Primary Care
Practice Facilitation
Curriculum

Module 32: Improving Self-Management Support
and Engaging Patients in Care and
Practice Improvement Topics

AHR®

Agency for Healthcare Research and Quality
Advancing Excellence in Health Care @ www.ahrqg.gov

ERVICE,
SRS,
s )
S
&
¥
=
5
z
&
z é
)
U,
Lavaaa

g
PCMH ‘ -\‘WRWX%(N&RE




Primary Care Practice Facilitation Curriculum

Module 32. Improving Self-Management Support and Engaging Patients in
Care and Practice Improvement Topics

Prepared for:

Agency for Healthcare Research and Quality
U.S. Department of Health and Human Services
540 Gaither Road

Rockville, MD 20850

www.ahrg.gov

Contract No. HHSA2902009000191-Task Order No.6

Prepared by:

Mathematica Policy Research

Princeton, NJ

Project Director: Deborah Peikes

Deputy Project Director: Dana Petersen

Principal Investigators: Deborah Peikes, Erin Fries Taylor, and Jesse Crosson

Primary Author
Lyndee Knox, Ph.D., LA Net Community Health Resource Network

Contributing Author

Cindy Brach, M.P.P., Agency for Healthcare Research & Quality

Judith Schaefer, MPH, MacColl Center for Health Care Innovation, Group Health Research
Institute

AHRQ Publication No. 15-0060-EF
September 2015



This document is in the public domain and may be used and reprinted without permission except
those copyrighted materials that are clearly noted in the document. Further reproduction of those
copyrighted materials is prohibited without the specific permission of copyright holders.

The findings and conclusions in this document are those of the authors, who are responsible for
its contents; the findings and conclusions do not necessarily represent the views of AHRQ.
Therefore, no statement in this report should be construed as an official position of AHRQ or of
the U.S. Department of Health and Human Services.

Suggested Citation

Knox L, Brach C, Schaefer J. Primary Care Practice Facilitation Curriculum (Module 32).
AHRQ Publication No. 15-0060-EF, Rockville, MD: Agency for Healthcare Research and
Quiality; September 2015.

Primary Care Practice Facilitation Curriculum MODULE 32 M32-ii



Contents

INSIUCLOT™S GUIAE ..vviieiiiiiiie e ittt c e e e et e e e e et e e e e st e e e e e aaab e e e e esabeeeessbaaeeesansreseesanseeeaans 1
L0 RTPR 1
O JECTIVES ...ttt bbbt bbbt bbbt Rttt b bbbt e s 1
Exercises and Activities To Complete Before and After the Session...........cccccvevevveeivcieiiennnn 1
IMIOAUIE 2. ..t b bbbt s et b bbbt bt bt e st e st et e be et e beebean e ne e 3
Impact of Social Determinants and Poverty on Self-Management............cccccovvevieeiie e, 3
How Can Practices Provide Self-Management SUPPOM? .........cocovviieiiieiiie e 4
How Can Facilitators HEIP? ........o.oie e 5
L C] T =] 010X SRR PUPRTROPR 7

Primary Care Practice Facilitation Curriculum MODULE 32 M32-iii






Module 32. Improving Self-Management Support and
Engaging Patients in Care and Practice Improvement
Topics

Instructor’s Guide

Practice facilitator (PF) competencies addressed in this module:

Time

Foundational knowledge of primary care environments
Professionalism in patient culture

Pre-session preparation for learners: 110 minutes
Session: 90 minutes

Objectives

After completing this module, learners will be able to:
1. Explain why self-management support is important to improving patient care outcomes and
discuss how it fits in the Care Model and the patient-centered medical home.
2. List the actions facilitators can take to assist practices to improve self-management support for
their patients.
3. ldentify online resources that facilitators can use to increase practice member knowledge of
self-management support.

Exercises and Activities To Complete Before and After the Session

Pre-session preparation. Ask the learners to review items 1-4 and explore item 5. (105 minutes)

1. The content of this module.

2. What, why, and how of self-management support videos. Available at
http://www.orau.gov/ahrg/sms_what.html; http://www.orau.gov/ahrg/sms_why.html;
http://www.orau.gov/ahrg/sms_how.html.

3. Helping patients help themselves: how to implement self-management support. California
HealthCare Foundation; 2010. Available at
http://www.chcf.org/~/media/MEDIA%20LIBRARY %20Files/PDF/H/PDF%20HelpingPtsHel
pThemselvesimplementSelfMgtSupport.pdf..

4. Helping patients manage their chronic conditions. California HealthCare Foundation; 2005.
Available at
http://www.chcf.org/~/media/ MEDIA%20LIBRARY %20Files/PDF/H/PDF%20HelpingPatient
sManageTheirChronicConditions.pdf .

5. Partnering in Self-Management Support: A Toolkit for Clinicians. Institute for Healthcare
Improvement. Available at
http://www.ihi.org/knowledge/Pages/Tools/SelfManagementToolkitforClinicians.aspx.

6. AHRQ self-management support site. Available at http://www.orau.gov/ahrg/sms_home.html
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During the session. Presentation (30 minutes)

1. Present key concepts from this module.

2. Transforming Practices into Medical Homes slide show by Safety Net Medical Home Initiative.
PCI Pt. 2: Self-Management Support in the PCMH, showing capture of self- management goals
in an electronic health record and case examples of health coach implementation. Available at
http://www.safetynetmedicalhome.org/sites/default/files/Webinar-Patient-Centered-Interactions-

2.pdf.

Activity for learners (30 minutes)

1. Have learners divide into pairs or small groups. Assign roles: practice facilitator and
participant(s).

2. Review the Self-Management Support section in the Assessment of Chronic IlIness Care
(ACIC) tool. Complete the section on PracticeOnlyOneforMiles or practice with whatever tool
the learner is already using. Have practice facilitator “facilitate.”

3. Use Self-Management Support Roles and Assignments to model an enhanced self-management
support program for the practice.

Discussion. Ask questions and explore answers with learners. (30 minutes)
1. What role can a facilitator play in assisting practices to improve self-management support and
why does this matter?
2. What were some lessons learned from the Bodenheimer article on implementing self-
management support?
3. What role does it play in the Care Model and the patient centered medical home?
4. What were the results of your ACIC assessment? What did you learn from using the tool?
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Module 32.

An individual with chronic disease is in the medical
. . Ani i ber of people h
office an average of 6 hours a year. The patient f INCTeasing numbe of pEop'e have
at least one chronic illness that requires

spends the remaining 8,754 hours a year outside the day to day management. Outcomes for
medical office. Self-management support is about helping these patients with chronic needs can

o AR : be | d by helping them b

patients improve or maintain their health during those © Improved by helping them become
more active in self care.

8,754 hours.

—Agency for Healthcare Research and
Self-management consists of all the activities and tasks Quality

that patients engage in to live with chronic illness
including managing symptoms, treatment, emotional impact, physical and social consequences,
and lifestyle changes. It includes patients’ beliefs in their ability to manage their conditions, their
ability to navigate and interact effectively with clinicians and the health care system to ensure
they receive needed care, and the behaviors they engage in to manage their conditions and their
care. Activities required for self-management can be divided into three categories: 1) actions
needed to deal with physical aspects of the illness, 2) actions needed to manage the emotional
aspects of the illness, and 3) actions needed to deal with the social impact of the illness (Strauss
& Corbin, 1988).

Impact of Social Determinants and Poverty on Self-Management

A significant percentage of individuals who receive care through the safety net have chronic
conditions. These individuals face special challenges to self-management. Low levels of health
literacy can make it difficult for patients to understand instructions provided by clinicians about
caring for their conditions. The perceived power differential between clinicians and patients can
make it difficult for patients to ask questions or effectively advocate for their care. Norms of
different cultural groups that view questions or engagement of clinicians as disrespectful also can
inhibit effective communication.

Poverty and lack of insurance reduce access to needed specialty care services and medications.
Patients’ adherence to treatment recommendations can be affected by inaccurate information and
myths in the patient community about treatments such as insulin, which sometimes results in
amputations and death. Similarly, patients’ views of illness in general and their ability to
influence its course can be shaped by cultural norms that suggest an inevitability of outcome,
inhibiting the patients’ willingness to engage in what may be perceived as futile attempts at self-
care.

Behaviors essential to healthy living may also be affected by cultural traditions, as well as the
overabundance of fast foods and limited access to healthy low-cost foods and safe spaces for
exercise in low-income neighborhoods. Social cohesion and support, vital to effective
management of chronic conditions, may be compromised by fear. High crime rates and
immigration enforcement actions can wreak havoc on social networks and support available to
individuals living with chronic illness and their families.
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How Can Practices Provide Self-Management Support?

In 2003, the Institute of Medicine defined self-management support as “the systematic provision
of education and supportive interventions by health care staff to increase patients’ skills and
confidence in managing their health problems, including regular assessment of progress and
problems, goal setting, and problem-solving support.” Although in the early days self-
management support primarily consisted of providing information, research has demonstrated
that these educational interventions affected patients’ knowledge but not their self-care behavior
(Pearson, et al., 2007).

Coaching is needed by professionals who, in addition to teaching skills, have the psychosocial
skills to facilitate a patient’s change in behavior. Evidence is emerging that self-management
support programs, which now often include an interactive, empowerment approach, improve a
variety of outcomes for different chronic conditions (Pearson, et al., 2007).

Practices provide self-management support to patients in a variety of ways. According to the
Agency for Healthcare Research and Quality (AHRQ), these include:

e providing empathic, patient-centered care

¢ involving the whole care team in planning, carrying out, and following up on a patient
visit

e planning patient visits that focus on prevention and care management, rather than on
acute care

e involving the patient in goal setting

e providing tailored education and skills training using materials appropriate for different
cultures and health literacy levels

e making referrals to community-based resources, such as programs that help patients quit
smoking or follow an exercise plan

¢ regularly following up with patients via email, phone, text messages, and mailings to
support their efforts to maintain healthy behaviors. (Available from
http://www.orau.gov/ahrg/sms_what.html)

Self-management support is a core feature of the Care Model and fundamental to the provision of
patient-centered care. Effective self-management support, however, can be time intensive.
Fortunately, self-management support programs are often offered in the community and can be
used to augment practice staff activities.

Practices usually combine some in-house self-management support activities with referrals to
community-based resources. Practices using this approach will need to identify and vet these
community-based programs. A self-management program should be evidence-based,
linguistically competent (meaning it is delivered in the preferred language of the patient),
appropriate to the health literacy level of the patient, and culturally sensitive and appropriate.

Primary Care Practice Facilitation Curriculum MODULE 32 M32-4


http://www.orau.gov/ahrq/sms_what.html

How Can Facilitators Help?

As a facilitator, you can help practices with a variety of self-management support tasks, such as:

assessing existing self-management support services

mapping current roles and workflows related to self-management and helping the practice
redesign them

setting goals to improve these services

using the Model for Improvement to design and test improvements to services (see
Module 8, Approaches to Quality Improvement)

identifying appropriate patient self-management support materials

identifying self-management support training and resources for clinicians and other staff
(e.g., AHRQ’s Self-Management Support Resource Library)

introducing and training staff on evidence-based and exemplar self-management support
programs

conducting an inventory of community-based programs

developing referral relationships and protocols with community-based programs
(DeWalt, et al., 2010, Health Literacy Universal Precautions Toolkit, Tool 20, Use Health
and Literacy Resources in the Community http://www.ahrg.gov/professionals/quality-
patient-safety/quality-resources/tools/literacy-toolkit/ )

establishing followup routines to check in with patients between visits.

setting up performance reporting for monitoring the delivery and impact of these services

Self-management support involves the entire care team. As shown in Module 29, you can help
your practice think through the various tasks involved in self-management support (SMS) and
which staff members could perform those tasks. Case studies of care teams that incorporate self-
management support in the work that they do day-to-day are available at
http://www.chcf.org/~/media/ MEDIA%20L IBRARY %20Files/PDF/B/PDF%20BuildingTeamsl

nPrimaryCareCaseStudies.pdf. Table 32.1, adapted from the Institute for Healthcare
Improvement, provides a template. You and your practices will need to customize the list of tasks
and staff.
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Table 32.1. Self-management support tasks and assignments

Task

Primary
Care
Clinician

Nurse/
Pharmacist

Medical
Assistant

Clinical
Care
Manager

Nutritionist,
PT, OT

Health
Educator/
Dietitian

Clerical
Staff &
Other

Call patient in for visit

Plan patient visit

Introduce SMS and patient role

Develop action plan with patient

Educate and train patient

Confirm patient understanding

Refer patient to community
resources

Schedule followup visits

Conduct followup with patient
between visits

Establish referral and
information sharing protocols
with community SMS programs

Maintain inventory of patient
education materials

Maintain inventory of
community resources

Identify SMS-related training
opportunities for staff

Collect and report on SMS
performance measures

Adapted from Institute for Healthcare Improvement.

Note: this module is based on Module 21 of the Practice Facilitation Handbook. Available at http://www.ahrq.gov/professionals/
prevention-chronic-care/improve/system/pfhandbook/
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Module 32: Improving Self-Management Support and Engaging Patients in Care and Practice Improvement Topics
Appendix 32. Self-Management Support Tasks and Assignments: Role Visualization Exercise for
Self-Management Support

Complete the chart by describing what each team member will do for each of the listed tasks for self-management support. Not all
team members will be involved in each activity, nor is the list of tasks exhaustive.

Administrative
Clinical Care Staff/Patient
Role PCP Nurse MA Manager Dietitian/PT/OT Navigator Other

Introduce SMS,
describe roles.

Set visit
agenda.

Collaborate on
patient goal
setting.

Provide
information and
skills training to
patients.

Create an
action plan.

Connect
patients with
resources in
community and
elsewhere in
health system.

Oversee
disease
registry/
proactive
followup.

Conduct
previsit chart
reviews.

Adapted with permission from Institute for Healthcare Improvement, Cambridge, MA.



Module 23: Documenting Your Work With Practices

Appendix 23. Sample Practice Record

Encounter Notes

Practice Fadilitator (PF) Lisa Helps Alot Cell: Email:

PF Standing Visit (day'time): Mondays 1-4
Practice status Active

of indicated
Pnreumococcal Vaccine delivery vE. 20&: in simiar

oractices in area

Improvement & Study Projects participating

in: Start date End date Description
1) Chrenic Kidney Disease guideline
mplementaton

2) implement Care Tearmrs 1172112 11/21/12 Iimplement care teams 10 support transformation to patient-centered medical home and 0 improve access and quality

112 102/13  Improve quality and outcomes for patients with CKD

112 2| CKXD: Met with CKD champion for practice and his team, held peroject kick-off meeting; academic detailing on CKD quidelines and their use in primary care
9812 1 CKD: Met with registry manager at request of Or. Like Data There are problems pulling eGFR data into the registry. Also, dinicans are coding CKD as

ing patients with fNu; registry manager cut on vacation, Or. Like Data not responding 10

101212 _ CXD: Dr. CKD not sble to meet because practice busy tres
1novzz212 CXD: No progress with registry because manager out on vacation, Dr. CKD says can meel next week Started first performance auwdit on patients with

/iarz 2 CXD: Met with Dr. CKD and reviewed performance data. Dr. CKD indicates that information on medicaticns is probably inaccurate due to out of date
1118012 2 CXD: Provided 15 minute training 10 CKD improvement team on Model for Improvement; provided training also on effective meeting facilitation.
PRACTICE PROGRESS DASHBOARD
PROJECT
Overall Assessment Scales: 0 = Nao activity; 1 = Plarnirg: 2 = Activity, no change; 3 = Testng: 4 = Implementation: § = Spread; & = Complete
A. Create Quality improvement teamicmt and
performance monitoring system CKD NOTES/ICOMMENTS
OVERALL SCORE: I e —,eeeee———eeeeeeeeeeeeeeeeeeeeeeeee |
A1l. Cesigrate Project team leader 6 Dr. CKD is the champion
A2. identfy performance metrics 6
A3. Develop performance report generator using 3
EHR and registry cata
Ad. Map workfiow for performance reporting & use 3
AS. Tran Project team on Mode' ‘or knprovement ~ I
and PDSA cycies ©
AS. Review performance report monthly and carry o
out PDSAs
8. Use registry to manage target population CXD NOTES/ICOMMENTS
OVERALL SCORE: 3 e —— |
81. Create registry 3 Underway, wailing for regisiry manager Lo retun from vacation

82. Populate regstry

83 Assess & leverage existing popuation
management resources

B84. Tran staff in population management

85. Map workfow for population management

85 Create reports ternplates/alerts 1o allow
population management & planred care

B87. Monitor use of registry 1o manage patient care
and support population management

C. Use templates CKD NOTES/ICOMMENTS

OVERALL SCORE: ___________________________________________________________________________________| I

;’c‘.ﬂ: ect template 300l from registry/EHR (o 1 Dr. CKD plans to meet with EHR manager o create template.

C2. Map workflows to use template

C3. Use tempiate at every patient visit

C4. Ensure registry©EHR updated afler every

patient visit

CS. Monitor use of templates

D. Standardize care CXD NOTES/COMMENTS

OVERALL SCORE: e ———— T ————— T —————————— T —————————————— |
Dr. CKD and team have adopled the CKD guidelines provided by the project Are discussing madifying lab requiremments since some of
the labs are expensive and hard 1o cblain for uninsured patients. Wil help schedule virtual conference with Acadermic Detailer for Dr.

D1. Select protocol/iguideine for dinical care issue 3 CKD and his team 1o discuss this issue with him.

D2. Modify for use in safety ret enviFccoment

03. Map workflow o implement/use protocol

D4. Use protocol at every patient visit
DS. Monitor use of protocol
E_ Scif Management support CXD NOTES/ICOMMENTS

OVERALL SCORE: -
£1. Assess existirg SMS resources ot pracice
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Baseline Performance Data

N for
performance least 2x from 8-30- collected
data abstration _ 30 10024/11
% #
ra - N
Male 2667%] & Race/Ethnicity Insurance status
Female 73.33%[22 — 100.00%
wverage age ¥ 20.00%
A 3&7:1 - - oo 00%
Latino T6.67% 23 powos 000%
African American | 10.00%| 3 20.00% H00%
White (Hisp & 60.00% 50.00%
non: 0.00%| © 50.00% 2000%
Not Stated/Other 13.33% 4 40008 3000%
Insurance status 30.00% 2000%
None 3.33% 2000% 10.00% l
Medi 20.00%| & 1000% - o0%, — -
stk 0.00% | KO aron African White [Hisp& | Not Statedy o::'x
Other govn't Lating . ) oxthe Nore | Medicare | Medcaid (?WIIA Srrate
(HWLA. etc) 76.67%|23 [sorsst|  reern 10.00% 0.00% 13.33% ae)
Private 0.00%] 0 [seres1| 333% | 2000w | ooox | 7eerx | acom
~__CKD patients
W& e Sex ... CKD on Problem  » ~
K % o List? 100,008 Medications
?: "ale 90.00%
80.00%
10 7333 ®female 20.00%
% Yos
15 a% 60.00%
3 50.00%
1 40.00%
- CKD patient eGFRs P
6.67%| 2 .
CKD on problem 30.00% 0.00%
list? Aspicin/
93.33% | blood ACE/ARB NSAIDS | Matformin
VN:. 9::;: ”é 0.00% < PR B0 thinner (yes) VitD3 Iyes) tyes (yes)
[sertesa|  an33x nase | oom fyes]
[sariest|  sn00x 60.00% 20.00% £3.33% 30.00%
- Labs within the past 12 months Comorbidities/Risk factors
100.00%
20.00% P
20.00% -
70.00% —
£0.00% oome
50.00% -
40.00% 40.00%
30.00% 000%
W00% 20,00%
10.00% 10.00%
0.00% 0.00% - F !
Referral ,
25 Sort Caldiu
GER OG:«: Hbalc :‘:":. z‘:"" HGB | fydrowy | PTH vhos‘z:a M DAY Ox | HTN Dx D.:",: ",:,m Lmoqo ,efg__ <:zf. Smoker
vith te -
2 [seriesn] 3.33% | 13.35% | 20.00% [ 5333w 3.33%
[series1 | 96.67% | 3333% [ 5333% | 6000 | 85,673 | s0.00% | s0.con
10000% Prevention
B00%
H00%
2000%
2000%

i<+«
A

>
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b
BASELINE Performance Data / Perf. Data Monthl

Perf. Data RUN CHART , PDSA_1




Performance Data Run Chart

Adherance to recommended labs CKD on Problem List?
1 ——cGFR
03 wmReferral if
| eGFR<30
08 e HbALC 1 —
0.7 0.9
’ s ipid panel 0.8
206 | ounE 0.7
e sweSerum Cat++ 06
05 .
5 “——HGB 0.5
o 04 0.4 —es
w25 hydroxy VitD 0.3
03
0.2
02 Fies 0.1
01 Serum phosphate 0 ) ) ) '
. Baseline CKD progress CKD progress
[ M/ data 1l data 2
Baseline CKDprogressdatal  CKD progress data 2
Prevention Medications
1
0.6
0.9
05 0.8 s pspirin/blood
’ / . thinner (yes)
0.4 Flu v::cine last 12 z: w—CE [ARB
o months o
= E- (yes)
) 05 AN ——
L] - - R Vi1
3 wsPneumoccocal vaccine 3 \ Vit D3 (yes)
ever 0.4
0.2 x
0.3 s=NSAIDS (yes)
01 “Vein preservation 02
01 s Metformin
0 0 (yes)
Baseline  CKD progress CKD progress .
data 1 data 2 Baseline CKD progress dataCXD progress data
1 2

l=mll '« « » » T Contacts | Encounter Notes | BASELINE Performance Data /| Perf. Data Monthl / Perf. Data Month2 | Perf. Data RUN CHART | PDSA_1 / PDSA 2 | PDSA 3 | +)




Plan Do Study Act Reporting Template

PLAN DO STUDY ACT (PDSA) REPORT

Aim: (overall goal you wish to achieve):

Describe your first (or next) test of change: Person responsible When to be done Where to be done
Plan

List the tasks needed to set up this test of Person responsible When to be done Where to be done
Predict what will happen when the test is Measures to determine if prediction succeeds

Do: Describe what actually happened when you ran the test

Study: Describe the measured results and how they compared to the predictions

Act: Describe what modifications will be made to the plan for the next cycle based on what you learned

=1l '« <« =+ [ Contacts | Encounter Notes | BASELINE Performance Data ] Perf. Data Month1 ] Perf. Data Month2 | Perf. Data RUN CHART | PDSA_1 | PDSA 2 | PDSA 3 | + )




	cover-Module32
	pcpf-module-32-self-management-support
	pcpf-appdx-32-role-exercise-SMS
	pcpf-appdx-23-sample-practice-record

