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Executive Summary

Diabetes Shared Medical Appointments (SMAs) are a novel approach to improvement in a chronic
illness that’s complexity can be seen in multiple aspects of a patient’s life. Engaging patients in a team
approach with several peers to support behavior change has been an effective tool for us to improve
many aspects of care for patients with diabetes at our VA site. We have done so in the context of the
primary care clinic with the conceptual framework of the chronic care model. We have achieved
success in doing so as evidenced by the improvements seen for patients who have participated in SMAs
since we began them in 2005. Our preliminary findings (based on 44 SMA participants and 35
comparison patients) were published in Quality and Safety in Health Care (2007, see next page for a
brief summary). Updated information for 334 patients documented a mean change in Alc of -.9 (+/-
1.9), p <.001. The pre-SMA mean for this group was 9 (+/- 2.1) and the post-SMA was 8.4 (+/- 1.7).

This manual compiles the processes that have facilitated our own implementation with some attention
to challenges that have needed to be addressed. For further details in addition to this manual, see Kirsh
et al (2008). We hope you find this easily adaptable to your local environment.

Change is often challenging and accompanied by uncertainty. Be reassured that there are a growing
number of SMA success stories, including our own experiences at the Cleveland VAMC. On the
following page we share some findings from various studies.

WARNING

Shared Medical Appointments are a shift in health care delivery method for patients with chronic
conditions. The default is often to lecture to patients and to see them every 2 or 3 months. In Shared
Medical Appointments you don’t lecture and once the patients have the self-management skills you let
them go — the patients still have their primary care providers they see regularly. Shared Medical
Appointments are a supplement, not a replacement.



Some Findings from Various Studies

Kirsh et al (2007) used a quasi-experimental design with concurrent, but non-randomized controls to
evaluate the impact of SMAs for patients with diabetes. The intervention group included patients who
participated in SMAs from 5/06 through 8/06). At the initial visit, 83.3% had Alc levels > 9%, 30.6%
had IdI-cholesterol levels > 130 mg/dl, and 34.1% had SBP = 160 mm Hg. Levels of Alc, 1dl-c and
SBP all fell significantly postintervention with a mean (95% CI) decrease of Alc 1.4 (0.8, 2.1) (p<
0.001), 1dl-c 14.8 mg/dL (2.3, 27.4) (p=0.022) and SBP 16.0 mm Hg (9.7, 22.3) (p< 0.001). There
were no significant differences at baseline between control and intervention groups in terms of age,
baseline intermediate outcomes, or medication use. The reductions in Alc % and SBP were greater in
the intervention group relative to the control group: 1.44 vs —0.30 (p= 0.002) for Alc and 14.83 vs 2.54
mm Hg (p= 0.04) for SBP. Ldl-c reduction was also greater in the intervention group, 16.0 vs 5.37
mg/dl, but the difference was not statistically significant (p= 0.29).

Wagner and colleagues (2001) at the W. A. MacColl Institute for Healthcare Innovation in Seattle,
Washington, did a system-wide randomized trial. Primary care practices were randomized within
clinics to either a chronic care diabetes group or usual care. Patients received baseline and follow-up
assessments (12 and 24 months) and the intention-to-treat analysis at 24 months showed that the SMA
group had received significantly more recommended preventive procedures and helpful patient
education. These patients, compared to usual care patients, had slightly more primary care visits.
However, they had significantly fewer specialty and emergency room visits. The number of group
sessions attended was consistently related to Alc levels.

A team headed by Trento (2002) at the University of Turin, Italy, conducted a randomized clinical trial
of 112 patients with non-insulin treated type 2 diabetes managed by either group education visits or by
individual consultation and education. Over 5 years, Alc increased in the control patients but not in the
group visit patients. Patients in the group visits also experienced a decrease in BMI and increase in
HDL-cholesterol. They also found that quality of life, knowledge about diabetes and health behaviors
improved with group care but worsened in the controls.

Based at the Medical University of South Carolina, Clancy and colleagues (2007) undertook a 12-
month randomized controlled trial of 186 patients with diabetes in group visits with traditional, usual
patient-physician care. While there were no differences regarding Alc, BP and lipid levels, group visit
patients exhibited greater concordance with diabetes process-of-care guidelines.



Objectives of the Manual

The main objectives of this manual/toolkit are to summarize the necessary guidelines, information,
tools and resources for starting and conducting successful shared medical appointments for veterans
with diabetes. We provide a brief overview of the background and added value of shared medical
appointments to the care options available at VAMCs and then discuss the implementation process,
including a discussion of the key elements to success that we have identified. Finally, we also provide
appendices with examples of materials useful for initiating shared medical appointments and tracking
relevant information in the VA.

It is important to keep in mind that this manual is meant to help you design a SMA for your patients
with diabetes. Every setting differs and therefore the manual/toolkit is meant to provide guidelines and
suggestions as you design your SMA. We hope this manual assists your implementation of a diabetes
SMA through summarizing our implementation experiences, including identification of factors related
to our success.

We are always seeking to improve the presentation and the materials. As such, we would appreciate
hearing from you: Susan.Kirsh@va.gov



1. An Overview of Shared Medical Appointmentsfor Veteranswith Diabetes:
Why do group visitsin the VA?

Diabetes is a national problem that has reached epidemic proportions. Its management complexity
threatens to overwhelm the acute care-oriented health care systems and challenge the resources of
current and future individual primary care providers. While medical training has increasingly addressed
chronic care management, quality care necessitates education approaches that go farther. Chronic care
management needs approaches that educate, sensitize, support and help nurture an activated patient and
prepared proactive health care team. Shared medical appointments (SMAs) constitute a promising
improvement strategy to help address the complexities and demands of managing chronic health
conditions and there is evidence in support of this approach including our own experience here at the
VAMC Cleveland. (Kirsh, et al 2007) The format remains appealing in an environment of growing
demands and limited resources.

The Veterans Health Administration in 2005 mandated shared or group medical appointments as a
means to improve clinic efficiency and quality of care. Both local and national Advanced Clinic Access
meetings endorsed this methodology for decreasing waiting times, improving patient outcome measures
and minimizing cost. Additionally, shared medical appointments offer an opportunity to utilize non-
physician providers to their fullest potential. The VA has recognized the important role non-physicians
play in improving care for patients, especially patients with chronic illnesses, such as diabetes.

Based on the chronic care model, Shared Medical Appointments are patient medical appointments in
which a multi-disciplinary/multi-expertise team of providers sees a group of patients (8-20) ina 1.5 to 2
hour visit. Chronic illnesses, such as diabetes, especially lend themselves to this approach. Some
materials have been made available for use by those planning SMAs in the VA and elsewhere (Masley
et al. Family Practice Management, June 2000, Vol. 7, No. 6, p33-7). While the general structure and
processes for conducting SMAs have been established that recognize inter-related decisions, there is a
lack of specificity to guide making setting-specific decisions that help ensure success. Each setting has
its own unique strengths and challenges and one goal of this manual is to help you make local
adjustments to SMAs and to your setting. SMAs for patients with diabetes must make sense for your
setting without compromising the key elements necessary for obtaining benefits for patients and
providers.

A. Benefitsfor Staff

Benefits of this method when integrated appropriately can include a strong sense of teamwork and
camaraderie as different providers contribute to the care of an individual patient, each offering unique
skills that another provider may not possess. Also, if a consistent group of staff members exists and
members embrace the team concept, the system redesign associated with SMAs helps to create a very
supportive environment with high staff satisfaction. Staff team members feel that very high quality
patient care is delivered in SMAs where group discussion/motivation and individual titration sessions
are utilized. Team members are valued by different disciplines to a larger degree than when working
separately in a large clinic. In addition, spread of provider expertise amongst each other is observed,
benefitting all staff. It is very rewarding to see challenging high-risk patients become better self-
managers, teachers and motivators for other patients, and have improved clinical outcome measures
after participation in SMAs.

B. Benefitsfor Patients
Patients may benefit from the one-visit access to multiple disciplines or areas of expertise (disease and
medication management, nutrition, and behavioral/motivational experts). Patients also benefit from the
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experience of other patients participating in the group (peer support): With team guidance, patients
learn from each other about solutions to tackle the day-to-day challenges in a way that is impossible to
achieve in traditional clinic visits. Finally, the patients gain a sense of control and usually experience
improved health. We have found high patient satisfaction among participants.

PCPs: Feel a sense of additional
support when working with the many
challenges and complexities that are Patients: Get support and strategies from
evident in daily management of patients &3 other patients and can feel a high degree
with diabetes. Providers facilitating and of care from a “team of providers.”
staffing the SMA engage in a high sense
of camaraderie and teamwork in getting  pegr|s of
even challenging patients to improve  \vigdom
their own care.

C. Balancing Trade-offsand Maximizing Opportunities

As is true with all new paths, there is a balancing act as implementation unfolds. It is important to keep
in mind that SMAs can be staffed by a variety of different types of teams for success. Physicians, nurse
practitioners and/or pharmacists are needed for medication titration but the number and combination of
medication changers will vary. While it may be easy to fall in the trap of thinking ideally about all the
disciplines that should be represented, it is more important to think about the expertise or skill sets
needed as a core for each session and how to create such expertise by harnessing local resources.




2. Group Visit and Patient Activation Model: Chronic Care Model asan
I mplementation T ool

Core concepts of the Chronic Care Model (CCM) of disease management provide a useful framework
for thinking about how to maximize resources and goals while establishing group shared medical
appointments in your local setting. In particular, the CCM emphasizes the integration of an informed
proactive team and an engaged patient while at the same time appreciating the contextual layers of a
health care system.

Specifically, the Chronic Care Model, including the self-management training model, provides a
framework of 6 interrelated structural components — health care organization, decision support, clinical
information systems (registries), delivery system redesign (such as group shared medical
appointments), self-management support which can include engaging family support, and community
resources — to utilize as the foundation for improved chronic care delivery and management (Figure 1).

Figure 1. Anillustration of a Shared Medical Appointment based on the Chronic Care Moddl.

Organizational

Outcomes Patient Qutcomes
®Culture/climate *Physiologic
®Staff satisfaction ®Satisfaction

*Efficiency/cost *Functional status

Decision

Organizational

Context
Healthcare Sys
rganjzatio Red|

Interprofessional Qutcomes

®Team Self-efficacy

®Shared Perspectives
®Teamwork

®Attitudes towards collaboration
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The key components of the chronic care model are seen on the left as they interact with the group of
patients and the team of providers. The red oval represents shared medical appointments as the system
redesign component of the chronic care model with the activated patients and the prepared proactive
team members who are present at the time of the visit. It emphasizes how the other 5 components play
a role in the system redesign.

SMAs can supplement and augment the diabetes care given by primary care providers in one-on-one
clinic visits and does not replace the primary care provider/patient relationship regardless of whether
the PCP is part of the SMA team or not. The SMA team of providers is in communication with the
primary care provider regarding any changes to the patient’s regime via electronic notes.

While the CCM provides a framework, it is worth emphasizing the dimensions and practices we
identified for successful SMAs in the VA Health Care System. Table 1 provides such an overview. As
can be seen in Table 1, elements or ingredients related to successful implementation and sustainability
cut across the various components of the CCM model. These key elements will be covered in Section
5.

Pear| of Wisdom: The chronic care model is a
useful tool to conceptualize the system redesign and
how the other components of the model support the
implementation and sustainability to this model of
care.
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Table 1. Application & Enhancement of Chronic Care Model to SMAs in the VA Health Care System

CCM Components

Enhanced Dimensions and Practices for SMAs

1. Self-management support: Provide
methods and opportunities for patients
to be empowered and prepared to
manage their health conditions and
health care

Tools and information utilized in group format for teaching self-
management

Health topics covered during patient-led discussion to enhance self-
management

Multi-disciplinary team and continuity of team

Patient-centered group dynamics

Peer support (helps with problem solving for self-management)

Reinforced by team members

M otivational interviewing

2. Decision support: Enhance and
promote evidence-based

clinical care that recognizes patient
preferences

Embedded guidelines into notes

Template for entering notes

Multi-disciplinary team overlap

3. Delivery system design: Promote
proactive delivery of clinical care and
support of self-management within the
system

Debriefing huddle after each session (Continuous QI/Evaluation) and
continuity of team

Registry to review and plan

Multi-disciplinary team with roles and tasks defined and overlapping

Individual patient (one-on-one) sessions at end

Cross-training and spread of care practices back to (other) PCPs

4. Community Resources & Policies:
Identify and mobilize community-based
resources to help meet health care
management needs of patients

Significant others invited and encouraged to participate

Peer support group structure with possibilities for linking outside of
group

5. Organizational support:
Leadership at all levels provides
mechanisms to enhance care and
Improvements

Personnel time committed for multi-disciplinary team to participate

Resources and infrastructure (e.g., designated space and staff, and endorse

guidelines and registry)

Continuous Ql/Evaluation (feedback and goal-setting)

6. Clinical information systems:
Organize and utilize data to promote
efficient and effective care

Documentation (consistent with evidence-based guidelines)

Utilize a diabetesregistry or cube for identifying patients

12



| 4
3. Readyingfor Action

Figure 2 overviews initial issues that need to be addressed and provides decisions made in our local
context. We found these to be the most effective approach after several iterations of planning, doing,
checking/studying and acting, and thus highly recommend them as a starting point for making decisions
for your local setting.

A. Securing Buy-In and Rallying Stakeholders. Identifying a Physician Champion

It is important to obtain buy-in and support from all stakeholders -- from administration to patients and
their family members because change is always challenging, especially change that involves system
redesign. Although we believe that this requires a team approach and multiple champions, we have
found a physician champion to be one important component of successful system redesign. This may
reflect the specific nature of the intervention (i.e., multidisciplinary team that includes a physician) as
well as the context — a clinic staffed by many physicians. Although our team approach flattens the
hierarchy within the team, we also recognize the reality of the context. Again, it is important to recall
that it is the solid core of the team that will keep moving the process forward and therefore the
champion is not alone in the process. However, it still is useful to have one person identified as a
champion. A champion of this process is essential to initially, and then intermittently in the future,
garner resources for the SMA.

PHYSICIAN CHAMPION: We strongly recommend that a physician be the champion or the
primary champion among a team of champions. We suggest a physician champion because it is
important to have someone who can leverage support at various levels and who has a solid
understanding of the diabetes population and care challenges. A physician is particularly ideal given the
fact that SMAs are a change in the format of delivering patient care. Physician leaders are often more
successful in a shorter time frame for achieving system redesign regarding direct patient care issues:
making a case to administration, getting things moving, obtaining initial resources, and dealing with
administration to rally additional resources for new needs that arise. Similarly, physicians are often in a
better position to arrange for outcome data to be made available so that the team can gauge its success
on those dimensions.

It is important to remember that the physician doesn’t have to be visible at all the appointments or
oversee the day-to-day management or even be in charge of the team. The team remains central to the
success of the SMAs but like all changes, needs a liaison with enough status and pull to get support and
resources.

ADMINISTRATION SUPPORT: At the outset it is important to obtain or reaffirm administration
support. In the VA we are fortunate because SMAs have been recognized and prescribed as an
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important management option. Local administration support still is essential and proceeds better if
some initial planning and decisions have been made and played out to demonstrate feasibility.

PROVIDER AND STAFF SUPPORT: Starting with the high-risk patients provided us with the
opportunity to obtain initial buy-in from providers and other staff because many recognized that the
traditional approaches were not working for these patients. Again, support at the national level of
prescribing SMAs as a legitimate management option was helpful. We found that most of the doubts
came from uncertainty about whether it is worth the resources and lack of familiarity. We were able to
address these by sharing published findings and providing the opportunity for non-team members to
observe and participate in a SMA. Once local patients with their success stories were experienced,
SMA buy-in was self-perpetuating.

PATIENT AND FAMILY SUPPORT: Securing provider and staff support helps with approaching
and encouraging patients and family members about the new care option. While we use the registry to
identify potential patients, we recognize that patients and family members may seek reassurance from
their primary provider. We send an introductory letter and follow-up with a reminder phone call. Here
also, once success is experienced, patients provide a source of buy-in for other patients, family
members, and back to their primary providers (who then are more likely to refer/encourage other
patients to participate).

Pear| of Wisdom: SMA success is highly
dependent on obtaining support from administration
and team members that will be providing care to
work through issues that arise. A physician
champion is necessary to initiate the change in
process and to help sustain it.

14



Figure 2. Developmental Phases and Example of Decisions Made to Help Guide
Implementation of SMAs for Patients with Diabetes

Administration Support>-------

Focus - Disease
Specific or Non-
Disease Specifi

v

Health Care Team >------ »<

v

Target Population

Session and Format
Parameters /

Securing support requires understanding current system
(process of referral, scheduling, documentation, billing, and
reimbursement) > PHYSICIAN CHAMPION to get things
moving and keep garnering resources for new needs that arise

Disease-Specific

Diabetes

Multidisciplinary
Team Expertise/
Specialists

1. Medication changer/adjuster (MD, NP,
PharmD);

2. Someone with diabetes expertise (MD,
NP, RN, CDE, nutritionist); and

3. Motivational interviewer (psychologist,
nurse, social worker)

<

Criteria for eligible
patients

All high-risk, non-adherent patients

Patient identification

Registry & referrals

N\r

Enrollment strategy

Scheduled/letters & Reminder Calls

Frequency offered

Sessions 1x weekly

Patient Follow-up

Medical necessity

Length of session

90 — 120 minutes

Structure of sessions
and approximate time
for group
components

Introduction and information sharing:
45 minutes

Group discussion:
at least 20 minutes

1-on-1 session/titration

Number Pts Invited

Schedule 20

How many show?

10 to 15 usually

Confidentiality/ Rules

Each time (in introduction)

Space requirements

Large conference type room

Location Needs

Exam rooms nearby
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B. Planning Your Timeline

It is easy to underestimate the time needed to plan and coordinate a SMA. After securing leadership
support, one of the first decisions will focus on the team so that other decisions reflect the team
working together. We suggest weekly meetings occur until initial decisions have been finalized (see
next section below). Consistent with others’ recommendations, we suggest that you begin planning and
coordinating at least two months before the first SMA. This provides ample time to finalize decisions
including identifying space and a time slot. About one month prior to the SMA, team meetings can
become less frequent and focus on reviewing potential patients that have been identified, materials that
will be used/needed, and documentation procedures. We suggest sending letters to patients two weeks
prior to the session with a reminder phone call 1 to 2 days prior to the SMA. It is important to
remember that for the first several sessions, some aspects may not run as smoothly as desired, but once
a process is in place that works (e.g., who and when patients are identified to be invited, who sends
letters, who does the reminder calls), less time is needed for coordination efforts.

Allow for more preparation time than seems necessary as issues such as room and space
arrangements can be challenging since most of us are already feeling short on such commaodities in
our work settings. The more the team members work together and debrief about ways to improve the
flow, the smoother the process will become and the sessions will continue to improve.

Pear| of Wisdom: It takes longer than anticipated
to get this running, so be patient and be flexible. It
is worth it!
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C. Initial Decisions

In general, the components of SMAs include identification of: a targeted population, a healthcare team,
methods to identify patients and track patient outcomes, and techniques and processes for conducting
the visit.

C.1. Team Members~Main Rolesand Core Expertise For Each Session: Reports in the literature
indicate variation in the size of the teams: The actual size of the team can vary ranging from 2
members (1 RN and 1 physician) to 6 or so members. The composition of the team can also vary and
reflect different options for fulfilling expertise requirements (for example, a nutritionist may not be
available, but a local certified diabetes educator (CDE) has the necessary knowledge of the interface
between diabetes and diet). One or more medication changers need to be present at each session. We
recommend at least 3 providers be involved at each session (although it need not always be the same
three people), with each one primarily fulfilling one of the three main roles. Table 2 provides an
overview. The three main roles are further defined by the core or critical expertise that we have found
necessary to have present at each session for successful diabetes SMAs.

MODERATOR: The moderator takes main responsibility for running the group session. The core
expertise that is needed is motivational interviewing skills, which includes techniques to create a
patient-centered discussion. There are a number of potential staff members who could be a
moderator. Since settings may not have any one on staff currently who is skilled in motivational
interviewing, this manual provides information and examples to train someone. The moderator
helps guide the group session so that the discussion can be derived from patient questions or
educational topics. It is important to recognize that even though the flow of the discussion is
derived from patients and their issues, the moderator and team help ensure that all patients get basic
education on physiologic goals, familiarity with medications used in diabetes to achieve goals,
complications of diabetes as well as hypoglycemia. The advantage in this context is that the
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moderator and team build on the discussions so that the information is pertinent to the patient and
permits other patients to discuss and make suggestions.

PROVIDER: Medication changers include MD, NP, RN with MD support, pharmacists. These
team members wait about 20 to 30 minutes for the group education (and/or longer depending on
how many patients there are and the nature of the discussion) and then begin to pull patients into
individual rooms for a personalized medication review, titration as needed and written plan based on
the process and intermediate outcome measures. This takes between 5 and 15 minutes ideally. In
our local site, the provider is usually the one to complete the note addressing Alc, blood pressure,
cholesterol, aspirin use, foot examination, eye examination and self-management goal. Consults are
placed as needed with a written treatment plan and list of medications for the patient upon discharge.
Patients may or may not rejoin the group after the individual session. Input from other team
members is done during this time as needed via such mechanisms as pulling another member in for a
quick consult, asking and relaying information back to patient.

Input from other team members is done during this time as needed via such mechanisms as pulling
another member in for a quick consult, asking and relaying information back to patient.

DIABETES EXPERT: The CDE can be a nurse, PharmD, physician (who is not an
endocrinologist), nutritionist or someone who is more of a content expert. We have found that there
are several reoccurring themes for patients and their families particularly surrounding food/nutrition
related issues for the patient with diabetes (e.g., carbohydrate counting, food preparation, salt intake
issues, budget and food).

C.2. Target Population: Identification of patients is a key initial decision. Patients may include those
from one specific primary care provider or all primary care providers. SMAs may be used for patients
with well controlled conditions to improve access or targeted to those with poorly controlled
conditions, or a mixture of the two. The VA has a diabetes registry which can efficiently and
effectively identify patients in the target population. Depending on goals of the SMA, the targeted
population needs to have a pool greater than 500 for a once weekly clinic. This will likely ensure 5-15
patients per clinic session. You may want to focus on populating your SMAs with patients who have
diabetes and high blood pressure or high 1dl, if your patients have relatively good Alc. Getting the
most out of your SMA in terms of outcomes depends on your population’s needs.

C.3. Session and Format Parameters: In Figure 2, we have summarized our recommended approach
for starting but recognize some parameters will be a function of other factors. For example, offering
SMAs for patients with diabetes once a week would be ideal to quickly get as many patients involved in
SMAs as possible, however, that may not be feasible.

The visit itself begins with the group format where introductions and information sharing occurs,
followed by a more open group discussion which also has an educational component. The group
discussion facilitates peer support, one of the keys to success in chronic disease management. The last
component of the visit is the clinical component (examination and management) where medication
titration is done if necessary. The group discussion should be done to facilitate peer support, one of the
keys to success in chronic disease management. Medication titration and a patient plan can be done in
the presence of the whole group or separately.
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Table 2. Core roles,

ossible team members who could fill those roles, and suggested distribution of responsibilities

Roleand Core
Expertise

Possible Team
Membersto Fill
the Role

Responsibilities

MODERATOR

Motivational
Interviewer

Psychologist

Certified Diabetes
Educator (CDE)

Clinical Nurse
Dietician

Pharmacist

Facilitate discussion related to various aspects of patients’ chronic
disease

Answer clinical questions that arise during patient discussion

Give recommendations to providers as to which order patients
should be taken back for their individual physical exam

Provide, or consult, mental health service for smoking cessation
classes, weight loss counseling, depression, PTSD, insomnia,
erectile dysfunction

Provide, or consult, nutrition service for carbohydrate counting

Provide, or consult, pharmacy service for pill box counseling,
medication reconciliation (especially new consults), prescription
renewals/refills

Obtain vitals, and assist with check-in process, if necessary

Assist patients with completion of symptom questionnaire, if
indicated

PROVIDER

Medication
Changer

MD/NP/PA

Clinical Nurse

CDE

Pharmacist

Complete individual patient physical exam if needed (often isn’t
needed), assess functional capacity to engage patient in exercise
program

Discuss patients’ symptoms, adverse drug reactions, and follow-up
on patient response to symptom questionnaire, if needed

Complete medication reconciliation

Adjust patient specific pharmacotherapy, if appropriate and as
indicated

Schedule follow-up appointments, as clinically appropriate

Provide patient option to return to the group for continued
discussion or check-out

Record provider and patient goals for therapy and treatment plan
for documentation into the patient’s chart (documentation usually
occurs during individual patient visits). Partial or complete
progress note documentation of the subjective, objective,
assessment and plan (SOAP) for each patient.

Complete take home instruction sheet for the patient

Content
(Diabetes)
Expertise

MD/NP/PA
Clinical Nurse
CDE

Dietician
Pharmacist

Psychologist

May call patients out for individual consult (e.g., regarding diet)
Can help with documentation
Note that documentation of the assessment and plan can be an
individual effort ~or~
a collaborative effort with the team after the clinic visit.

Understand medical terminology, or have clinical background
experience

Assist with group facilitation
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C.4. Other Considerations: The room and its set-up should help facilitate the group process and the
flow. We have found that a conference room with a table works well because the set-up reinforces a
group exchange: chairs are in a circle or oblong arrangement around the table with additional chairs on
the perimeter. A table for the group is useful but not critical. The table allows for the patients to
arrange the papers and printouts they’re given and to jot down goals that are set during the session.

It might also be helpful to have a small table with a computer in the room to have access to additional
information as needed for patients and for charting. We recommend keeping this at a minimum since
use of computers might disrupt the flow of the session and group discussion.

It’s important to find a room that accommodates the size of group invited and is located near exam
rooms or other areas where individual one-on-one sessions could be conducted.

Pear| of Wisdom: Key personnel and skills needed
to implement successful SMAs include: a moderator
who can facilitate a group with motivational
interviewing, a provider who can adjust
medications, and a diabetes content expert which
can be any number of health care professionals.
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4. Making It Happen

A. ldentifying and Contacting Patients and Family M ember s (significant others)

Once the criteria have been established, the registry can be used to identify potential participants.
Potential patients are screened for other issues or conditions that would suggest SMAs might not be
appropriate. We apply the following exclusions to participation in the SMAs and traditional education
classes: an inability to speak English, a diagnosis of dementia or other cognitive impairment, a
psychiatric diagnosis of schizophrenia/psychosis and the patient is not stable, and any behavioral
problem which interferes with group participation and discussion.

The letter of invitation is sent about two weeks prior to the SMA session the patient is invited to. An
example of a letter is provided in the appendices. A reminder phone call (when possible) is done one or
two days prior to the session. Both the letter of invitation and the reminder phone call clarify that
significant others are also invited to attend.

Originally, at our local site, we discussed use of the Happy Birthday Report Card as a means to further
identify patients on the month of their birthday. However, we have been able to populate the clinic
without utilizing this strategy to date. We include a copy of this letter in the appendices in case you
have difficulty enrolling and/or want to use another format for contacting and encouraging patients to
participate.

The team is involved in review as needed at the beginning but once the process has been established,
the identification and contacting processes can be undertaken by one individual.

Pear| :
inviting patients to come is the easiest form of
contact. See resource materials.

21



B. Establishing an Agenda

Prior to SMA session: Electronic review of patient charts is conducted. Specifically, data is
electronically gathered to assess need for labs prior to visits and if patients have been appropriately
triaged to the SMA. For example, patients who have an Alc < 8 and who are > 7.5 are referred to self-
management classes. Patients who need insulin initiation are identified and discussed with the RN who
assists patients with insulin starts in order to make this process more efficient during the clinic visit.

During SMA session: Patients are checked in at the site of the group visit, not at nursing station
(blood pressure is obtained; foot screen, if needed), and given copies of most recent labs including
values for Alc, ldl-c and blood pressure. Box 1 lists what is included on the handout of patient specific
data, along with other tools.

SIT, DON’T STAND: It is important for the team members to be seen as equal members in the group.
Sitting rather than standing helps with this since most lecturers stand and people tend to look toward the
person standing as the leader.

CONFIDENTIALITY: Note that the beginning of each session contains information/reminders about
confidentiality.

INTRODUCTIONS: The way the session is introduced is very important to help set the tone. We
begin the actual session with introductions so that the emphasis is on everyone present and everyone’s
voice is recognized at the outset. Go around the room and ask everyone that is present (patients, family
members and health care team members) to briefly introduce him or herself and share how long he/she
has had diabetes and if on insulin. This also helps the care team who may not be familiar with all the
patients at the session.

Introductions can also be altered to help steer the process of information sharing beyond the basic
information of how long someone has had diabetes and whether he/she is on insulin. For example, if
during prep time you recognize that many of the participants need to start insulin, you could ask people
to share their biggest fear of starting insulin and/or what was their biggest fear, for those already on
insulin. As another example, if you know that many participants are struggling with understanding
carbohydrates, you could ask participants to also mention their favorite low carb food. Such alterations
help get the discussion moving in the direction that you initially want it to go. Remember to be flexible
as the issues the patient wants to discuss need to surface and be part of the process.

ENGAGE THE PATIENTS: Discussion then begins with asking an open-ended question, and the
moderator, and other team members, ensure that relevant educational topics are discussed and that goals
are established during the discussion. Box 2 overviews the topics. Note that the topics focused on and
the approach to discussing the topics are designed to teach better self-management skills. That is, the
topics reinforce the self-management support component of the Chronic Care Model: provide methods
and opportunities for patients to be empowered and prepared to manage their health conditions and
health care. The handout we use that summarizes the ABCs to better health for patients with diabetes is
provided in the appendices. The handout includes the goal and a column where the patient enters
his/her current level for each measure, and items to evaluate confidence in setting and achieving self-
management goals.
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MINIMIZE YOUR VOICE: The goal is to get the patients to share and problem-solve with and for
each other. Your role is to help keep things on track and to engage patients. This may be hard and
uncomfortable at first since many of us are used to doing presentations, covering materials, lecturing,
etc. Team members can help each other with this transition: If you notice a team member is talking
more than listening, help draw patients back in and discuss strategies during the debriefing session.

To Help with Group Flow, SMA Team Members should:
SIT, DON’T STAND

REMIND AND REASSURE ABOUT
CONFIDENTIALITY AT OUTSET

PERSONALIZE VIA INTRODUCTIONS
ENGAGE THE PATIENTS
MINIMIZE YOUR VOICE

Additional information and resources to help engage patients and minimize your voice while
maximizing your potential to help patients change behaviors are provided in the sections on
motivational interviewing and nurturing peer support.

Box 1: Tools and information utilized in Box 2: Health topics covered during patient-
group format for teaching self-management led discussion to enhance self-management
o Blood sugar log 0 What are the symptoms of hypoglycemia and
0 Glucometer and testing supplies hyperglycemia?
g Current medication list o Diabetes care: The ABCs to better health
o Pillbox o AIC
o Patient specific data = vitals/labs and goals of 0 Blood pressure
therapy 0 Cholesterol
0 HgbAIC 0 Diabetes kidney screening
0 BPand pulse o0 Eye care
0 Cholesterol panel 0 Foot care
0 Kidney function 0 Goals for self-management
0 ASAuse 0 Heart protection with aspirin and a statin
0 Foot and eye care 0 My provider asked me to follow an ADA diet;
what can I eat? (Carbohydrates 101)

After sufficient discussion (i.e., the topics have been shared and discussed in a patient-driven
format), medication changers/adjusters begin to take patients out individually for the one-on-one
session. The other patients remain in the group session and the moderator continues to facilitate
relevant discussions. Some patients return after their one-on-one session, others do not. We first pull
out patients who have attended several previous SMAs or have time constraints and/or other
commitments (e.g., need to get back to work).

Immediately after SMA session: DEBRIEFING HUDDL E —The health care team, which
reflects multiple disciplines/expertise areas, discusses the individual and group encounter portion of the
patient visit. Additional collaboration happens that may lead to further recommendations for follow up
care and/or charting in the medical record. Opinions and consensus occurs during these sessions. In
addition, this provides an opportunity for assessing the overall process and goals (quality improvement
focus for SMA). You may find that the amount of time needed for debriefing gets less over time, but it
is important to continue debriefing, even if it is only 5-10 minutes, as a team. This helps to identify
potential concerns or problems early regarding the process. It also provides time for touching base
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about what is working well, sharing thoughts about recommendations for patients with special
challenges, and for additional interprofessional cross-training and professional development as new
evidence-based medicine practices emerge.

Also, allow more time after the initial sessions for debriefing as charting and other
procedures may need to be discussed and fine-tuned for your own setting.

DEBRIEFING HUDDLE:

Helps consolidate the group as a team

Allows for sharing of knowledge and cross-training

Provides an opportunity to brainstorm & come up with strategies for difficult patients
Creates a forum for supporting continuous quality improvement

Pear| of Wisdom: Determine what education and
flow works for your team. DEBRIEFING is
important to review process, share insights, and
discuss challenging patients.
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SUMMARY OF PHASESAND CORE
INGREDIENTS OF SHARED MEDICAL

@%
(————
APPOINTMENTS —

ESSENTIAL PHASES

CORE INGREDIENTS (components or purposes)

Down load blood glucose meters

Check-in Take blood pressures
Check regarding basic foot, eye, etc. screens
Give lab sheets (patient’s data)
Introductions Build familiarity and connections

Group Discussion

Develop peer support
Motivate change via motivational interviewing

Share information

Individual Patient (one-on-one)

Adjust medications as needed

Sessions Review lab work
Build sense of team and fosters cross-training
Debriefing Permit brainstorming about patients
Ensure continuous quality improvement
C. Tools

Box 1 (above) lists the tools that we use during the session to strengthen care management. We provide
patients with blood sugar logs which they are asked to complete and bring with them for the next
session. We also use several other handouts, including the ABCs of Diabetes handout, many of which
are provided in the appendices. We bring pillboxes to the session and provide patients with those,
along with instruction and patient discussion on how to maximize the use of this tool.

See Appendices for varioustools
we have found helpful.
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D. Documentation and Billing

Documentation can accomplish several purposes:
1) documentation for reasons of patient care
2) documentation for workload credit
3) documentation for billing.
These purposes can be three separate issues or combined.

Documentation for Reasons of Patient Care. Initially documentation may be a particular challenge
given this newer format in clinical care. We have found that use of templated notes helps to improve
patient flow and increase ease of documentation. Templates can be used to embed guidelines to assist
providers, link to consults and track progress as well as outcomes. The template can also be printed for
the patient as an engagement tool. An example is provided in the appendices and available for your use.

Documentation for Workload Credit. The note may be a group-type of format, or a note where
everyone on the team can put in their own section. The format may depend on what is available as well
as preferences and billing issues. Many VAs have the ability to give workload credit based solely on a
provider signing a note and not necessarily filling out an individual encounter form. All providers are
included on the chart note, and workload credit occurs when each provider signs the chart note.

In addition, keep in mind that a group note also provides another opportunity to interact, cross-train,
and consolidate as a team (another avenue for documenting patient care).

Documentation for Billing. Billing is another issue and it can be confusing at first. In the VA, Patients
get billed a co-pay for a primary care visit if they qualify for co-pay. If a nurse practitioner or a
physician is staffing the group you can bill at level 3 or higher for each patient.

Pear| of Wisdom: Using Templated Notes helps
make documentation more efficient, including

completion of diabetes-related clinical reminders
(performance measures).
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E. Guidelinesand Decision Support

VA/DoD guidelines (http://www.oqp.med.va.gov/cpg/DM/DM _base.htm) provide an important source
for decision support (one component of the Chronic Care Model). It is worth noting that guidelines will
always be updated at some point, and therefore it is important to be linked to local experts in the area to
stay up-to-date. Our notes are templated for the shared medical appointment with the VA/DoD diabetes
practice guidelines embedded into the template for consistency and educational purposes. As
mentioned above, it may be useful to think about whether a group and/or individual note approach is
most helpful.

Pear| of Wisdom: Use the Guidelines to identify

F. Challenges, Solutions, Trade-offs. o o
Administrative Hurdles. From an administrative standpoint, pressure

to serve patients in a traditional clinic setting may present barriers to

changing formats and to allowing staff the initial time needed for

developing and adjusting to changes. Emphasis on the long term

gains and benefits (increase in patient numbers over time, cost savings

when intermediate outcome measures improve, and high patient satisfaction) must be recognized by
administrators in order to persevere through the initial adjustment period. Your physician champion is
often critical for getting and maintaining administrative support.

Growing Pains. At the same time, it is important for you as a team to recognize there is an investment
in developing the process for each local setting, with a return, but this must happen over a period of
time with those intimately committed and involved helping to refine the process. In our local setting,
we met and continue to meet after each shared medical appointment for 10 to 20 minutes to collaborate
on patients as well as refine the process and flow (debriefing). Collaboration may mean various health
professionals help in ways that are not specific to his/her disciplines. For example, our health
psychologist will enter no show notes at the end of the session and our nutritionist will help download
glucometers when needed. Flexibility and persistence are necessary and pay off in the end.

27



Rolesand Cross-Training. The interdisciplinary nature of SMAs may be uncomfortable until enough
cross-training has occurred. The cross-training is critical because it enables more flexible roles to
emerge. Being flexible and cross-training help guarantee sustainability, otherwise if you lose one
person, the structure of the SMA is lost.

If the number of medication changers is limited, other means for facilitating order entry can be
considered.

For settings where you are inviting other providers’ patients, you may feel hesitant to make
recommendations or changes. Our experience is that most non-participating providers appreciate the
help and the documentation provided in the individual and collaborative notes. Again, the focus is on
diabetes, not the gamut of the patient’s other issues.

Clinic capacity. Clinic capacity depends upon space and available staff. Initially, it is often
reasonable to invite fewer patients. This permits the team time to assess acuity, establish flow and
adjust the process of care delivery. Patients failing to keep this type of appointment can range from 20
to 50 %. At our local site, efforts to reduce the no-show rate have included: reminder phone calls,
calling patients who no-show, and clear reminder or scheduling letters. Adequate patients in clinic can
be achieved additionally, by overbooking the clinic by no more than 40% of the total number of
patients desired.

The group discussion usually occurs in a large group room with individual medication changes
occurring in smaller exam rooms. Patients have difficulty seeing the relevance to themselves of
medication changes when this is done as part of a larger group. Some clinical sites may be limited by
exam rooms and by the number of providers that can change medications. Generally, the number of
patients per medication changer should be about 6 to 1. Two to four small exam rooms are needed to
keep the overall clinic time at 90 to 100 minutes. However, it is important to remember that
‘traditional’ exam rooms are not usually necessary. It is possible to work quite comfortably if you have
access to only one traditional exam room and several private or semi-private spaces. Recall that the
focus in the individual patient (one-on-one) session is to focus on medication changes and diabetes-
relevant issues; the goal is not to conduct a complete exam.
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5. Aligning Resour ces

A. Key Elementsfor Success

We have identified six key ingredients or elements that are associated with successful implementation
of SMAs, including improvement of quality of care as evidenced by significant improvement in patient
clinical outcomes, high SMA patient and provider satisfaction, and decreased wait times for patients
with diabetes. The core keys to success are: 1) multi-disciplinary team development (including
continuity of team), 2) motivational interviewing 3) nurturing peer support, 4) teaching and
encour aging self-management,), 5) aregistry for identifying and tracking patients 6) continuous
Ql/evaluation. The keys to success are discussed below and it is important to recognize that they
function together to ensure success. Thus, for example, having a highly dynamic group with peer
support but without motivational interviewing strategies used by the moderators will not guarantee
improvements in clinical outcomes in a timely fashion.

1) Multi-Disciplinary Team Development (including Continuity of Team)

The more consistent the team members, the more quickly a team can adapt the implementation
strategies to their local environment. Deference to expertise not rank is an important consideration in
fostering teamness, that is the sense of mutual interdependence and supportiveness. An example of this
may be to defer to a RN case manager about how quickly to titrate insulin since he/she may know how
to use different insulin regimens. We additionally focus on our successes, which allows for high
provider satisfaction.

Continuity of team need not mean that only the same three people do the session each and every time.
What it does mean is that there is continu