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Introduction

Why is this training important?

Primary care clinicians can no longer do what tesysupposed to do. There is not time
in the 15 (or even the 20) minute visit to handlere problems that patients bring — acute,
chronic, preventive, and more. Good cliniciansfareed by the 15-minute visit to work too fast
and are often unable to handle all the agenda ifdrase items on the clinician’s mind and those
on the patient’s mind) needing attention.

In addition, medical schools and many NP/PA trajmrograms focus on evidence-based
guidelines, leading many clinicians (especiallyhia rushed 15-minute visit) to tell patients what
to do rather than asking patients about their peefees and finding out which evidence-based
advice patients are willing and able to follow giveir life situations.

As a result of these 2 realities, 50% of patidedse the medical visit without
understanding the advice given, and in only 10%isifs is the patient involved in the decisions
made. The majority of patients do not follow thejonigy of advice given by clinicians because
they do not understand and/or do not agree. Thiasga number of clinician visits are not
helpful to the patient; i.e., they are wasted sidftor a review summarizing and referencing these
problems in primary care, see pages 2050-2053eddttiached JAMA article.

This training is an attempt to assist primary qaatices/clinics in implementing a dual
innovation — health coaching and panel managemémdt-has the potential to solve or alleviate
these serious problems.

The dual innovation of health coaching and panelagament

Health coaching is a primary care innovation desigto solve or alleviate the problems
of patients not understanding and/or not agreeiiig @linicians’ advice. The goals of health
coaching are 1) to enhance the patient experiengdamary care, 2) to improve clinical
outcomes and quality of life, and 3) to offload gowork from the clinician such that the
clinician can pay greater attention to complexichhproblems and spend less time on routine
preventive and chronic care functions that candrelled by non-clinician personnel using
clinical algorithms and standing orders.



Coaching functions can be performed by physiciansse practitioners/physician
assistants, RNs, pharmacists, health educatorgjonists, medical assistants, or community
health workers/promotoras. It is helpful for as snprople as possible in a primary care
practice/clinic to receive this training. If onlgrsonnel designated as coaches receive the
training and other members of the team do notethan be serious “paradigm clashes” in which
physicians and others tell patients what to doavbdaches work collaboratively with patients
on making decisions.

Coaching may or may not be organized as the Tedviddel, which substitutes for the
15-minute clinician visit a longer encounter witklaician plus health coach; the longer
encounter can consist of a pre-visit with the co#ah visit with physician plus coach, a post-
visit with the coach, and between-visit telephdnteractions with the coach. It is not necessary
to implement the Teamlet Model in order to do caaghThe Teamlet Model is a primary care
re-design model, whereas coaching is a functiohdéwa be performed in many different ways
depending on the realities of personnel and wovkfloa primary care practice/clinic.

Coaching is closely tied to a related primary aan®vation — panel management. While
coaching is a function involving individual patierdar small groups of patients, panel
management is concerned with the entire populatigratients cared for by a primary care
practice/clinic. Panel management involves usinggsstry to ensure that as many patients as
possible enrolled in a practice/clinic completertieeidence-based preventive and chronic care
tasks in a timely fashion (e.g. pap smears, mamamgyHbAlc levels, etc) and that as many
patients as possible receive lifestyle counselmdjare prescribed, and are taking, evidence-
based medications. Many primary care practiceséslinow have registries available, but those
registries are often not utilized to their full emt. Having a designated panel manager to carry
out these functions can offload a great deal ofinewvork from the clinician, giving the
clinician more time to handle diagnostic and marmplex management issues.

In order for primary care practices/clinics to Ierpent and sustain the dual innovation of
coaching and panel management, they need to désigedain personnel as coaches and panel
managers; more importantly, they need to guaratgaehes and panel managers protected time
to perform the coaching and panel management fumctMost primary care practices/clinics
will need more coaches than panel managers. Aklpaanagers need coaching training since
they perform a great deal of outreach to patidmigjever, coaches who will not function as
panel managers do not need panel manager training.

This training document

This document provides materials for training tteabaches and panel managers in
primary care, focusing on the management of patieith cardiovascular risk: diabetes,
hypertension, and hyperlipidemia. The central ngssd this training is the paradigm shift from
the “directive paradigm” (telling patients whatdo) to the collaborative paradigm (asking
patients what they are willing to do and workindlaaoratively with patients).

The intent of this document is to allow as manggde as possible to become trainers of
health coaches and panel managers. There are pe® ¢f training included: 1) How do coaches
and panel managers work with patients and with [@pms? and 2) What do coaches and panel



managers need to know about diseases and medgétosdocument focuses on
cardiovascular risk) in order to do their job? Flais useful not only for coach and panel
manager trainees but also for clinicians who wotitk woaches and panel managers, so that the
clinicians understand the collaborative paradigart P is not needed for clinicians who already
know the diseases and medications, but is very itapbespecially for medical assistants and
community health workers who need to become at Eamewhat familiar with the diseases and
medications of the patients they will be workingwi

This training document includes the following:

Explaining the collaborative paradigm (“ask”) vse tdirective paradigm (“tell”)
Setting agendas with patients (which the coach tdghn the pre-visit)

Making sure patients understand what took placberphysician visit -- “closing the
loop” (which the coach might do in the post-visit)

Behavior-change action plans (which the coach ndghih the post-visit)

Telephone follow-up with problem-solving (which tbeach might do between visits)
Medication reconciliation (which the coach mightiddhe pre-visit)

Medication concordance and adherence (which thehcoeght address in the pre-visit,
post-visit and/or between-visit)

Basics of cardiovascular risk reduction and caralsocular medications

Panel management
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Structured training can be done in 6-8 1-housises or in fewer sessions that are
longer. Probably 6 hours of structured traininthes minimum for medical assistants and
community health workers to become coaches an@doelpnanagers. However, structured
training is only the beginning of developing a higfunctioning health coach. After the training
is completed, new coaches should be mentored tieyiligy to them work with patients in the
pre-visit, post-visit and/or between-visit and pding them with feedback. It is very useful to
have a few structured training booster sessioes #fe coach has been working with patients.

Here is one sample training schedule based omdlhoch-time sessions; this can be
modified or reduced based on the needs of thesgaiand the institution hosting the training.

Session 1: The collaborative paradigm (ask)

Session 2: Review the collaborative paradigm atrdduce closing the loop
Session 3: Review closing the loop and introdutemaplans

Session 4: Continue action plans and do follow-gblem solving

Session 5: Review follow-up and introduce cardiouéer disease

Session 6: More cardiovascular disease includirygnkedications

Session 7: Medication reconciliation, concordamacierence

Session 8: Practice doing a teamlet encounter |fpst, between visit)



This document is designed for trainers rather thainees. To use portions of this
document for trainees, copy the appropriate digdsgumithout the lessons learned or the
comments meant for trainers, and provide trainedstivese more limited portions of this
document.

OK. Here we go with the content of the training.

The collaborative paradigm (ask)

Begin the training by modeling the collaboratiaegdigm. Rather than starting out by
telling the trainees something, start out by askimegn something. For example, ask some
guestions about their clinical site — how manyeras, what languages, are
diabetes/hypertension/cholesterol common probl&ribere enough time in the visit to care for
all the patient’s concerns, etc. Ask medical agstst community health workers or RNs what
their responsibilities are, what their day is like.

Then say something like: | was supposed to coene to lead training sessions, but for
the last 15 minutes all I've done is ask you questi Why did | do that? Probably the answer
will be something like — you wanted to find out htwings work at this place. Then you can say
something like, Yes, and that's how all of us skdug starting out relating to patients — ask them
guestions so you can find out what they are like.

Then have 2 people read the 2 dialoguégigmaonstrate the difference between the
directive paradigm (tell) and the collaborativegzhgm (ask). You could use dialogues 1 and 2
and/or 3 and 4. Dialogues 5 and 6 are excelletgaoh ask vs. tell plus learn how to discuss
HbAlc or LDL-cholesterol with patients. Dialoguesiad 6 also are good ways for coaches to
engage patients in action plan discussions. Wharirimduce dialogues 5 and 6 into the training
depends on the trainees; they should know some#iingt diabetes and cholesterol before using
it. But at some point in the training, these anms®f the most useful dialogues.

Dialogue 1
Doctor: | have bad news for you. You have diabetes.
Patient: Oh my god. Am | going to die?

Doc: I'll take good care of you. You will need takn about diabetes, and you will need to
change your diet and do exercise and take pills.

Patient: OK.

Doc: here’s a diet, walk for 30 minutes every dayd in 2 weeks we’ll start you on some pills
Good bye.



Dialogue 2
Coach: The doc said that she just told you thathae diabetes. What do you think about that?

Patient: I'm scared. | have an uncle with diabetas he is on kidney dialysis.

Coach: there are many things to do to prevent ymm having kidney problems from your
diabetes. Do you have any ideas what you can #edp your diabetes under control?

Patient: | know my uncle had to stop eating swaatshe was taking pills, and then he had to
take insulin shots. [Because the coach asked guestihe coach knows that the patient has
some knowledge of diabetes, and won't start tellivggpatient things the patient already knows.
People hate to be told things they already know]

Coach: what would you like to know about your diais@
Patient: | want to know how to start getting better

Coach: Usually we start with diet and exercise, thet see if you need pills. [NOTE: the coach
should never tell the patient information unless ¢bach knows the information is accurate]

Patient: OK. How should we start with diet? Whaddd | do?

Coach: Is there anything you eat that you thinkaking your sugar go high? [Always ask to
see what the patient knows before telling the patigings he/she may already know]

Patient: | know it's those sweets and that sodeaeltb drink.

Coach: that'’s right. It's sweets and also carboatgs, like rice, bread, pasta, potatoes, or
tortillas. Do you think you could stop eating arfytlmse things, or cut down on them?

Patient: yes | could
Coach: great. Why don’'t we make an action plan?

Dialogue 3: didactic information-giving

Caregiver: | just checked your blood sugar. I'maafryou have diabetes.

Patient: Diabetes? Oh my god.

Caregiver: Diabetes is a condition in which yoisulm isn’'t adequate to help get your sugar into
your cells, so the sugar stays in the blood aret a#tveral years causes problems with your
circulation. We’'ll talk about how diabetes workd)at the complications are, and what to do
about it. Then we’ll have you go to the diabetessl

Patient: am | going to go blind? Will my kidneysgtworking? How long do | have to live?

Caregiver: Diabetes patients need 12 areas of laugel We’ll take them one at a time.



Dialogue 4: giving information: ask-tell-ask method

Rather than giving patients information, ask whattalready know and what they want to
know, then tell the information, then ask again iwise they want to know:

Caregiver: | just checked your blood sugar. I'maafryou have diabetes.

Patient: Diabetes? Oh my god.

Caregiver: Do you know what diabetes is? [ASK]

Patient: | know someone who had it, her blood sugant up, she went into a coma and died.
Caregiver: A coma is actually very rare in yourckof diabetes.

Patient: Another person | know had his toe cut éfé also had major trouble with his eyes.

Caregiver: Those things can happen in diabeteghbytalso can be prevented. Tell me this;
what would you like to know about diabetes [ASK]?

Patient: | need to know how to keep my feet attddio my body.

Caregiver: Why don’t we spend some time talkinguabemw to prevent the serious
complications of diabetes. Is that OK?

Patient: Let's get started. [A 10 minuteoimhational session: TELL]

Caregiver: Next visit I'm going to ask you what ymmember from our discussion. Is there
anything else you would like to do next visit [ASK]

Dialogues 5 and 6: training on LDL and Alc graphs

Pass out to each coach the two graphs of Alc &td(Bra. Romero and Sr. Rojas) at
the end of this training document. These graphsanghelpful to educate patients about their
Alc and LDL goals, help to motivate patients, arelan excellent way to begin an action plan
discussion. The contrasting dialogues clearly destmate tell vs. ask.

Have 2 people read Dialogue 5

Dialogue 5
Coach: Sra Romero, | would like to show you thiartlof your HbAlc. Is that OK?

Sra Romero: OK

Coach: Your Alc is almost 10. It's supposed to b¥au need to bring your Alc down from 10
to 7.

Sra Romero: OK



Coach: That means you need to improve your di¢tjngee exercise, and take the extra pills that
your doctor will prescribe.

Sra Romero: OK

Coach: So, please put this graph up on your refitge to keep you motivated

Sra Romero: | don’'t have a refrigerator

Discussion

The coach never found out whether Sra Romero utwaetthe chart, understands HbAlc,

knows her goals, or whether she is motivated tagattie Alc down. It is tell/tell/tell rather than
ask/ask/ask.

Dialogue 6

Coach: | would like to show you this chart of yddivAlc. Is that OK?

Patient: OK

Coach: Do you know what this chart means?

Patient: No | don’t understand (some patients kvnibw, others won'’t)

Coach: Do you know what HbAlc is?

Patient: No

Coach: It is another way of measuring how your sigydoing. It uses different numbers. 7
means your average sugar is in pretty good corit€oineans that your average sugar is around
250. So, you want your HbA1c to be 7 or below. Dibe$ make sense?

Patient: so | need this number to be 7, and n@aalvout 107?

Coach: that's right. What do you think about that?

Patient: | don't like it. | want it to be 7.

Coach: What do you think you could do to bring ybilnAlc down to 77?

Patient: | don't know what to do.

Coach: There are 3 things you can do. Healthygathore exercise, or take more medicines.
Which one of those do you think you might want ¢&d



Patient: | think | need to do something about ratmg. | know that what | eat makes my sugar
go up too high.

Coach: Maybe we can make an action plan to impyoue eating. Is there anything you eat that
you think makes your sugar go up?

Patient: | eat 2 pan dulces every meal. Do yolktthat makes my sugar go up?

Coach: Yes, it does. Do you think you might be ableut down the amount of pan dulce you
eat? That could be your action plan if you wardddhat.

Patient: Yes. I'll stop eating any pan dulce.

Coach: Let’s do a reality check. How sure are y@i you can stop eating pan dulce? 0 means
you aren’'t sure and 10 means you are very sure.

Patient: It's 0. | don’t think | can do it.

Coach: is there anything you could do about youtigas of pan dulce that you feel more sure
you can succeed at?

Patient: | could eat 1 every meal instead of 2.1®0% sure | can do that.
Coach: Great. That can be your action plan. Wheyodowant to start?
Patient: Tomorrow. | need to get that Alc thing daw 7.

Coach: Is there a place in your house where yopuaanp this chart to remind you about
bringing down your HbA1c?

Patient: I'll put it right on my refrigerator.

Coach: OK. Can | call you next week to see how gmudoing?
Patient: Please call.

Discussion

1. This excellent coach is constantly askihg patient rather than tellinbe patient. Every time
the coach speaks, the sentence ends with a questidn The coach is always asking.

2. Why is asking so important?

First, the coach doesn’t want to tell patientsdbithey already know. That makes them feel
stupid and they resent it. So the coach asks todut what the patient already knows. If the
patient doesn’'t know the answer, then the coathtted patient.



Second, asking questions helps to see if patieatmativated to make changes. After the patient
says that the HbAlc is 10 but should be 7, theltdaesn't tell the patient anything; the coach
asks “What do you think about thatPhis question allows patients to say if they amtivated

to do something about it. The patient says, “l téké it. | want it to be 7.” Now the coach
knows that the patient is motivated to make a chang

Third, the coach asks “What do you think you cadddo bring your HbAlc down to 77This
allows the coach to find out whether the patierdvks about diet, exercise and medications.
Again, the coach wants to find out what the patie@ws rather than telling the patient things
the patient already knows.

Fourth, when the patient said he/she doesn’t knmwto bring the HbAlc down to 7, then the
coach tells the patient: diet, exercise, medicati®ut the coach follows this by asking: “Which
one of those do you think you might want to dé#is question allows the patient to choose
which behavior change the patient feels ready tkema

3. The discussion of the HbAlc chart is the ideaywo begin an action plan discussion. The
LDL-cholesterol chart also works well. After thetipat chooses to work on his/her diet, then the
coach suggests making an action plan.

4. After the patient has chosen healthy eatindpastea to work on, the coach asks another
guestion:_“Is there anything you eat that you thimkkes your sugar go up7his is a great
guestion. If the coach asks: “What do you eat elgt?” then there will be a long description of
the patient’s diet, and often those descriptionguse the discussion and get into the patient
asking the coach many questions about nutritionttieacoach doesn’t know the answers to. It is
best to keep the focus on the action plan. If tigept doesn’t know which foods make the sugar
go up, then the coach can make suggestions: “Dcegba lot of sweets? Do you drink a lot of
sodas? Do you eat a lot of bread, pasta, tortilles, potatoes?” Usually the patient will be
eating one or more of these things, and an aclemgan be suggested to stop or reduce the
amount of one of those foods.

5. When a food has been identified that makesubarsgo up, then it is time to make an action
plan, probably about reducing or stopping that fodte coach should remember to check the
patient’s confidence level and try to develop amacplan with the confidence level at 7 or
more. The coach wants the patient to succeed aictien plan. Also the coach should remember
to ask the patient if it is OK to call in a weekdieeck how things are going.

Leading the discussion:

This discussion is done by asking the participsatiser than telling them. In this way the
discussion leader is modeling how the coach sheold with the patient. For each point, the
discussion leader can ask such questions as:

Why did the coach start by asking what the HbAlarchmeans? Why didn’t the coach just tell
the patient what the chart means?” [To find outwha patient already knows]
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The patient said “I need this number to be 7, and i's about 10.” Why did the coach ask
“What do you think about that” rather than tellitng patient what to do about it? [To see if the
patient expressed motivation to do something albput

When the patient said he/she wanted to work orttheahting, why did the coach ask “Is there
anything you eat that you think makes your sugang® [To learn whether the patient knows
some things about healthy eating and to set upaustsion of an action plan]

Interpreting HbAlc and LDL-cholesterol charts

Sr. Rojas should be given a lot of positive strokesis LDL being at goal. Some people think
that Sr. Rojas doesn’t need an action plan bedaigdeDL is at goal. That is not accurate. We
know that sustaining LDL and Alc over time is ditfit. He needs to action plan to keep doing
what he is currently doing, or to do even better.

For Sra Romero, it is also important to find outatvehe was doing when her Alc was at goal
(before it went back up); sometimes helping petplget in touch with their successes helps to
re-motivate her to have success again.

Setting agendas with patients

Setting agendas is important for clinicians, bug also important for coaches when
meeting with patients in the pre-visit or post4iv@i engaging in a between-visit phone follow-up
discussion. Have 2 people read the dialogues,tthea a discussion about each one. Ask
guestions such as: was that a good discussion? Wésaivrong with it? What was right with it?

Dialogue 1

Caregiver: hello. It's good to see you. | wantdtk tabout your cholesterol.

Patient: what's wrong with my cholesterol. | haveeay bad headache.

Caregiver: your LDL cholesterol has gone up to A4@.need to get it down.

Patient: Oh.

Caregiver: I'm going to give you some pills callethvastatin. Take one every day and try to
stay away from fried foods, cheese and buttersé&é you again in a month.

Patient: My headache...

Caregiver: we’'ll deal with that next time

Bad job. Patient’s agenda in almost every casaldlemme first.
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Dialogue 2

Caregiver: hello. It's good to see you. Let’s figurut how we can best spend our time together.
Patient: | have a bad headache.
Caregiver: OK. We'll talk about that. Are there etlthings you are concerned about?
Patient: | don't think so.
Caregiver: There is one other thing I'd like tdtabout, which is your cholesterol. Would that
be OK after we deal with the headache?
Patient: OK

Caregiver does a good job.
Dialogue 3
Caregiver: hello. It's good to see you. What brigge here today?
Patient: | have a bad headache. And my right legvislien.
Caregiver: OK. We'll talk about those things. Isith anything else you are concerned about?
Patient: my favorite sister was just told she kascer. I'm scared that | might have it too. And |
have this form to fill out for my night school ctas
Caregiver: OK. It seems that there are 4 thinggaum mind: headache, right leg, worry about
having cancer, and a form to fill out. | don't tkiwe can do all this in the 15 minutes that we
have together. Why don't we talk about the headaciaethe leg, and order some tests to make
sure your general health is OK so that we candlatiut our worry about cancer next time. Can
the school form wait until next time?

This is the reality dialogue: too many agenda itéonghe 15 minute visit. The caregiver handles
it fairly well.
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Dialogue 4

Caregiver: hello. It's good to see you. What brigge here today?

Patient: you told me to come. Is there somethiadjyrevrong with me?

Caregiver: | wanted to talk about your cholestdtéd.gone up again. But why don’t we see first
if you have any other concerns that you want tio ahbut.

Patient: How can | get my cholesterol back dowmeed to get it down. My father had a heart
attack when he was 51 years old.

Caregiver: OK. [they discuss the cholesterol]

Caregiver: Why don’t you get a blood test in a rhoamid then see me about the cholesterol.
Patient: OK

Caregiver: (opening the door to leave): see you tiee.

Patient: by the way, | have blood in my stool.

This last dialogue demonstrates what happens iégleda is not negotiated at the beginning of

the visit. The cholesterol discussion took placteeall possible agenda items were put on the
table. As a result, a potentially urgent problemfated when the visit was already over.

“Closing-the-Loop” (also some shared decision-ma@kin

“Closing the loop” means asking patients to tell ybthey understand what you said. Very few
physicians do this. In the only study on closing ldop, when patients were asked to repeat the
advice given, 47% of patients did not understarrdectly and needed to be corrected.

First, ask 2 people to read the following dialogue.

Caregiver: You have been trying very hard to imgrgeur diet and exercise, but your HbAlc
has only come down from 10 to 8.5. | would recomdhdrat we try to bring it down below 7.
What do you think?

Patient: If it will keep my feet attached to my lyotkt's go for 7.

Caregiver: Your choices are to make your diet estenter, do even more exercise, or start to

take a medication called Metformin. [Shared decisimaking requires offering choices]
Patient: | think we need to go for the medicine.
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Caregiver: OK. [Explains about metformin: whatates, possible side effects] | would suggest
we start with one pill twice a day. If you startttave problems with your stomach or bowels, cut
back down to once a day for a week and then go teatkice a day.

Patient: OK.

Caregiver: Let’s just make sure | was clear in whedid. Can you tell me how you will be
taking your metformin? [Close loop]

Patient: Twice a day no matter what.
Caregiver: What if you have problems with your sheimor bowels?
Patient: Oh, yes. Twice a day but go down to ondayafor a week if | feel problems.

Caregiver: Great. The medical assistant will bérgalyou in a week to see how you are doing.

Next, for training on closing the loop, divide tinainees into dyads, with one person
acting as the coach and one as the patient. Game #m example of physician advice, for
example “You are now taking 1 metformin two timedag; | would like you to take 2
metformin twice a day.” The coach would ask “Do yemember what your doctor told you
about your diabetes medicine, metformin? Jusetsure your doctor was clear, how did she
want you to take the metformin?” (Alternatively, 6 will you be taking your metformin
starting tomorrow?”) The patient answers, andabimect, the coach corrects the patient, asks
the patient to repeat the instructions again - tin¢ipatient gets it right.

This should take no more than 2-3 minutes. Thé&rtlastrainees who were patients:
“How did it feel to be asked to repeat back thei@@®” to determine if the coach asked in a
respectful manner. Ask the trainees who were caachdas it difficult to ask patients to repeat
back the advice?” Many coaches have difficultyiras patients to repeat back the advice, and
have a tendency to ask “Did you understand theca@®iand if the patient says Yes, the coach
stops there. That is not closing the loop and doesssess patient comprehension. We know
that patients’ lack of understanding of medicataivice is a major contributor to patient non-
adherence.

Behavior-change action plans

The article from the journal Clinical Diabetes QZ (near the end of this document)
describes behavior-change action plans and outliriesining program for action plans. The first
step in this portion of the training is to usearting program adapted from that article. Some
trainers like to start with the issue of how to gtgtrted engaging patients in action plan
discussions, because some coaches have difficetting this discussion started. The discussion
can start by using HbAlc or LDL-cholesterol grapesoutlined earlier in this document.
Another way is to show the patient the action géam at the end of the document and to have 2
people read the dialogue on “Patients choosing@an far behavior change.”
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Patients choosing an area for behavior change

Caregiver: Your hemoglobin Alc has gone up fromt@.8.5.

Patient: That's not good; it's supposed to be ufide

Caregiver: Would you like to spend a few minutescdssing what we might do?

Patient: OK.

Caregiver: Do you have any idea about how you migimg your HbAlc back down?

Patient: Well, probably the way | eat, doing exacand taking my pills has a lot to do with it.

Caregiver: That’s right. This action plan form lsasne choices for improving your HbAlc. Is
there anything you might like to focus on?

Patient: | think I'd like to talk about exercise.

The next step for this patient is to engage incaioa plan discussion about exercise.

Then, have 2 people read the action plan dialogdedescuss it (as suggested in the Clinical
Diabetes article). This dialogue is the same a®tigein the Clinical Diabetes article, reproduced

here so that it can be easily copied for the tesne

Action plan dialogue

Caregiver: Your last test shows your HbAlc has ggn& 9.2. What do you think about that?

Patient: | don’'t know. I'm taking my pills, | thught if | took them | didn’t have to worry about
eating candy and sweets every day; the pills gopssed to protect me.

Caregiver: What is it you like about eating candy?

Patient: | love chocolate; it's kind of comfortinghave all these things that stress me out, but |
know that chocolate is one thing in my day | wifahitely enjoy.

Caregiver: That makes sense. Is there anythingdgaiti like about eating chocolate?
Patient: Well, it messes up that sugar. But | taaint to give it up, it makes me happy.

Caregiver: Is there anything else you enjoy dolrad teduces your stress but doesn’t get your
HbAlc so high?

Patient: Maybe walking around the block a coupléroés.
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Caregiver: Do you want to give that a try?

Patient: Sure, but I'm not promising to give upatiate.

Caregiver: | understand. Let's do a reality chédk@ sure are you that you can walk around the
block a couple of times when you feel stress? luettsa “0 to 10” scale: “0” means you aren't
sure you can succeed and “10” means you are vegyysul can succeed.

Patient: | can do it; I'm 100% sure.

Caregiver: Why don't we call it your action plaryeu will walk around the block two times
when you feel the stress coming on. When do you veastart?

Patient: We'll see.
Caregiver: Do you want to start this week?
Patient: That might work

Caregiver: OK. Why don't we agree that you will kvatound the block two times when you feel
stress? Could | call you next week to see howgibmg?

Patient: OK.

Lessons to discuss (ask questions to try to ¢éfmimees’ understanding of the dialogue)

When the patient mentions an unhealthy behaviarqalate), the caregiver doesn't
challenge it, but uses a Motivational Interviewteghnique: what do you like and what don’t
you like about the unhealthy behavior. This encgesahe patient, not the caregiver, to talk
about change (what he/stieesn’tlike). This may uncover a topic for an action plaim this
case, relieving stress.

The caregiver does not judge the patient’s behaVihren the patient says: “I'm not
promising to give up chocolate,” the caregiver aitemake a judgment, but says: I
understand,” and moves on. It wouldn’t make seadecture the patient on why chocolate is not
healthy because the patient already knows (“it seap that sugar thing”).

The action plan should be simple and specific. 0k 10 scale estimates the patient’s
confidence that he/she can succeed at the acton phe purpose of the action plan is to
increase self-efficacf{self-confidence that the patient can change songt The goal is
success. It doesn’'t matter how small the behaiange is; the important thing is that the
patient succeeds, thereby increasing self-effichoymaximize the chance of success, the patient
should have high confidence, at least 7 out otlidt, he/she can succeed. If, for example, a
sedentary patient proposes an action plan to walkés a day, with a low level confidence (2
out of 10) that he/she can succeed, the caredineilid suggest a more achievable action plan.
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At the end of the dialogue, the caregiver triemtike the action plan more specific
("When do you want to start?”), but the patienistess(“we’ll see” and “that might work”).
Rather than challenging the patient, the carediadls with the resistance” and goes with what
the patient is willing to do. Sometimes the patieitk not want to make an action plan at all.

Further Action Plan Training

These are scenarios featuring problems that comehep coaches engage in action plan
discussions with patients. Have 2 people readdéerasios; after each one, ask trainees what
they think.

Scenario 1

Caregiver: Hello. | was just looking at your lalstee Your LDL cholesterol is back up to 145.
Do you know what your goal is for cholesterol?

Patient: | don’t remember
Caregiver: Since you had a heart attack 3 yearsymyw LDL cholesterol goal is to be below
100. Now you are 145. Do you know why it has gopegain. I'll bet you haven’t been taking

your pills.

Patient: Sometimes | forget to take the pills.dlfgood and it doesn’t seem like | need the pills
every day.

Caregiver: We need to make an action plan. You havake your cholesterol pills every day.
OK?

Patient: | guess so.

Caregiver: starting today, your action plan isaket your pills every day without fail. I'll call
you on Thursday to check.

Clearly, the patient was not involved in making tiction plan.
Scenario 2

Caregiver: we just checked your BMI and it's gopefiom 29 to 31. Do you know what that
means?

Patient: | don’t even know what a BMI is.
Caregiver: it is a measure of your weight in relatio your height. It is the best measure of

whether your weight is too high. We call a BMI un@& normal, between 25 and 30 as
overweight, and over 30 as obese. You are now 31.
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Patient: are you saying that I'm obese? | don& likat.
Caregiver: that's what over 30 means.

Patient: | hate that. I'm going to lose 20 pount¥sien | come back next month, my BMI will be
way down below 30.

Caregiver: that's great. I'll see you next montm sure you can do it.

The motivation of the patient is great, but theegaver probably should have asked for a
reality check using the 0 to 10 scale. While pragghe patient’s motivation, the caregiver might
have made a shorter term realistic action planaid ® move toward the goal of losing 20
pounds.

Scenario 3

Caregiver: hello. | wanted to give you your lakt tesults. Your HbAlc has gone up from 8.2 to
9.2. Do you know what that means?

Patient: that means my sugar is getting highenolkit is supposed to be 7 or below.
Caregiver: do you want to do something about that?
Patient: yes, | do. | need to get it down.

Caregiver: we believe in patient self-managementy@ need to say how you will get your
HbAlc down.

Patient: but I'm not sure what to do.
Caregiver: give it a try. What would you like todo

Patient: | don't like this self-management thingy Nbctor in Russia would tell me what | need
to do and that's what | like.

Caregiver: this isn't Russia.

The caregiver did not help the patient in formalgian action plan. When patients
indicate that they prefer a caregiver to make asgetfor them, it is best to suggest a course of
action to the patient and check to see if the patgrees. Action plans are a partnership — part
patient and part caregiver.
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Scenario 4

Caregiver: Hello Mr. Tang. It's good to see you.vHare things going?
Patient: good
Caregiver: Would it be OK to check on the actioanplve made last week?

Patient: OK

Caregiver: how are you doing with exercising 30 um&s every day after lunch?

Patient: I'm doing fine. I'm doing 45 minutes evelgy.
Caregiver: That's terrific. So, do you think theseanything else we might do to get your

cholesterol down? The LDL is still running aroursD1Would you like to discuss healthy
eating?

Patient: I'll keep exercising and that should takee of it.

It is not unusual for a coach to doubt that theep#is actually carrying out his/her action plan.

However, one needs to take the patient at facee\aahd accept what the patient says he/she is

doing. On the other hand, if the LDL does not gadmext time it is checked, the caregiver

might suggest that exercise is not enough andhyeaditing and/or medication is needed.
Scenario 5

Caregiver: Hello. How are you?

Patient: I'm fine.

Caregiver: Did you see this chart of your HbA1c®ént up from 8 to 107?

Patient: | really feel good.

Caregiver: We've talked a lot about the importaotbaving your HbAlc at 7. Would you like
to try to get it down?

Patient: | really feel fine.
Caregiver: Would you like to talk about an actidarpto get your diabetes in better control?

Patient: | eat well, | exercise, | take my pilladd feel very well. Thank you for taking good
care of me.

It is not appropriate to make an action plan whtis patient. The patient needs much more
education on diabetes, its long-term consequemd®s, can be done to avoid those
consequences, and that having high sugar doesoessarily make people feel bad. The patient
has made it clear that the time for this educasgrobably not right now.
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Scenario 6
Caregiver: Hello. How are you?
Patient: I'm worried. My doctor told me my sugata® high. | need to get it down.
Caregiver: do you know how you can get your sugavrd®
Patient: | could eat less, exercise more, or take p
Caregiver: that’s right. Do you know what you wolike to do?

Patient: | need to eat less. | eat 2 bowls of edery meal. Big bowls. | know it keeps my sugar
up.

Caregiver: do you think you could do something dhbat?
Patient: I'm going to stop eating rice. No moresrfor me.
Caregiver: That's great. I'll call you to see hdis going.
Similar to a previous scenario, it might be besttli@ caregiver to do a reality check using the 0
to 10 scale, while not undermining the patient’siwation to change.
Scenario 7
Caregiver: Hello. How was your visit with Dr. Eviatse?

Patient: | was OK. But she told me that | had &el@0 pounds in the next month. | don’t think |
can do that. She never asked me for my opinion.

Caregiver: what do you think about that?

Patient: | can’t do that. It's too hard.

Caregiver: would you like to lose some weight?

Patient: yes, but | can’'t do it that fast.

Caregiver: Are there any foods that you think aresing your weight to go up?

Patient: it's those tortillas. We Mexicans loveett tortilla. Maybe | could eat 8 tortillas a day
instead of 12.

Caregiver: that makes sense. We could make thataation plan.
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Patient: but Dr. Evidence told me | have to los@p@0nds. Reducing the tortillas won’t be
enough to lose 20 pounds. | have to do what Didéwe says, but | can't do it.

This scenario demonstrates the paradigm gap betplgesician and coach. The physician tells
the patient what to do even though her advice tiealistic and did not involve the patient in the
decision. In this case, because the patient ttustEvidence, the coach would need to talk with
Dr. Evidence (with the patient present or not pngse try to persuade Dr. Evidence that the
patient needs to be involved and that a realistioa plan would have greater chance of success.

Action plan follow-up/problem-solving dialogue

Goal-setting/action-planning will not work withorggular and sustained follow-up with problem-
solving. This process can be done, often by telephby medical assistants, community health
workers, or patients who buddy-up with one another.

Caregiver (on telephone): Hello. Is this a goocktimtalk for a few minutes?
Patient: OK
Caregiver: Do you remember the action plan we thidgout in the office last week?

Patient: | was supposed to walk 15 minutes eveagrradon. But | didn’t do it. I'm scared
because we just had a shooting in the neighborhood.

Caregiver: [After discussing the shooting for a f@mutes] Would you like to try to make
another action plan to do some exercise?

Patient: Yes, | need to do that.

Caregiver: Do you have any ideas what you might[@2 the patient the opportunity to
suggest an idea; if that doesn’'t work, the caregn@uld suggest a few ideas]

Patient: my son visits me every week. Maybe hedcduve me somewhere and we could walk
together instead of going to McDonald’s the wayaleays do

Caregiver: Maybe the first action plan could bas& your son if that is OK. What do you think?

Patient: I'll ask him tomorrow. [Here the caregiveight assess this new action plan with a 0 to 10
confidence scale. In this case, that might notdeessary]

Caregiver: That's great. Is it OK if | call you ancouple of days to see what happened?

Problem solving requires considerable ingenuityhencoach’s part, trying to come up with a
solution to the very real barrier the patient fac&sme ideas on how to do problem solving:

1. Identify the problem (the most difficult andportant step).
2. List ideas to solve the problem

3. Pick one, try it for two weeks
4

. Assess the results
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5. If it doesn't work, try another idea

6. Utilize other resources (family, friends, pisgenals)

7. 1f nothing seems to work, accept that the mobmay not be solvable now.

Lorig, Holman, et allLiving a Healthy Life with Chronic ConditionBoulder, Colorado, Bull
Publishing, 2006.

Medication Training

There are 3 terms related to patients taking méditaViedication Reconciliation, Medication
Concordance, and Medication Adherence.

What is medication reconciliation? (med-rec)

Comparing the list of medicines the doctor hasgiesd with the list of medicines the patient is
actually taking.

When do you do it?

Before the visit, so that the doctor knows whatghgent is actually taking before seeing the
patient.

Why does it need to be done?

Take the example of high blood pressure. If a ddwhs prescribed 2 medicines and the patient’s
blood pressure is still high, the doctor may pribgca 3 medicine because he/she doesn’t know
that the patient isn’t taking the 2 medicines alseprescribed. Then, if the patient decides to
take all 3, the blood pressure will go too low. $arould happen with diabetes, with the blood
sugar dropping — which could kill the patient. Tisisvhy knowing what pills the patient is really
taking is so important.

Who does med-rec?

Often it isn’'t done at all. Doctors often don't leatvme to do it, SO many organizations are
experimenting with MAs, LVNs, RNs, doing it. Ideglia pharmacist would do it but there
usually aren’t pharmacists available to do it. Gmaccan do med-rec. However, only the

clinician can make decisions about whether a médicahould be stopped, increased, or
decreased.

Med-rec has two parts: 1) Finding out what thegudtis actually taking (the detective work),
which can be done by the coach, and 2) Deciding tieapatient should be taking, which is a
clinician function.

How do you do med-rec?
In a reminder phone call, ask the patient to balhgnedicine bottles.

Print out the pre-visit medication list. Go ovecleanedication on the pre-visit medication list
(or use the bottles if patient brought the botte®) ask the patient the following questions for
each medication:
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Do you know the name of this pill?

Do you know what this pill is for?

Do you know how many milligrams it is?

How often should you be taking it?

Are you taking it?

If you are not taking it as the doctor prescribgty not?
Do you need refills?

For the first 4 questions, the coach educatepakient if needed and close the loop. For
the question “Are you taking it?” write down negtéach med on the med list: Yes, No, or
Sometimes. If a twice a day pill is taken only oacgay, write down, Once a Day. If the patient
doesn't take the med as prescribed, ask the patiagtNot? and write that on the med list.
Write down whether the patient needs refills, infation which helps the doctor.

When you (the coach) are done, make sure thevitistyour notes is on the front of the
patient’s chart for the doctor to see. If the patlerought the med bottles, put the bottles out on
the desk so that the clinician can discuss thetn thi¢ patient.

Coaches should not advise the patient what t@gdarding a medication that the patient
is not taking; it is the clinician’s job to deciddnether to stop or continue the medication. So,
don't tell a patient who is not taking a medicatityou should be taking this pill.” Perhaps the
doctor will want to stop the pill; perhaps the patihas a good reason not to be taking it. The
coach’s job is only to get the information from fhegient.

What do you do if the patient is on 12 medicatiand there isn’t time to do medication
reconciliation? It probably isn’t worth startingetprocess if it appears that there won'’t be time to
finish it. In that case, the patient really needgjparate planned visit with a RN or pharmacist to
sort out the complexities.

What is medication concordance?

In the post-visit after the clinician has left,uyask “Just to make sure the clinician was
clear, can you tell me how you will be taking tmedication?” This is closing the loop. If a
patient has been taking a medication for a coupleeeks and comes back, you can ask: “How
did the clinician tell you to take this medicatiéfthe patient’s answer is the same as the
clinician’s description on the medication list, {he&tient is concondant with that medication. If
the patient’s answer is different than what islmmed list, the patient is discordant.

What would you guess — what percent of patientietstand how to take their meds?

Research has shown that 50% of patients are daob+ they never understood how to
take the medication. Concordance-discordance ©alyiecause if a patient doesn’t know how
to take a medication, he/she can’t be taking itexily.

What do you do if there is medication discordan€d@se the loop. Tell the patient how
the doctor prescribed the medication, and ask atieqt to repeat back the instructions. If the
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patient gets it wrong, correct the patient andhasi(her to repeat if back again, until the patient
can say it correctly. If the patient has broughpilhbottles, ask the patient to hold up the leottl
for diabetes, or the bottle for blood pressure, asidWhat is that pill for? Help the patient
understand what the pill is for. Then ask How ¢he tloctor want you to take that pill? If the
patient gets it wrong (discordant), correct thaguat This requires constant closing the loop.

What is medication adherence?

Adherence means the patient is taking all megsescribed. Assuming there is
concordance (the patient knows how the doctor widsetsnedication taken), naadherence
means that the patient knows how to take the medrchut is not taking it or is only taking
some of the pills. If there is discordance (thegudtdoesn’t understand), then one can't say there
is non-adherence because the patient doesn’t krii@t/tw do. Non-adherence means that the
patient knows what to do but choose not to doristame reason.

How common is non-adherence? In general, 1/3 eodmpattake all their meds, 1/3 take
some of their meds, and 1/3 take none of their mgdtsnot all of this is non-adherence.
Remember 50% of patients are discordant (don’t istded how the doctor wants them to take
their meds). Some people not taking their medsianeadherent (understand but choose not to
take the med), some are discordant (don’t undetktan

What are common causes of non-adherence?

1) Patient has to pay for the med and can't afiord

2) Med was not on the patient’s insurance formuéarg pharmacist didn’t give the med.

3) Med causes side effects.

4) Pt is worried that med may cause side effectsthem.

5) Patient doesn’t believe the med will really makeifference in his/her life.

6) Patient forgets.

7) Medication regimen is too complicated. Too marmgds, and meds that need to be taken
several times a day. (A medi-set might help, btttelnés to simplify the regimen)

8) Patient doesn’t want to begin taking somethiveg he/she may have to take for the rest of
their life.

If the clinician says that a particular medicatismeally important to take and the patient is not
taking it, what can you do?

See if the patient is willing to make an actionmpthat he/she will take the med. Call back in a
week to see what happened.

Patients do not always tell the truth about whetrarot they are adherent. How can we
encourage patients to tell the truth? Here is dea.iSay to the patient, “Most people do not take
all the medicines their doctors prescribe. So,Gt if you aren’t taking all of them; you are in
good company.” Use some personal examples like:
- | even have trouble taking a vitamin everyday!
- In fact, once when the doctor prescribed sontibiatics for me to take for a week, |
only took them for 3 days.
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Sometimes it works to say “No one likes to take igiads. But it would really help us to know
if you are taking the medicines or not, becauselps your doctor know what to do next about
your blood pressure (diabetes, or whatever the imé).”

One way to improve adherence is to suggest todhient an action plan in which the patient
agrees to take one or two of his/her medicatiogalegly.

Cardiovascular risk factors

Coaches working with patients with cardiovascuisk (in particular diabetes,
hypertension and high cholesterol) need to knomash about these conditions as patients
should know. It is important that coaches have easgss to patient education materials on
these topics. Since many patients have limitedthditgracy and do not read patient education
materials, it is very helpful for coaches to engpggents in discussions of these patient
education materials using ask-tell-ask: Ask theéepaia question and if the patient doesn’t know
the answer, read the answer from the patient eidumcataterial. This helps to guard against the
serious possibility that coaches are giving pasi@mibrmation that is incorrect.

In helping coaches learn about cardiovascular ttis& best for the trainer to model ask-
tell-ask. The training leader asks the traineestiuas to see how much they know and to allow
those who know more to teach those who know lelss.tainer provides the information if the
trainees do not know it and corrects any inconr@otrmation. Also, the trainees are encouraged
to ask any questions they want. Because it is asduhat trainers are knowledgeable about
cardiovascular risk, this document focuses on tlestpns that are the discussion guide.

First the trainer does very brief explanation afdiovascular risk factors — what risk
means and what are the main factors, indicatingthigadiscussion will focus on diabetes,
cholesterol and hypertension. Smoking cessationszling is a very appropriate function for
coaches, but smoking cessation counseling trawmgld require an extra training session. This
document does not include a training guide on sngpkessation.

The questions to discuss on cardiovascular risk:
1. What is diabetes? (focus on type 2) What aredieplications of diabetes?
What is hypercholesterolemia? What are its compdina?

What is hypertension? What are its complications?

2. What is the most important measure for peoplk dinbetes? (HbAlc ) Ask if anyone knows
what it means and explain it.

What is the HbAlc goal? (7 or below, except faleely or complex patients for whom it might
be higher)
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What is the most important measure for people twipercholesterolemia? (LDL) Ask if
anyone knows what HDL is.

What is the LDL goal? (under 130 for most peopleunder 100 for people with coronary heart
disease, cerebrovascular disease, peripheraledesease, aortic aneurysm, diabetes. We have
not been using the 160 goal for low-risk patiesiisce most patients who need coaching will
have a goal of 100 or 130).

What is the most important measure for hypertersi8ystolic and diastolic blood pressure
(ask/explain what they mean).

What is the BP goal? (130/80 or below. We usedba for all patients. JNC 7 is somewhat
inconsistent and using 130/80 is simple and a redde goal).

3. What are the ways to reduce HbA1c? (diet, exereneds)
What are the ways to reduce LDL (same)
What are the ways to reduce BP (same)

4. What are the most important foods to reducetafari patients with diabetes? (Sweets,
starches — bread, pasta, potatos, rice)

What are the most important foods to reduce/avaigétients with high cholesterol? Saturated
fats and foods with cholesterol (foods fried intagr fats/oils, red meat, cheese, ice cream,
butter, eggs); also carbohydrates

What are the most important foods to reduce/avaigétients with hypertension? Salt, fats.
(DASH diet helps blood pressure — low salt andHagh fruits and vegetables)

What are some action plans that can be done fa@npstinterested in healthy eating? Reduce
tortillas from 12/day to 8/day. Reduce rice frotelbowls per meal to 1 bowl per meal. Only eat
cheese twice a week rather than every day. Sutestvater for sodas.

Regarding training on healthy eating, we try togkgesimple, just listing a few key food types
that patients would best reduce or avoid. The kegstion we suggest that coaches ask patients
regarding healthy eating is “Is there any food gatithat you think makes your HbAlc (or

LDL) go so high?” That question helps to set u@eimon plan (often relating to portion size)
and helps to move away from complicated discussionisealthy eating that are best in the
province of a dietician.

Cardiovascular medications

Hand out to trainees the Common medications toaedardiac risk. They can keep it as
a reference. Tweak it based on medications usgdunsite and your preferences. Go around the
room with the trainees and have each trainee readr@dication or medication class. Then do
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an “open book” question session in which traineessacouraged to consult the common
medication list. This has worked quite well, impraytrainees’ confidence in doing med-rec,
closing the loop with meds, and follow-up phondsced check on medication concordance and
adherence.

Common medications to reduce cardiac risk

Diabetes

Metformin 500 mg twice a day
500 mg. — 2 pills twice a day
850 mg. twice a day

Do not use if kidney disease (creatinine duBj
Does not cause hypoglycemia (low blood sugar)

Glyburide or Glipizide

Start with 2.5 or 5 mg per day
Increase up to 10 mg. twiceag d

Can cause serious hypoglycemia

Rosiglitazone (Avandia) or Pioglitazone (Actos)
Avandia may be related to heart attacks, so gt to use it
Actos is 15 or 30 mg per day, also may be besto use

Can cause swelling of the feet, weight gagarhfailure

Insulin

NPH or Glargine are long acting. Usuallyrisi® units injection at night, increase slowly to
get blood sugar to goal

Regular Insulin or Lispro (Humalog) is shacting and used at mealtimes to keep blood
sugar down

Aspirin

Protects patients with diabetes from hatidgcks. Should be given to patients with
diabetes over 40 years of age. Dose is 81 mg.@emb not use if patient has a bleeding
problem.

ACE inhibitors (see below under hypertension)

Patients with diabetes with too much protein i tinine are beginning to have kidney
damage. Start on ACE inhibitor
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Cholesterol

Any medication with name ending “statin” is for ddsterol. Lovastatin, pravastatin
(Pravachol), atorvastatin (Lipitor), simvastatiro€or)

Doses are usually 10, 20, 40 or 80 mg. each day

Liver function tests should be checked before tiastig a statin and 12 weeks after
starting the statin. If liver function tests arersthan 3 times normal, stop the statin.

High blood pressure (hypertension)

Hydrochlorothiazide (HCTZ): causes kidneys to eteraore urine which lowers blood
pressure. Doses 12.5 or 25 mg. once a day

ACE inhibitors: ACE = Angiotensin Converting Enzynighe ACE inhibitor reduces the
amount of angiotensin, which makes the blood presga down by dilating arteries.

ACE inhibitors are good for patients with both ditds and high blood pressure because
they protect the kidneys. ACE inhibitors have naewding in “pril.” Benazepril,
Lisinopril, Enalapril. Doses are usually 10, 20406rmg. once a day. Side effects: can
cause potassium to go up, and can cause a cough.

ARBs (Angiotensin Receptor Blockers). Work similarACE inhibitors, and are used if
patients get a cough with ACE inhibitor. The named in “sartan.” Losartan (Cozaar) is
the most common.

Beta blockers: slow down heart rate and reducedgpwessure. The names end in “lol.”
Most common are metoprolol and atenolol. Metoprdtmde is usually 50 mg. twice a day,
going up to 100 mg. twice a day. If heart rateaktv 55, dose is too high.

Calcium channel blockers: Cause blood pressure wogvn by dilating arteries. Names

end in “pine.” Common ones are Amlodipine (Noryamed Felodipine (Plendil). Dose is
usually 5 or 10 mg. once a day.

Questions for trainees on medications

A patient is on Metformin and Lovastatin. What cacdrisk factors does she have?

A patient is on Metformin 500 mg. twice a day. HlzA& 8.5. Patient is doing her best at diet
and exercise. What would you do next?

A 54 year old patient with diabetes is on Metfor@80 mg. twice a day and HbAlc is 6.8. Is
there any other medication he should be on?

A patient with hypertension has a blood pressurE56f90. She does an action plan to reduce
her salt, and the blood pressure 2 weeks latet0#885. What would you do next?
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You are the coach and you ask the patient with icbalesterol of 145 whether she is taking her
atorvastatin. She says her doctor never prescatmgastatin. She brought her med bottles and
one of the bottles says Lipitor. What do you telth

A patient with diabetes has urine microalbumin {eirg of 150, which is too high. What type of
medication should she be on?

A patient on atorvastatin calls you, the coach, says she has severe muscle pain since the
physician increased the dose from 20 to 40 mg. Wbafou think is happening?

A patient with diabetes is on metformin 500 mg.ilB pwice a day. Many people consider that
to be the maximum effective dose. But HbALlc id StiBesides improving diet and exercise,
what would be the next step?

A patient with diabetes is on maximum dose of nretfa and glipizide. The patient cannot take
Actos because the patient already has swollen sinleAlc is 8.7. Besides improving diet and
exercise, what is the next step?

A patient with hypertension is on salt restrictaaomd HCTZ 25 mg (the maximum effective
dose). BP is still 150/95. The patient promisesishaking her HCTZ. The patient does not have
diabetes. What is the next step?

A patient with hypertension is on HCTZ 25 mg. anetoprolol (a beta blocker) 100 mg. twice a
day. Beta blockers slow down the heart rate. Thieqtézs BP is 160/100 and the heart rate is 90.
Do you add another medication?

A patient with diabetes and hypertension is on bepal, an ACE inhibitor. The benazepril does
2 important things: lowers blood pressure and ptestthe kidneys. She develops a cough, a
common side effect of ACE inhibitors. Do you stbp benazepril?

You are doing medication reconciliation with a pati— trying to figure out what the patient is
actually taking. You have the LCR medication lishpout. The patient didn’t bring her bottles.
What questions are good to ask the patient abaht m&dication?

You find out that a patient isn’t taking the Glipie the doctor ordered a month ago. You ask
why? What are some possible reasons why the pai@htaking the medication?

During a follow-up phone call one week after aiclen visit, what are some questions you
would ask patients about a new medication presgmging that visit? (Answers are: Were you
able to get the medication from the pharmacy amatf why not? Do you remember how to take
the medication? (closing the loop, and correctivggdatient if wrong) Are you taking the
medication and how often? (if not, why not). Awmuyhaving any side effects? (if so, do not
decide what to do but contact the clinician abdut i
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Panel management training

Discuss what a registry is, and ideally show #wastry used in your facility. Talk about
what a registry can do: give feedback to a climd a provider on performance measures;
identify patients overdue for mammos, paps, Albbl blood tests, eye exams, etc; identify
patients not in control of Alc, LDL, blood presswko need more coaching or more extensive
planned visits with RN or nutritionist.

Go over a registry sheet and discuss it in som&ldéssk such questions as:

How many patients are in your panel?

What information is available on each patient?

In the Alc testing column, which patients are ouertbr Alc (assuming Alc should be done
every 3 months for patients out of control and gWemonths for patients in control)

Similar for LDL and blood pressure and eye exam

In the Alc level column, which patients are at goa which are not? Same for LDL and BP
Which patient would you prioritize for coachingraore intensive planned visit?

Which patients need medication intensification?

Go over what a panel manager job description wimdd like. In essence it is reviewing
the registry on a regular basis, calling/senditigete and lab slips to patients who need lab work
done, making appointments for eye exams, mamma@aps, and (depending on what the
clinicians decide) perhaps working with cliniciansgo over patients and to contact the patients
to intensify medications based on the clinicianrders. The panel manager may also have the
job to enter data into the registry that needsetmput (like blood pressures) and to keep the
registry up to date.

The main training for panel managers is how tal tba registry, how to keep the registry
current, how to produce reports, how to contadeptt about overdue services, and (if
appropriate) how to work with clinicians on medioatintensification. Much of this is
dependent on the particularities of the registryanr clinic.

Where to go for more information

Action plan forms in English, Spanish and Chineme be downloaded from the internet
at http://www.ucsf.edu/cepc/_html/aims/actionPlan.html

A wealth of information on patient self-managemeinthronic conditions is available at
http://patienteducation.stanford.edu

A monograph “Helping patients manage their chra@oicditions” is available at the
California HealthCare Foundation website
www.chcf.org/topics/chronicdisease/index.cfm?itemlD1768
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Appendices

JAMA article “A 63 year old man with multiple camascular risk factors” 2007;298:2048-55
that provides some of the evidence supporting thr@eggng materials
http://www.ucsf.edu/cepc/_pdf/BodenheimerJAMA20@.p

Clinical Diabetes article “Helping patients adopalthier behaviors” 2007;25:66-70 that
describes action plan training
http://www.ucsf.edu/cepc/_pdf/ClinicalDiabetesAleipdf

Training HbAlc and LDL-cholesterol graphs
http://www.ucsf.edu/cepc/_pdf/TrainingAlcGraphs.pdf

Sample registry report
http://www.ucsf.edu/cepc/_pdfireqgistrreport. pdf

HbAlc and LDL-cholesterol graphs for patients



