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Introduction

The American Medical Association (AMA) is committed to
helping doctors help their patients. To fulfill this goal, the
AMA produces innovative resources designed to bridge gaps
in the delivery of medical care. The “Physician resource
guide to patient self-management support” introduces patient
self-management support concepts and presents selected
resources and practice implementation tools. The resource
guide builds on existing information in the field of patient
self-management. It is organized to direct physicians to
resources that will help them implement cost-effective
techniques at various levels of the health care system in
order to help patients achieve better health outcomes and
increase their quality of life.



What do | expect from my patients? e Fifty-three percent of Medicare recipients with

a serious chronic condition receive more than
1. Follow health behavior recommendations to achieve and one diagnosis for the same problem within a

maintain a healthy lifestyle.

e Americans continue to engage in risky health behaviors.

Seventy-two million adults, approximately 34 percent
of the U.S. population, are obese.! Forty-five million,
20.8 percent of the adult population, smoke tobacco
cigarettes. Smoking is the No. 1 preventable cause of
death in this country, taking about 438,000 lives per
year.? Sixty-one percent of the population had at least
one alcoholic drink within the past year and 32 percent
had five or more drinks in a day within the past year.?

e Approximately 25 percent of patients do not adhere to
physician recommendations.* Disease-specific studies
have found even higher non-adherence rates. A study
of diabetes patients revealed that only 60 percent
adhered to a diabetic diet and only 19 percent followed
regular exercise recommendations.®

e Medication therapy adherence rates are usually higher
among patients with acute conditions compared to
those with chronic conditions. Adherence among
patients with chronic conditions is low, dropping most
dramatically after the first six months of therapy.®
Adherence rates average approximately 75 percent for
short-term self-administered medication regimens,’
while adherence rates to long-term self-administered
medication regimens are approximately 50 percent for
those who remain in care.®

2. Follow chronic condition treatment plans.

e A total of 125 million individuals are coping with
chronic medical conditions, affecting almost 50
percent of the U.S. population and touching every
sector of society.? Nearly 80 percent of Medicare
recipients have at least one chronic condition and
50 percent have more than one.'° Although rates are
high among the elderly, younger populations are also
significantly affected by these conditions. Research has
shown that 25 percent of children, 40 percent of adults
aged 20 to 44 years and 67 percent of adults aged 45
to 64 years live with at least one chronic condition.®

one-year period.!

Sixty percent of caregivers caring for patients with a
serious chronic condition report receiving conflicting
advice from physicians.™

Twenty-eight percent of patients reported receiving
physician advice to increase physical activity levels,
of which only 38 percent received help formulating
specific activity plans and 42 percent received
follow-up support.'?

Patient self-reports conclude that only approximately
40 percent of patients feel confident that they can
successfully make health behavior changes.!®
Confidence is a strong predictor of successful
behavior change.

The majority of patients can recall only about
50 percent of the information communicated to
them by their physician.!

Patients vastly prefer that when a doctor asks the
patient to describe his or her understanding of
conditions or treatments, the physician tells the

patient additional necessary information, then asks
what the patient understands and feels about the
information given (the “Tell Back—Collaborative Inquiry”
method). This method of information-sharing is not
only preferred by patients but is also more effective in
achieving understanding.!®



What challenges do my patients face
when making behavior changes for a
healthier lifestyle?

1. What are patients’ conceptions about improving and
maintaining health? The American Academy of Family
Physicians (www.aafp.org) commissioned a survey in
2002 to answer this question. The FP Report article,
“Changing health behaviors can be tricky, survey shows,”1®
explains why Americans continue to engage in risky health
behaviors and discusses how to apply this information in
clinical practice to encourage patients to make healthy
lifestyle choices. Survey results confirm what some
physicians have learned in clinical practice: To engage a
patient in successful behavior change, interventions must
be tailored to complement the patient’s lifestyle.

Visit www.aafp.org/fpr/20030500/9.html to view the article.

2. Patients with more than one chronic condition often engage
in a number of tasks to manage their health. An article
in Annals of Family Medicine (www.annfammed.org),
“Descriptions of Barriers to Self-Care by Persons with
Comorbid Chronic Diseases,”! discusses the findings
of a qualitative analysis of barriers to patient self-care
when coping with more than one chronic condition.
Survey results indicate that many barriers are associated
with having multiple medical conditions; therefore, self-
management interventions need to address interactions
between chronic conditions as well as skills necessary to
treat individual diseases.

Visit www.annfammed.org and search for the article by title

under “Specify Authors, Keywords,” then select “PDF” to
view the article.

Have | noticed any red flags in my
practice indicating my patients are having
problems maintaining a healthy lifestyle?
Ask myself:

1. Are my patients meeting their health goals?

2. Are my patients following health behavior
recommendations?

3. Am | frustrated with my patients’ ability to make
lifestyle changes?

4. Am | using an accurate method to assess my patients’
motivation level to make lifestyle changes?

5. Do my patients understand each step they need to take
to improve their health?

6. Do my patients understand how to properly take their
medications?

Review resources and tools included within this guide to
address these red flags.

Why is managing my patients’ chronic
conditions to improve their health a
challenge to me?

1. “Helping Patients Take Charge of Their Chronic
llinesses,”!® an article in Family Practice Management
(www.aafp.org/online/en/home/publications/journals/
fpm.html), discusses the many challenges physicians and
patients may face while managing chronic conditions. This
article reviews the “old health care model” framework and
discusses how this model produces inefficient care for
patients coping with chronic disease. The article outlines
the patient and physician role in managing chronic
conditions and suggests a shift toward patient-centered,
collaborative interventions to improve care.

Visit www.aafp.org/fpm/20000300/47help.html to view the
article.

2. The California HealthCare Foundation’s Better Chronic
Disease Care program (www.chcf.org/programs/
chronicdisease) is improving clinical outcomes and
quality of life for Californians with chronic disease through
the application of innovative programming and models
of care. This organization developed a report to identify
barriers inherent in the health care system that impede
care of chronic conditions. “Challenging the Status Quo
in Chronic Disease Care: Seven Case Studies”!® reviews
barriers to effective health care; identifies models of care
for chronic conditions such as disease management,
case management and the Chronic Care Model; and
discusses implementation themes of seven practices that



are attempting to systematically improve chronic care.
“Challenging the Status Quo in Chronic Disease Care:
Appendix with Detailed Case Studies”?° provides a detailed
overview of the seven case-study sites, including

a discussion of lessons learned from implementing

these programs.

Visit www.chcf.org/topics/chronicdisease/index.
cfm?itemID=125226 to view both the report and
the appendix with case studies.

3. The Chronic Care Model provides a framework for system
redesign to deliver effective chronic condition care.
This model promotes change through provider groups
to support evidence-based clinical care and quality
improvement across health care settings.?! It identifies
the essential elements in a health care system actively
engaged in treatment to provide optimal care.

Visit www.improvingchroniccare.org/index.php?p=The_
Chronic_Care_Model&s=2 to access this resource.

How do | engage my patients in making
healthy lifestyle choices?

1. New Health Partnerships (www.newhealthpartnerships.org)
is an online community working to improve care for
those coping with chronic conditions. This community is
supported by individuals and organizations that believe
collaborative partnerships among patients, families and
providers can transform care for long-term conditions.
Developed by the Institute for Healthcare Improvement
(IHI), New Health Partnerships brings together a variety of
resources for patients and providers to aid communication,
facilitate patient development of self-management skills
and promote systematic changes to support patient self
care. The introduction? in the “Health Care Providers” area
defines patient self-management support and recognizes its
value within clinical care.

Visit www.newhealthpartnerships.org/provider.aspx?id=874&
ekmensel=c580fa7b_12_54 btnlink to view the introduction.

2. Educating Physicians on Controversies and Challenges in

Health (www.ama-assn.org/ama/pub/category/15369.html)
is a series of brief, informational Web-streaming programs
developed by the American Medical Association (AMA)

for primary care physicians. These programs inform
physicians about the challenges and controversies at

the interface of clinical medicine and public health and
offer strategies to address these issues in practice. The
short video “Self-management strategies for vulnerable
populations”? focuses on strategies for physicians to
assist their patients in managing chronic conditions. After
completing this segment the viewer should be able to:

(1) define self-management and self-management support;
(2) recognize the value of self-management in chronic
conditions; and (3) apply self-management support
strategies to improve the care of patients with

chronic conditions.

Visit www.bigshouldersdubs.com/clients/AMA/18-AMA-
SelfManagement.htm to watch the video.

3. What do | need to know about the behavior change

process? Action is just one stage in the process of
changing behavior, according to the Transtheoretical

or “Stages of Change” Model. “A ‘Stages of Change’
Approach to Helping Patients Change Behavior,” an article
in Family Practice Management (www.aafp.org/online/en/
home/publications/journals/fpm.html),?* reviews the five
stages of change and discusses their application within
clinical practice. Successful interventions based on this
model are tailored to move the patient along the continuum
of change. This article also provides simple tools to
promote discussion between the patient and physician.

Visit www.aafp.org/afp/20000301/1409.html to
view the article.

4. The Joint Commission Journal on Quality and Patient

Safety (www.jcrinc.com) discusses one model of patient
self-management support across chronic conditions

and health care systems in the article “Implementing
Practical Interventions to Support Chronic Iliness Self-
Management.”?® This article reviews the “five A's” model
of self-management support, provides recommendations
to health care professionals on making changes at varying
levels of the health care system and identifies tips and
lessons learned when implementing this model.

Visit www.jcrinc.com/ppdf/pubs/pdfs/JQS/
JQS-11-03-Glasgow.pdf to view the article.



How can | work more effectively with
my patients with chronic conditions to
achieve better health outcomes?

1. The AMA (www.ama-assn.org) developed the “Physician
tip sheet for self-management support”? (see Appendix A),
designed to guide the physician through a patient
conversation about behavior change. This tip sheet
provides the physician with patient self-management
worksheets and questions to initiate the physician-patient
discussion and establish a collaborative relationship.

Visit www.ama-assn.org/go/aging to access the tip sheet.

2. “Focusing on Today'’s Visit,” which appears online in
Family Practice Management (www.aafp.org/online/
en/home/publications/journals/fpm.html),?” provides a
resource to improve care and reduce physician frustration
with patient visits. This resource includes a form that
allows patients to reflect on and document their reasons
for visiting their physician. The form takes a patient a few
minutes to complete while waiting in the physician office
and allows the physician to easily identify topics the patient
would like to address during their time together.

Visit www.aafp.org/fpm/20030600/59focu.html to access
this resource.

Visit www.aafp.org/fpm/20030600/todaysvisit.doc for a
downloadable form.

3. New Health Partnerships (www.newhealthpartnerships.org)
discusses the disconnect between provider expectations
and patient values, priorities and preferences. The
excerpt “Exploring Patient Values”?® reviews the extent in
which competing interests can hinder a patient’s ability
to successfully make behavior changes and offers simple
solutions to overcome such barriers.

Visit www.newhealthpartnerships.org/provider.aspx?id=206&
ekmensel=c580fa7b_12 56_206_3to view this excerpt.

4. Steven Cole, MD, professor of psychiatry at Stony Brook
University Medical Center, developed Ultra-Brief Personal
Action Planning, or UB-PAP? (see Appendix B), a highly
focused, three-question tool that allows physicians to
support patients’ self-management within the constraints of
limited time. This patient-centered technique encourages
the patient to develop his or her own behaviorally specific
action plan, allowing the physician to effectively apply the

spirit of motivational interviewing to efficiently move the
patient from contemplation or preparation into action.

Visit www.ama-assn.org/go/aging to access this resource.

5. The AMA has developed the Healthier Life Steps®
program®° to help physicians support patients who are
actively trying to make health behavior changes. The
program includes a toolkit that targets four primary areas:
alcohol use, smoking, physical activity and nutrition.

This toolkit provides planning tools for making behavior
changes, including exploring the patient’s motivation and
confidence in making these changes, identifying goals and
specific action plans and providing helpful information for
patients.

Visit www.ama-assn.org/go/lifesteps to access this resource.

6. The AMA created The Physician’s Role in Medication
Reconciliation®! to increase physicians’ awareness of the
integral role of medication reconciliation. This monograph
provides a framework for physicians to understand their
personal roles and clarify medication risks for themselves
and their patients and provides a tool to improve
medication management.

Visit www.ama-assn.org for more information.



How do | prepare my office to address my
patients’ healthier lifestyle goals?

1. In 2006 the California HealthCare Foundation’s Better
Chronic Disease Care program (www.chcf.org/programs/
chronicdisease) commissioned a report to summarize
general issues facing clinical teams in primary care and to
highlight lessons learned during implementation. “Building
Teams in Primary Care: Lessons Learned”®? reviews why
teams are needed within primary care, identifies features
of successful teams, describes problems and barriers
and provides a method for introducing teams into primary
care practice. “Building Teams in Primary Care: 15
Case Studies”® presents a range of team-building case
examples.

Visit www.chcf.org/topics/chronicdisease/index.
cfm?itemID=133375 to view this report and the
case examples.

2. The National Council on Aging (www.ncoa.org) developed
the MD Link: Partnering Physicians with Community
Organizations®* toolkit, which provides a step-by-step
approach to increase physician and community-based
organization (CBO) understanding of their roles along
the continuum of care and facilitates collaboration and
communication between these entities. This toolkit offers
physicians a method to identify CBOs in their locale and
develop lasting relationships to improve linkage and
coordination of care between service providers.

Visit www. healthyagingprograms.org/resources/MDLink_
PartnerPhysicians.pdf to access this resource.

Is there a way to track patient changes
in meeting their healthier lifestyle
objectives?

1. The Ideal Medical Home (www.idealmedicalhome.org)

provides physician tools to ensure that patient care
practices permit unfettered access, high continuity and
efficient care that moves beyond compliance to reveal
barriers to positive patient outcomes. With free registration,
this Web site provides assessment tools for practice
employees and patients. Physicians can customize survey
guestions and change questions over time.

Where do | send my patients for more
information?

1. Eldercare Locator (www.eldercare.gov/Eldercare/Public/

Home.asp) is a public service of the U.S. Administration
on Aging. The Eldercare Locator is the first stop for finding
resources for older adults in any U.S. community. This
service connects those who need assistance from state
and local area agencies on aging and community-based
organizations that serve older adults and their caregivers.
Information resources can be accessed on the Web site or
by calling (800) 677-1116 (9 a.m.—-8 p.m. EST weekdays).
Spanish-speaking information specialists are available.

. How’s Your Health (www.howsyourhealth.com) is an

online resource for physicians and patients to improve
communication. Developed by the board of trustees of
Dartmouth College, this patient Web site is divided into
two parts: (1) patients are asked questions to obtain
information in order to better care for themselves and (2)
patients receive information to address health conditions
based on answers from the questions. This site provides
resources for additional disease-specific information and
calculators and patient action planning.

. New Health Partnerships (www.newhealthpartnerships.org)

works to bring together patients, family members and
health care providers to promote collaborative self-
management. Developed by the Institute for Healthcare
Improvement, New Health Partnerships offers a variety of
resources for patients and providers to aid communication,
facilitate patient development of self-management skills and
promote systematic changes to support patient self care.



If my patient depends on a caregiver,
where do | send the caregiver to get
support?

1. The AMA developed the “Caregiver self-assessment
tool”% (see Appendix C) to help caregivers identify their
own behavior and health risks. This 16-question tool is
designed to aid the caregiver and the physician attempting
to identify and provide appropriate preventive services that
directly or indirectly affect the caregiver and patient. It is
available with instructions in both English and Spanish.

Visit www.ama-assn.org/ama/pub/category/5037.html
to access these resources.

2. The Family Caregiver Alliance (www.caregiver.org) is an
information center to support and provide information
for those caring for a loved one. Resources include
information on hiring in the home, relocating parents,
coordinating elder care and other topics. The Web site
also has links to online support group, policy and
advocacy information.

3. The Health and Aging Caregiver Center (www.
healthandage.com/Home/gm=0!gc=40) provides
information to help caregivers deal with day-to-day
problems. This Web site contains articles, news, digests
and other items that help caregivers with both practical
and emotional issues they may encounter.

When | reflect on the simple strategies |
have tried to reduce red flags, do | notice
any changes?

Ask myself:

1. Were my patients aware of their treatment plan
health goals?

2. Were my patients more successful in following healthy
behavior recommendations?

3. Were my patients able to successfully take all their
medications?

4. Did my patients and | identify more successful
interventions to manage their chronic conditions?

5. Were my patients more confident in their ability to attain
their health goals?

6. Did | receive fewer follow-up phone calls and/or e-mails
from patients?

7. Do | feel less frustrated with my patients?

| have tried self-management support
techniques, and | have specific questions.
Whom can | contact for answers?

1. Both New Health Partnerships “Idea Exchange”—an
online center equipped with a blog, discussion forums
and Wiki tools—and the Ideal Medical Home Web site
offer online technical assistance and support for health
care professionals implementing patient self-management
support techniques within a practice or at a system level.

Visit www.newhealthpartnerships.org/interact.aspx?id=38&
linkidentifier=id&itemid=38 to join the online discussion at
New Health Partnerships.

Visit www.idealmedicalhome.org to access the Ideal Medical
Home Web site



Now that | have opened the door, how can
| build on the changes | have made in my
practice?

1. The Robert Wood Johnson Foundation Diabetes Initiative
(http://diabetesnpo.im.wustl.edu) developed the
“Assessment of Primary Care Resources and Supports for
Chronic Disease Self Management”3¢ (see Appendix D)
to aid primary care settings in supporting patients’ self-
management of their chronic conditions. This tool has
three functions: (1) to act as a self-assessment, feedback
and quality improvement tool to help build a consensus for
change; (2) to identify optimal performance of providers
and systems as well as gaps in resources, services and
supports; and (3) to aid team members integrating
changes into their system by identifying areas where self-
management support is needed. This tool can be used
by multidisciplinary teams working with front-line staff,
clinicians and administrative personnel. Although this
tool was designed for diabetes care, it can be applied to
improve care for other chronic conditions.

Visit http://diabetesnpo.im.wustl.edu/lessons/
documents/PCRSandBackgroundandRationaleFINALCOM-
BINEDO03.30.07_003.pdf to access this resource.

Visit http://diabetesnpo.im.wustl.edu/lessons/documents/
PCRStrainingMO. May06_000.pdf for PowerPoint®
instructions.

Visit http://diabetesnpo.im.wustl.edu/lessons/documents/
PDSAWorksheetforPCRSComponentChanges.3.pdf for a
complementary worksheet.

2. The Dartmouth-Hitchcock Medical Center and
collaborating professionals developed the materials
in the Clinical Microsystems Web site (http://dms.
dartmouth.edu/cms). Establishing the premise of clinical
microsystems as the front-line units of the health care
system where the majority of patient care is provided,
the developers created a series of workbooks to improve
and maintain clinical microsystems’ quality, safety and
efficiency. The “Assessing, Diagnosing and Treating Your
Outpatient Primary Care Practice”” workbook provides
tools and methods for clinical teams to improve the quality
and value of patient care in the primary care setting.

Visit http://dms.dartmouth.edu/cms/materials/workbooks/
outpatient_primary_care.doc to access this resource.

3. The Improving Chronic lliness Care organization
(www.improvingchroniccare.org) focuses on improving
chronic illness care at a systems level through
implementation of the Chronic Care Model. “Assessment
of Chronic lliness Care”3® rates the degree to which
each component of the Chronic Care Model is being
implemented within a system or practice. Subscale scores
are provided for each component of the model, including
for self-management support.

Visit www.improvingchroniccare.org/downloads/acic_v3.0.pdf
to access the survey.

Visit www.improvingchroniccare.org/downloads/completing
and_scoring_the_acic.pdf for scoring instructions.

4. The National Quality Forum (www.qualityforum.org) is
dedicated to measuring the impact of patient care and
health care delivery on improving the quality of care. It
has endorsed a “Definition and Framework for Measuring
Care Coordination.”# This framework provides a concise
description of each component of care coordination.

Visit http://216.122.138.39/pdf/reports/ambulatory
endorsed_definition.pdf to access this resource.



Other resources

1.

The Center for Medical Home Improvement
(www.medicalhomeimprovement.org) works to establish
support networks of parent and professional teams to
improve the quality of primary care medical homes. This
organization’s target audience is the practices serving
families and children with chronic conditions, but medical
home principles can be adapted to practices serving other
patient populations. The organization’s Web site offers
comprehensive information on medical home services,
resources and tools to improve quality of care to patients
and their families. Tools are designated within one of three
main areas: medical home toolkit, medical home measures
and beyond the medical home.

. The Health Research and Educational Trust (www.hret.org/

hret_app/index.jsp) developed both the “Collaboration
Primer”4° and the “Public-Private Partnerships to Improve
Health Care.”*! These tools are designed to help physicians
develop networks with community-based organizations to
improve service delivery systems, advance policy, address
reimbursement issues and more.

Visit www. hret.org/hret/programs/content/colpri.pdf to
access the primer.

Visit www. hret.org/hret/programs/content/CCNevalreport. pdf
to view the report.

3.

The Patient Education Department of the Stanford

School of Medicine is at the forefront of programming

for individuals with chronic conditions. Their Patient
Self-Management Education programs (http:/
patienteducation.stanford.edu/programs) have been
rigorously evaluated and shown to achieve improved
health outcomes for patients coping with chronic
conditions. This Web site provides an overview of patient
self-management programs and educational opportunities
for both patients and professionals.

4. Health Information Translation
(www. healthinfotranslations.com) has developed
common signs and other resources for hospitals, clinics
and emergency response teams to aid clinician-patient
communication in times of emergency and throughout
treatment. These signs, checklists and other resources
cover a range of topics from diet and exercise, to surgeries
and treatments. All resources have been translated into
multiple languages.

5. The American Geriatrics Society
(www.americangeriatrics.org) is a nonprofit organization
of health care professionals dedicated to improving the
health, independence and quality of life of all older adults.
This Web site offers links and resources for policy and
program advocacy, journals, public education and other
information. In addition, the organization’s Foundation for
Health in Aging (www.healthinaging.org/public_education/
index.php) presents a wide variety of information on aging
topics, how patients and caregivers can communicate with
their physician, current research and more.

6. The Alzheimer’s Association, the American Diabetes
Association, the American Cancer Association and the
American Heart Association all support Web sites equipped
with tools and resources for patients, caregivers and health
care professionals. These Web sites provide information on
local resources, including support groups, activities and
meetings, advocacy opportunities and current research.

Visit www.alz.org for more on the Alzheimer’s Association.

Visit www.diabetes.org for more on the American
Diabetes Association.

Visit www.cancer.org for more on the American Cancer Society.

Visit www.heart.org for more on the American
Heart Association.



7. Healthfinder (www.healthfinder.gov) is the federal
government’s main Web site for consumer health. It
contains extensive information on preventive medicine,
health organizations, drug interactions and more.
Physician tools to improve care are also available.

8. Medem (www.medem.com) contains information for
medical providers along the continuum of care. Patients
have access to the online medical library and can
search by topic on diseases and conditions, life stages,
treatments, and other information. Medem’s learning
center provides links to information from various medical
centers. The Web site also presents some information on
self-management and caregiving.

9. The Institute for Healthcare Improvement (www.ihi.org)
works to improve the lives of patients and heath care
communities. To accomplish this goal, IHI provides a
number of resources to cultivate, evaluate and implement
innovative practice improvement ideas. This Web site
organizes information around specific health care topics,
such as chronic conditions and patient-centered care,
and provides tools to assess clinical practice, learn new
techniques and implement advances in patient care.

Visit www.ihi.org/IHI/Topics/ChronicConditions for more
on chronic conditions and www.ihi.org/IHI/Topics/
PatientCenteredCare for more on chronic conditions and
patient-centered care including self-management support.

10. The Partnership for Solutions
(www.partnershipforsolutions.org) works to improve
the quality of care for individuals coping with chronic
conditions. This Web site defines a chronic condition,
identifies who is affected, discusses the variety of
problems associated with chronic conditions within the
current health care system and provides information on
ways to improve care to this population.

11. The U.S. Office of Minority Health (www.omhrc.gov)
provides health statistics on minority populations and
resources to improve the health of racial and ethnic
minorities.
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Appendix A: Physician tip sheet for self-management support

Use the 5 A's—As
Assist, Arrange—=:

self-management support

How to support someone along the path

a conversation abc

These techniques can be used for patients with chronic conditions or for prevention.
Remember, you do not have to touch on every A at every visit; some visits will just
use Assess and Advise, and some Assess, Agree and Arrange, etc. Any member of
your health care team can learn and use these techniques.

Assess—determine whether your patient is adopting healthier behaviors.
e Use a “bubble diagram” (see “Health concerns of older adults” panel) to elicit
your patient’s concerns.
e Use a pre-visit or waiting room questionnaire to focus the examination.
Visit www. howsyourhealth.com to view examples.
e Ask your patient questions that focus on health behaviors.
* “Most of the patients | work with have trouble [taking medications regularly,
living with pain, etc.]. What trouble are you having?”
e “Of all that | have asked you to do, what is the hardest?”
* “|s there anything you have been thinking about doing to improve your health?
Have you tried anything?”
* “How important on a scale of 1 to 10 is it for you to [quit smoking, control your
blood sugar, lose weight, exercise more, etc.]?” “Why is ita 4 and nota 1?”
Try to get your patient to tell you why change is good for him or her.

Advise—provide brief information without medical jargon.

e Find out what your patient understands about his or her illness or treatment
before you give advice. This will save you from repeating what your patient
already knows and allow you to clarify his or her misunderstandings.

¢ Have a key message for each diagnosis or symptom.

e Make the source of the advice (medical literature, your opinion, other patients
you work with) clear.

e Ask your patient to repeat what you told him or her so you know if you made
your advice understandable. (“Closing the loop” is a proven technique to improve
health literacy.)




sess, Advise, Agree,
S a framework to guide
ut behavior change.

Agree—collaborate to develop a specific, actionable plan that describes:
e What. ldentify the specific tasks your patient will perform before your next meeting.
e When. Designate a specific time when your patient will perform tasks.
e How often. Specify how often your patient should do the task, keeping in mind
what suits and what is realistic for his or her lifestyle.
e Where. Designate a specific location where your patients will carry out tasks.
e Which problems. Help your patient identify and problem-solve through barriers to
carrying out plans.
e Check your patient’s level of confidence in his or her ability to actually make
changes.
® “On ascale of 1 to 10, how confident are you that you can [walk three times
this week, do relaxation exercises five evenings a week, skip dessert]?”
e Schedule a check-in date by e-mail, phone or another office visit.

Assist—help your patients when they have problems until they

learn to help themselves.

e Teach basic problem-solving skills. (Identify the problem, brainstorm
solutions, pick one, try it, pick another, try it, find a resource;
consider that the problem isn’t solvable now.)

e Refer your patient to a problem-solving Web site such as
www. howsyourhealth.com for further tips.

Arrange—follow up to check on progress or match the patient to

community resources.

e Use phone, e-mail or office staff your patient is familiar with to follow up on plans.

e Keep a list of helpful resources, such as local community agencies, exercise
programs, weight loss programs and caregiver support groups.

e Document referrals and recommendations.




Ultra-Brief Personal Action Planning (UB-PAP)

Physician tip sheet for The Ultra-Brief Personal Action Plan has five core elements:
self-management support
. . The plan must be truly patient-centered, focused on what the patient himself
or herself actually wants to do, not on what the doctor tells him or her to do.
. The plan must be behaviorally specific—that is, very concrete and specific
about what, when, where, how long, etc.
. The patient should restate the complete plan (i.e., make a “commitment statement”).
. The plan should be associated with a level of confidence (on a scale of 1 to 10) of 7
or greater. If the confidence level is less than 7, the clinician and patient should begin
problem-solving on strategies to modify the plan.
. There should be a specific date and mechanism for follow-up (or accountability).

Ultra-Brief Personal Action Planning is structured around three core questions:

1. Elicit patient preferences/desires for behavior change.
“Is there anything you would like to do for your health over the next few days
(weeks) before | see you again?”
e What?
e Where?
e When?
¢ How often?
e Elicit commitment statement (e.g., “I will walk for 20 minutes, in my
neighborhood, every Monday, Wednesday and Friday before dinner”).

. Check confidence level.
“That sounds like a great plan. But changing behavior and sticking with a plan is
actually very hard for most of us. If you consider a confidence scale of 1 to 10, where
‘10’ means you are very confident you will carry out the plan and ‘1’ means you are
not at all confident, about how confident are you?”

If confidence level is less than 7, then problem-solve to identify solutions.

“That’s great that you feel a confidence level of 5. That's a lot higher than 1. | wonder
if there are some ways we could modify the plan so you might get to a confidence
level of 7 or more. Perhaps you could choose a less ambitious goal, ask for help from
a friend or family member, or think of something else that might help you feel more
confident about carrying out the plan?”

. Arrange follow-up.
“Great, then let's make a date for our next appointment, so we can check on how
you're doing with your plan.”

Ultra-Brief Personal Action Planning, © Steven Cole, MD, professor of psychiatry, Stony Brook University.

May be reproduced, not-for-profit, for clinical or educational purposes. E-mail steven.cole@stonybrook.edu for
more information (unpublished document, 2008).




Physician tip sheet for
self-management support

How to support someone along the path
to making a healthy behavior change

Health concerns of older adults

Here are some things older adults have told us they think about.
Maybe some of these things concern you. You may add your con-
cerns in the empty bubbles. Would you like to talk today about the
one that matters to you the most? Would you like to make a change

in one of them?

Preventing

Medications falls

Staying
independent

Healthy
eating

Managing
pain

Managing
stress

Making the health
care system work
better for me




Physician tip sheet for
self-management support

How to support someone along the path
to making a healthy behavior change

g

Planning for healthy changes

This resource was developed by physicians associated with |deal Medical
Practices at www.idealmedicalpractices.org (written communication by
J.H. Wasson, MD, April 2008).

The change | want to make is: (be very specific, what, when, how?)

My goal for the next month is:

How convinced are you that this is the right work for you:

S © ©
0 1 2 3 4 1S} 6 7 8 9 10
Totally Unsure Somewhat Very Extremely
unconvinced convinced convinced convinced

The steps | will take to reach the goal:

1.
2.
3.

The things that will make it hard to reach the goal:

The ways | can overcome those things that my get in the way:

My confidence that | can reach my goal:

0 1 2 3 4 5 6 7 8 9 10
Not confident Unsure Somewhat Very Extremely
at all confident confident confident

Tip: Make your tools friendlier to the elderly population by using a larger text size
or an easy-to-read, sans-serif font such as Arial or Verdana.

References
Glasgow RE, Davis CL, Fennell MM, Beck A. Implementing practical interventions to support chronic
iliness self-management. Jt Comm J Qual Safety. 2003;29(11):563-574.

Rollnick S, Mason P, Butler C. Health Behavior Change: A Guide for Practitioners. Philadelphia, PA:
Elsevier Health Sciences; 1999.
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SIA:08-0469:750:5/08:jt




Appendix B: Ultra-Brief Personal Action Planning

Ultra-Brief Personal Action Planning*
(UB-PAP)

The Ultra-Brief Personal Action Plan has 5 core elements:
1. The plan must be truly patient-centered, that is what the patient himself/herself
actually wants to do, not what the doctor told him/her to do.
2. The plan must be behaviorally specific — that is very concrete and specific about
what, when, where, how long, etc.

The patient should re-state the complete plan (i.e. “commitment statement”).

4. The plan should be associated with a level of confidence (on a 1 to 10 scale) of 7 or
greater. If the confidence level is <7, the clinician and patient should begin problem-
solving on strategies to modify the plan.

5. There should be a specific date and mechanism for follow-up (or accountability).

W

Ultra-Brief Personal Action Planning is structured around 3 core questions:

1. Elicit patient preferences/desires for behavior change
“Is there anything you would like to do for your health over the next few days (weeks)
before I see you again?”
__ What?
__ Where?
____When?
___How often?
___ Elicit commitment statement (e.g. “I will walk for 20 minutes, in my
neighborhood, every Monday, Wednesday and Friday before dinner”™)

2. Check confidence level
“That sounds like a great plan. But changing behavior and sticking with a plan is actually
very hard for most of us. If you consider a confidence scale of 1 to 10, where ‘10’ means
you are very confident you will carry out the plan and ‘1’ means you are not at all
confident, about how confident are you?”

If confidence level <7, problem solve solutions

“That’s great that you feel a confidence level of 5. That’s a lot higher than 1.

I wonder if there are some ways we could modify the plan so you might get to a
confidence level of 7 or more. Perhaps you could choose a less ambitious goal, ask for
help from a friend or family member, or think of something else that might help you feel
more confident about carrying out the plan”?

3.___ Arrange follow-up
“Great, so let’s make a date for our next appointment, so we can check on how you’re

doing with your plan.”

*Ultra-Brief Personal Action Planning, © Steven Cole, MD, Professor of Psychiatry, Stony
Brook University. May be reproduced, not-for-profit, for clinical or education purposes.
Steven.cole@stonybrook.edu (unpublished document, 2008).
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Appendix B: Caregiver self-assessment tools (English and Spanish)

Caregiver self-assessment questionnaire

Caregivers are often so concerned with caring for their relative’s needs that they lose

sight of their own well-being. Please take just a moment to answer the following
questions. Once you have answered the questions, turn the page to do a self-evaluation.

During the past week or so, | have ...

1. Had trouble keeping my mind
on what | was doing

2. Felt that | couldn’t leave my
relative alone

3. Had difficulty making
decisions

4. Felt completely overwhelmed

5. Felt useful and needed

6. Felt lonely

7. Been upset that my relative
has changed so much from

his/her former self

8. Felt a loss of privacy and/or
personal time

9. Been edgy or irritable

10. Had sleep disturbed because
of caring for my relative

11. Had a crying spell(s)

12. Felt strained between work
and family responsibilities

13. Had back pain OYes [ No
O Yes [No 14. Felt ill (headaches, stomach
problems or common cold) OYes O No
[JYes [ONo 15. Been satisfied with the support
my family has given me [1Yes [INo
[JYes [OJNo 16. Found my relative’s living
situation to be inconvenient
[0Yes [1No or a barrier to care UYes [INo
[OYes [ONo 17.0nascaleof1to 10, with 1 being “not
stressful” to 10 being “extremely stressful,”
[0Yes [INo please rate your current level of stress.
18. On a scale of 1 to 10, with 1 being “very
JYes [1No healthy” to 10 being “very ill,” please rate
your current health compared to what it was
this time last year.
[1Yes [INo
Comments:
O Yes [1No (Please feel free to comment or provide feedback.)
[1Yes [INo
Yes [ONo
[1Yes [INo
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Self-evaluation
To determine the score:

1. Reverse score questions 5 and 15.
(For example, a “No” response should be counted
as “Yes” and a “Yes” response should be counted
as “No.”)

2. Total the number of “yes” responses.

To interpret the score

Chances are that you are experiencing a high

degree of distress:

e |f you answered “Yes” to either or both
questions 4 and 11; or

e |f your total “Yes” score = 10 or more; or

e [f your score on question 17 is 6 or higher; or

e |f your score on question 18 is 6 or higher

Next steps
e (Consider seeing a doctor for a check-up
for yourself

e Consider having some relief from caregiving
(Discuss with the doctor or a social worker the
resources available in your community.)

e (Consider joining a support group

Valuable resources for caregivers

Eldercare Locator
(a national directory of community services)

(800) 677-1116
www.eldercare.gov

Family Caregiver Alliance
(415) 434-3388
www.caregiver.org

Medicare Hotline
(800) 633-4227
www.medicare.gov

National Alliance for Caregiving
(301) 718-8444
www.caregiving.org

National Family Caregivers Association
(800) 896-3650
www.nfcacares.org

National Information Center for Children and
Youth with Disabilities

(800) 695-0285

www.nichcy.org

Local resources and contacts:

SIA:08-0011:PDF:1-08
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cComo esta usted?

How are you?

Los cuidadores de familia se encuentran tan involucrados en el cuidado de sus seres
queridos que se olvidan de su propio bien estar. Por favor tome un momento para
responder a las preguntas siguentes. Despues de responder a las preguntas, pase la
pagina para hacer la evalucion personal.

Caregivers are often so concerned with caring for their relative’s needs that they lose sight of their own

well-being. Please take just a moment to answer the following questions. Once you have answered the
questions, turn the page to do a self-evaluation.

Durante la ultima semana yo he ... 7. Estado triste que mi pariente ha
During the past week or so, | have ... cambiado tanto .......................... OSi ONo
Been upset that my relative has changed

1. Tenido dificultad concentrandome so much from his/her former self

en lo que estaba haciendo........... JSi CONo ) . ,
Had trouble keeping my mind on 8. Sentido una perdida de tiempo
what | was doing personal ... OSi ONo

Felt a loss of privacy and/or

2. Sentido que no podia dejar a mi personal time

pariente solo/a............................ JSi CONo

Felt that | couldn't leave my relative 9. Estado irritgb[e ytenso/a............. O Si ONo
alone Been edgy or irritable

3. Tenido dificultad tomando 10. Tenido el suefio perturbado
decisiones. ... Si ONo por cuidar a mi pariente............ OSi ONo

Had sleep disturbed because of

Had difficulty making decisions - ’
caring for my relative

4. Me senti frustrado/a, agobiado/a... (O Si [ No

Felt completely overwhelmed 11. Queriallorar....................oo... OSi ONo

Had a crying spell(s)

5. Me senti util y que se me 12
necesitabo/a............................. OSi CONo

Felt useful and needed

. Me senti atrapado/a entre el
trabajo y las responsabilides
familiares .....................o OSi ONo
Felt strained between work and

6. Me senti solo/a y aislado/a........... OSi OONo family responsibilities

AMA
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13. Senti dolor de espalda .............. JSi OONo
Had back pain

14. Me senti enfermo/a
(dolor de cabeza, problemas de
estomago, 0 gripe)...........c.....o...... JSi OONo
Felt ill—headaches, stomach problems
or common cold

15. Estado satisfecho/a con el
apoyo que mi familia me habia
dado (rev) ........ocooviiiiiiiii. OSi ONo
Been satisfied with the support my
family has given me

16. No quejaba a mi familia, por

temor asu critica..................... OSi ONo
| have not complained to my family,
for fear of criticism

17. En la escaladel 1 al 10, el uno siendo
“menos estres” y 10 “mas estres” indique

su nivel actual de estres.

On a scale of 1 to 10, with 1 being “not stressful”
to 10 being “extremely stressful,” please rate your
current level of stress.

18. En laescalade 1 a 10, el uno siendo “muy
saludable” y 10 “muy enfermo/a” indique
el nivel de su salud actual comparado al afio

pasado. o
On a scale of 1 to 10, with 1 being “very healthy”
to 10 being “very ill,” please rate your current

health compared to what it was this time last year.

Commentarios: Por favor comente o dar

sugerencias.
Comments: Please feel free to comment or provide
feedback.

Evalucion persénal

Self-evaluation

Para determinar la cuenta:

To determine the score:

1. Dele la riversa a sus respuestas a las
preguntas numero 5y 15. (Por ejemplo, si
respondio “no” cuente la respuesta como “si” y vice
versa en cada una.)

Reverse score questions 5 and 15.

(For example, a “No” response should be counted
as “Yes” and a “Yes” response should be counted
as “No.”)

2. Totalize el numero de respuestas que
son “si.”

Total the number of “yes” responses.

Para interpretar los puntos

To interpret the score

Es posible ue este sintiendo un alto nivel de

SOCOrro

Chances are that you are experiencing a high degree

of distress:

e sjrespondio “si” a las preguntas numero 4 y
11; o,
If you answered “Yes” to either or both questions 4
and 11; or

e sj sus respuestas totalizan 10 o mas; o,

If your total “Yes” score = 10 or more; or

si sus puntos en la pregunta numero 17

totalizan 6 o0 mas; o,

If your score on question 17 is 6 or higher; or

e sj sus puntos en la pregunta numero 18
totalizan 6 0 mas
If your score on question 18 is 6 or higher

Proximos pasos

Next steps

e (Considere vistar un doctor para un chequeo
personal
Consider seeing a doctor for a check-up
for yourself

e Considere obtener algun alivio de cuidar
(Hable con su doctor o con una trabajadora
social para que le informen sobre recursos en su
comunidad.)
Consider having some relief from caregiving (Discuss
with the doctor or a social worker the resources
available in your community.)

e (Considere participar en un grupo de apoyo
Consider joining a support group




Recursos Utiles para Cuidadores de familia
Valuable resources for caregivers

Eldercare Locator
(un directorio nacional de servicios

comunitarios)
(a national directory of community services)

(800) 677-1116
www.eldercare.gov

Family Caregiver Alliance
(415) 434-3388
www.caregiver.org

Medicaid Hotline
(800) 633-4227
www.medicare.gov

National Alliance for Caregiving
(301) 718-8444
www.caregiving.org

National Family
Caregivers Association
(800) 896-3650
www.nfcacares.org

El Centro Nacional de Informacion para

Ninos y Jovenes con Discapacidades
National Information Center for Children and

Youth with Disabilities
(800) 695-0285
www.nichcy.org

SIA:08-0011:PDF:1-08
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