 

These gaps elucidate new capabilities that MyChildren’s needs to develop in order to support 

our families’ health management. By focusing on several key improvements - through the 

experimentation of new methods - MyChildren’s can test these new methods in their practices 

and make changes in order to build a successful improvement to the process. Once a final 

concept has been developed, MyChildren’s can begin engineering these new process 

improvements to spread throughout the rest of the facilities - thus, enabling each facility to 

build their health management capabilities.

This process isn’t clean; it will be messy and sometimes confusing, but in the words of  

ohn F. Kennedy:

“We choose to do these things, not because they are easy, but because they are hard”
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mission is to enable business model and system level innovation in areas of high 

social impact, including healthcare, education, energy, and entrepreneurship.

BIF’s Patient Experience Lab provides an integrated model of design research that 

directly engages patients in real-world R&D. By understanding their experience within 

the healthcare system from their point of view, BIF is pioneering a pathway that takes 

human-centered research and design off the whiteboard and into the real world.

www.businessinnovationfactory.com  



89



90


