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Executive Summary
The impact of long term conditions on population health, health inequalities and the burden it places on both health systems and communities, is well documented.  Effective management of the growing implications of long term conditions is a national priority, and in Counties Manukau, the focus on improving self management support in primary care is seen as an essential component in reducing the incidence and impact of long term conditions.

Key elements in the successful management of long term conditions include the need to motivate people to self manage, the use of a multidisciplinary team approach and a focus on communication and continuity of care.
This review provides a brief overview of current evidence and examples of successful service design and delivery of targeted long term conditions self management models which can be delivered in primary health care settings.  The specific areas of telephone support, health coaching and consultation-based communication improvement were explored.

Tele-health and telephone support:
Tele-health employs telecommunications tools and devices to connect patients and providers with health information and one another. 
Home tele-monitoring of long term conditions was found to have positive effects on empowering patients, influencing their behaviours and attitudes and potentially improving clinical outcomes. Such interventions can reduce patients’ sense of isolation and improve self-efficacy, quality of life, patient empowerment and psychological outcomes, and are most effective when they supplement interactions between patients and professionals.

There is a range of tele-health tools which support collaborative self management in general practice settings, including decision support tools, on-line interventions, self care tools and resources and on-line education materials.  Computer based support for disadvantaged populations has been used successfully in the US.

Telephone support services include both telephone monitoring interventions, and more broad telephone support that incorporates a motivational coaching approach aimed at helping patients achieve their health goals.   Telephone support services can enhance the delivery of care to people with long term conditions if the programme is well designed, targets the right patient population, focuses on specific goals and closely links services to regular care.

The following characteristics of the telephone service were found to be significant:

· A proactive approach, focusing on telephone follow up rather than merely responding to unsolicited calls

· Scheduled care - planned telephone calls, rather than unscheduled calls.

· Calls that involve co-ordinating care, not triage where participants are referred to different providers.

· The use of a motivational coaching approach to support self care, rather than solely delivering information about conditions or services.

· The establishment of a trusting relationship with the service provider, with regular contact with the same person producing improved outcomes.

Health Coaching:

Health coaching has been defined as an interactive role undertaken by a peer or professional individual to support a patient to be an active participant in the self management of a long term condition.  

The strongest evidence for the effectiveness of coaching in effecting behavior change is in smoking cessation, with strong support also in the areas of diabetes and cardiac rehabilitation.  Other studies have demonstrated the positive changes in a range of health behaviours using a health coaching model based on motivational interviewing.  There is evidence in support of group based, in-person and telephone based interventions, with most literature focusing on telephone based delivery methods.

Evidence-based health coaching approaches include motivational interviewing and the Five A’s Approach. 

Motivational interviewing has been shown to be effective in improving general health and well-being; promoting physical activity; improving nutrition; supporting medication adherence; managing chronic conditions such as hypertension, obesity, hypercholesterolaemia, and diabetes. Its use in mental health is showing promising results.  It was noted that motivational interviewing has not been as successful in smoking cessation efforts.  It has been found to work equally well with women and men, and appears to be more effective with individuals who have low readiness to change.

The Five ‘As’ approach to patient centred coaching is an evidence-based approach appropriate for a range of conditions and feasible to apply to primary health care settings. It is a model of behavior change that provides a sequence of evidence-based clinician and office practice behaviours, described as follows:

· A/Assess (e.g., patient level of behavior, beliefs and motivation; issues)

· Advise the patient of (e.g., personal health risks; options)

· Agree realistic goals/actions with the patient

· Assist the patient (e.g., to anticipate barriers to action and develop a specific action plan)

· Arrange follow up support

Three Australian coaching programmes have been described in detail: the PEACH study (Victoria),  the COACH Programme (Victoria),  and the Logan Healthy Living Programme (Queensland).  These programmes suggest key components which could be used in the development of a practice nurse based telephone coaching programme. 

While there is little available evaluation of practice-nurse coaching activity, the following key components were identified from the three Australian studies:

· Practice nurse delivered coaching is challenging in the Australian context

· Skill development, training and ongoing support of coaches is vital

· A formal protocol which guides coaching sessions is important

· In primary care settings, multiple contacts have been successful

· Allocation of appropriate time for coaching sessions is essential

· Coaching is not for everyone, and careful selection of participants is required

· The coaching approach based on patient education, empowerment and the provision of feedback on achievement of goals via the Coaching programme has been successful

Consultation-based communication improvement:

Communication skills have been reported as the most important competency that a physician should possess.  For those with living with more than one long term condition, patient-targeted approaches have been shown to improve health outcomes and include techniques to increase patient participation  through skills training (e.g., coaching patients to take a more active role in consultations) and the use of pre-visit questionnaires, to identify relevant patient concerns.

It is likely that the level of communication skills among general practice teams within CMDHB is variable.  For overseas trained general practitioners for whom English is a second language, the cultural and linguistic challenges to improving communication are more significant.  The inclusion of generic communication skills training is therefore likely to remain a key enabler of the development of effective self management support programmes.

Apart from communication components of self management programmes (e.g., Flinders and Stanford programmes), there are few specific programmes which educate health professionals in ways to enable their patients to self manage.  One example is the Advanced Development Programme for Clinicians, a nine-month programme aims to strengthen the skills needed to work in partnership with patients and to provide self management support, which has been introduced as part of the NHS Co-Creating Health Project.  

There is a range of consultation-based tools for clinicians that include:  Ask Me 3, Five A’s, Teach-Back technique, Teach to Goal technique, Return Demonstration.  For patients, there is a range of resources available to support patient engagement and participation in consultations.
Recommendations:

The further development of specific self management support programmes in Counties Manukau DHB should occur within a framework which encompasses practice team development, training and resource development, and the continued funding of protected time for practice nurses. 

The implementation of this framework requires a number of key activities. 

Recommendation One: Increase and structure the amount of telephone self management support provided by practice nurses within CCM.

Recommendation Two: Develop a practice Self Management Support Tool Kit

Recommendation Three: Develop Self Management Support Training Programme

Recommendation Four: Development of a multidisciplinary team approach
Recommendation Five: Pilot the use of the PEACH coaching programme.

Recommendation Six: Resource Self management Support development

Introduction 

The impact of long term conditions on population health, health inequalities and the burden it places on both health systems and communities, is well documented.  Effective management of the growing implications of long term conditions is a national and international priority, and reducing the incidence and impact of long term conditions in the Counties Manukau population is a DHB strategic priority.

The World Health Organisation
 has described long-term conditions as the “healthcare challenge of this century”. It further estimates that globally 60 percent of all deaths are due to long term conditions.  Over the next ten years the number of deaths attributable to these conditions is projected to rise by 17 percent.  Long-term conditions are the leading cause of death in New Zealand, and account for more than 80% of the deaths.  

In New Zealand, long-term conditions are the leading cause of preventable morbidity, mortality and unequal health outcomes
 Results from the 2006/07 NZ Health Survey notes that 65% of adults and 37% of children have been diagnosed by a doctor with a health condition that lasted or was expected to last six months or more.  For adults, the most common conditions included medicated high blood pressure, asthma, ischaemic heart disease, arthritis, and depression.  For children, common conditions included asthma, eczema and allergies.
 

Others such as stroke, diabetes, COPD and chronic pain are significant in terms of the burden of disease.  Obesity can also be considered a chronic condition. Maori and Pacific people as well as people from Southwest Asia have a disproportionately higher incidence of these conditions as well as earlier morbidity and mortality 
.  Disadvantaged populations also have higher rates of long-term conditions and fewer resources to manage them and older people comprise a significant proportion of people with a long-term condition.  

The common themes in the management of long term conditions are the following:

·   there are often opportunities for either primary and/or secondary prevention;  

· management includes motivating people to self manage;  

· the healthcare professional needs to be proactive about seeing or contacting the client; 

· it is necessary to enlist the help of a multidisciplinary team; 

· there is a gap between the evidence and practice;

· the risk factors are the same for many long-term conditions and, therefore, clients often have co-morbidities;

· communication and continuity of care are both key to good management.
Background to Self Management/Care Programme development

Self management support has been described by Barlow et al as “the individual’s ability to manage the symptoms, treatment, physical and psychological consequences and life style changes inherent in living with a chronic condition”
. It has been further defined as collaboratively helping patients and their families to acquire the knowledge, confidence and skills to manage their condition
.  

Participation in active self-management of a condition is influenced by many factors, including the length of time since diagnosis, severity of the disease, age, level of education and general health literacy and levels of social support available.  Further, an individual’s involvement in self management is likely to fluctuate over time - a long term condition is only one part of a person’s life, and it is clear that a “one size fits all” approach is unlikely to be successful. 

Results from a literature review and consumer interviews
 identified the following key themes necessary for the effective provision of self management support:

· the importance of good relationships between professionals and patients

· the need for patients to have clear information about their condition and guidance on how to access it

· the need for flexibility in service provision to fit in with patient’s other commitments.

There is evidence for the effectiveness of self management support interventions for people with long term conditions
.  There has been rapid development of a range of interventions designed to increase the flexibility of service provision, including the use of technology, however evidence of the effectiveness of such interventions is limited.  

Primary Health Care Involvement:

While there are aspects of self management support that have always been part of good general practice care, there has been limited engagement of general practice staff with newer self management interventions.9  Efforts to integrate self management support into general practice have been challenging, largely because of capacity and funding constraints and the difficulties of incorporating it into existing work practices. It has also been reported that there is an uneasy fit between self management skills and the traditional more directive approach of clinical practice.
  

The National Sharing Health Care Initiative
 in Australia was designed to test the effectiveness of self management interventions in real life settings.  The evaluation found that the programme characteristics with the greatest potential for increasing effectiveness of self management include:

· flexible approaches with tailoring of interventions to meet client need in terms of content and mode of delivery

· ability to identify and respond to client need through the use of appropriate planning tools at the start of the programmme, reinforced by ongoing coaching and follow-up

· the ability to provide structured support to clients, finding the balance between over-dependence on the support being offered and being isolated from the programme.

One of the enablers of engagement of self management support with and in general practice has been collaboration between purchasers and providers of services to address the barriers to engagement. Building self management support into the fabric of primary health care so that it is seen as a key aspect of overall long term conditions management is considered to be more effective in the medium to long term than simply adding on extra programmes, either within the practice, or provided externally. However this will require funding support, evidence of intervention effectiveness, skill development for practitioners in self management techniques, and the continued development of the role of practice nurses in self management.

Lawn et al
 have suggested that the implementation of self management support strategies can become part of routine general practice activity. Enabling strategies combine aspects of team development, such as leadership and change management techniques, adequate staff training and the development of practical tools to support the change, together with adequate resources to support the process. 
Scope of this project
The general service objectives were:

· To undertake a brief literature review/stock take of the relevant  self management programmes currently operating nationally and internationally. Some of these programmes may not have published evaluation information; however if thought worthy, they should be identified. The range of programmes will include
(a) tele health and telephone support,

(b)  health/lifestyle coaching,

(c) consultation- based communication improvement.

· To identify those programmes (or aspects of those programmes) which have proven impact (evidence based) on disadvantaged/high need communities.

· To shortlist a range of self management programmes based on the above analysis.
The review will be based on the following key components:
· Telephone support

· Identify specific areas where telephone intervention has shown evidence of clinical and cost effectiveness

· Health/lifestyle coaching

· Explore the range of health coaching options and methods

· Identify benefits of different modalities of delivery (e.g., face to face, telephone etc) 
· Consultation-based communication improvement:

· Identify communication tools/aids for health professional delivered results and key health messages

· Identify communication tools/aids to assist consumers initiate conversations, ask questions and develop their understanding of their condition with health professionals
Review methods and limitations
The literature review is intended to provide a brief overview of current evidence and examples of successful service design and delivery of targeted long term conditions self management models which can be delivered in primary health care settings. 

The following electronic databases were searched:  Embase, CINAHL, Medline, Cochrane Library, Scopus.  Specialist websites we searched, including those of patient organizations.  Reference lists of identified articles and reviews, and the websites of relevant agencies for information available in English were included.  Experts in the field were contacted and key author contacts were contacted to update information concerning studies which have yet to be concluded. 
The key words used included:  self care; self management; tele-health; telephone support; health literacy; communication; patient-doctor communication; long term conditions; chronic care; motivational interviewing; health technology; internet; coaching; health coaching.

It is beyond the scope of this review to include a review of chronic care models and integrated service delivery frameworks.  The short time frame for this review has restricted the level of detail able to be included, and the availability of key informants has been limited because of the Christmas/New Year holiday period.

A major limitation is the lack of documented information about innovative self management services for Maori/Pacific Nations populations with long term conditions.  Although there is anecdotal evidence of local initiatives to improve access and outcomes for this population, there has been little formal or published evaluation or evidence of the effectiveness of local programmes, which focus on telephone support, patient/doctor communication or health coaching.   Where relevant, a brief description of successful international interventions has been included.

counties-manukau profile

Counties-Manukau has an enrolled PHO population of 470,505
 of whom:

· 69,674 (15%) identify as Maori

· 114,684 (24%) identify as Pacific Islanders

· 226,642  (48%) are considered to be high needs populations (i.e., Maori, Pacific Nations and those residing in Quintile 5 areas)

Long term Conditions: 
The hospitalisation rate for cardiovascular disease in Counties Manukau DHB was significantly higher than the national rate. 
 

The hospitalisation rate for stroke in Counties Manukau DHB was significantly higher than the national rate. Māori and Pacific people had significantly higher rates than European/Other and Asian people. 
In terms of respiratory disease, both the chronic obstructive pulmonary disease and the asthma hospitalisation rates for Counties Manukau DHB were significantly higher than the national rate. Māori and Pacific people had significantly higher rates than Asian and European/Other people. The Counties Manukau DHB child asthma hospitalisation rate was also significantly higher than the national rate. 
Counties Manukau DHB has had a Chronic Care Management Programme for people with cardiovascular disease, congestive heart failure, chronic obstructive pulmonary disease and diabetes in place since 2001.  This programme includes components of self management support such as care planning, goal setting, group diabetes self management education and extended nurse consultations. 

Social Determinants of Health Factors: 
The 2008 final report from the World Health Organization Commission on Social Determinants of Health 14 highlighted that “the poor health of the poor [and] the social gradient in health within countries ... are caused by an unequal distribution of power, income, goods and services”. Thus “structural determinants and conditions of daily life constitute the social determinants of health and are responsible for a major part of heath inequities”.
· Approximately one-third of residents in Counties Manukau DHB lived in the highest two deprivation deciles. 14
· The percentage of the population to gain NCEA Level 2 certificate, or higher, at school was highest among the Asian, followed by European/Other ethnic group. 

·  In Counties Manukau DHB the proportion of Pacific people in the lower income bracket was significantly higher than their New Zealand counterparts. 

· Māori and Pacific people were less likely to own a home, and to be able to access a phone or a motor vehicle, than European/Other and Asian people in Counties Manukau DHB. 

· The unemployment rates for both males and females were significantly higher in Counties Manukau DHB than in New Zealand. 

· Almost half of the Pacific population in Counties Manukau DHB lived in overcrowded housing conditions. 

Access to technology:

According to the New Zealand Census (2006)
 the number of people usually resident in Papakura District, Franklin District and Manukau City was 433,083.

Papakura District:

· 45,183 people usually live in Papakura District. 

· 56.7 percent of households in Papakura District have access to the Internet, compared with 60.5 percent of households throughout New Zealand. 

· In Papakura District 75.3 percent of households have access to a cellphone, compared with 74.2 percent of households for New Zealand as a whole. 
	Household Access to Phones, Internet and Fax Machines 

	Papakura District and New Zealand, 2006 Census 
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Franklin District: 

· 58,932 people usually live in Franklin District. 

· 61.6 percent of households in Franklin District have access to the Internet, compared with 60.5 percent of households throughout New Zealand. 

· In Franklin District 78.2 percent of households have access to a cellphone, compared with 74.2 percent of households for New Zealand as a whole. 
	Household Access to Phones, Internet and Fax Machines 

	Franklin District and New Zealand, 2006 Census 
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Manukau City:
· 328,968 people usually live in Manukau City

· 59.0 percent of households in Manukau City have access to the Internet, compared with 60.5 percent of households throughout New Zealand. 

· In Manukau City 74.9 percent of households have access to a cellphone, compared with 74.2 percent of households for New Zealand as a whole. 
	Household Access to Phones, Internet and Fax Machines 

	Manukau City and New Zealand, 2006 Census 
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Telephones provide an important means of contact with health services. People with phones are able to access help such as Healthline and organise clinic appointments for times they can attend. In order for health practitioners to contact people to provide telephone-based follow up support and reminders for regular care planning, an understanding of the existing communication technology available to the population is required.  

From the Health Need Assessment, Māori and Pacific people were five times less likely to have access to a telephone or cell phone than European/Other and Asian ethnic groups in Counties Manukau DHB. With the exception of Asian and European/Other ethnic groups, the percentage of Counties Manukau DHB reporting no access to a telephone was significantly higher than in New Zealand. 

There were markedly higher percentages of Māori and Pacific people who had no access to a motor vehicle at home than Asian and European/Other in Counties Manukau. Across all groups, the rates were significantly lower in Counties Manukau than in New Zealand.
Evidence-Based self management support

There is an increasing body of published literature on the effectiveness of self management support interventions. However it is difficult to compare patient-focused interventions, since many studies have used different outcome measures, and lack of consistency prevents comparison of results.  The relevant outcomes considered in this section essentially relate to the impact on patient’s knowledge and understanding of their condition (health literacy) and the subsequent impact on health behavior and health status.

Health literacy is fundamental to patient engagement. Health literacy includes empowerment initiatives, in addition to ensuring that patients can access and understand health information.  Patients with lower health literacy have poorer health status, higher rates of hospital admission, and are less likely to adhere to treatment and care plans.
 Improving health literacy is a vital part of improving the health of disadvantaged populations and reducing health inequalities.  The three topic areas of this review impact directly on health literacy improvement. 

While the areas of focus for this review are tele-health and telephone support, health coaching and consultation-based communication improvement, some comment on findings in relation to self management support in general will be made.  It is noted that the longer term effectiveness of many self management interventions is unknown, and few studies have evaluated the cost effectiveness of interventions or considered their opportunity cost.

Literature reviewed in the three topic areas is summarised and presented as Appendices 1-3.

Tele Health

Appendix 1 contains an overview of reviewed articles relating to both Tele-health and Telephone support.
Tele-health employs telecommunications tools and devices to connect patients and providers with health information and one another. Recent advancements in broadband, along with changes in clinical care, have created new momentum for broader adoption.
Technology offers a range of different opportunities to improve contact between patients and health care professionals, from the use of text messages or emails as prompts or reminders, to more complex tele-health interventions which allow monitoring of chronic conditions which trigger a remote health care interaction and lead to the adjustment of treatment.  The use of these more complex tele-health interventions has generally been in secondary or specialist settings.  However, with primary care increasingly involved in the management more complex long term conditions, the adoption of tele-health options is on the horizon. 
Evidence of the effectiveness of tele-health interventions for long term conditions:

· Home tele-monitoring of long term conditions was found to have positive effects on empowering patients, influencing their behaviours and attitudes and potentially improving clinical outcomes. The effects have been found to be more consistent in pulmonary and cardiac studies than in diabetes and hypertension.

· Home-based tele-care can reduce patients’ sense of isolation and improve self-efficacy, quality of life, patient empowerment and psychological outcomes. However, the impact on service use and cost-effectiveness is unclear. Financial savings may be made where virtual visits substitute for routine care. There is less evidence for impact on health status, but benefits in terms of depressive symptoms have been reported.

· Health information materials, decision aids, self management action plans and other ‘technologies’ of patient engagement are most effective when they supplement interactions between patients and professionals. 
 

Tele-Health Tools

A useful way of describing the ever increasing tele-health options has been developed by the California HealthCare Foundation.  This taxonomy identifies patient roles, described as subordinate, structured, collaborative and autonomous, as well as technology, described as either low-tech or high tech, reflecting the level of sophistication of the application involved. 

Table 1: Patient Self-Management Tools: Typology and Illustrative Product Groups

PATIENT ROLES
	
	Subordinate
	Structured
	Collaborative
	Autonomous

	Hi tech
	Sensory based surveillance
	Interactive telemedicine consultation
	
	Advanced assistive technologies

	Medium Tech
	Video camera surveillance
	Monitoring and messaging system with multiple peripherals

Home and portable testing peripheral
	Chronic disease management aids; decision support aids

Patient education on line
	On line support groups;  provider and health plan comparison engines

	Low Tech
	
	
	Patient education materials on paper
	Self help books on paper


Tools that support subordinate roles may include video equipment used for safety in residential institutions.

Those for structured roles provide for more active, but still limited patient participation.  These may include options for frail and elderly patients, or those who are uncomfortable with the use of technology.

Tools for collaborative roles involve patients drawing on their own knowledge and making decision jointly with clinicians. Such tools support the models of self management, and some would argue that these technologies are closest to the ideal of patient self management, in which clinician and patient work co-operatively to manage the long term condition.

Tools which support autonomous roles help patients take control without much participation from clinicians. 

Although technology appears to describe a steady evolutionary course from low-tech to high-tech developments, the role of patients is more complex.  The variables of demographic profile, the wide range of participatory roles played by patients, from structured in some settings to autonomous in others, suggest that innovation in all four areas of tele-health intervention will continue to develop.

Tele-health self management interventions for general practice:

There is a range of tele-health tools which support collaborative self management in general practice settings.  These have been described in the following way: 

· Decision support tools.  These are interactive tutorials and assessments, designed to ‘help people make specific and deliberative choices among options by providing, at a minimum, information on the options and outcomes relevant to a person’s health status”
.  A recent evaluation of decision aids by the Cochrane Collaboration reflects inroads made by the Internet and while calling for increased research, generally found positive results. The aids had a “positive effect on the decision-making process …enhanced participation in decision making, lowered decisional conflict … and improved agreement between values and choice” (p29).

· On-line interventions. These tools tend to focus on long term behaviour change, and provide ongoing assistance and encouragement for dealing with problems.  They are patient-focused, even though initial adoption usually depends on professional involvement.  They are intended for repeated use by the same patient.  A meta-analysis of 22 studies showed that such interventions produced generally positive outcomes, such as increased exercise time; improved knowledge of nutritional status; improved knowledge of asthma treatment options; increased participation in care; slower physical decline and 18 month weight loss maintenance.

· Self care tools and resources:  these tools help patients manage their condition on a day to day basis. Examples range from blood glucose monitoring equipment, with varying degrees of computer assisted analysis to publicly accessible email contacts for specific self help support. In California, the Association of Cancer Online Resources report delivering more than 1 million cancer -related email messages each week.

· Online health education materials: these tools contain less specific information than decision support tools, are Web-based and contain general information about a wide range of health matters.  In New Zealand, the development of Health Navigator as a portal to a wide range of educational materials, including those on the webistes of many non-government organizations, such as Arthritis NZ, provides reliable information.  There is little in the way of evaluation of these tools, especially in terms of practitioner use of web-based tools to support self management. However, consumer surveys in the US suggest that increasing numbers of patients discuss topics they find online with their doctor.  A survey conducted by the National Cancer Institute involving newly diagnosed cancer patients, found that those who went online to educate themselves about their condition were more likely to describe their relationship with their doctor as a ‘partnership’ than those who did not go online (74% Vs 54%). 91% of these newly diagnosed patients felt that the information they obtained online had helped them talk with their doctors.
   

An initiative in the United States that provided computer based support for disadvantaged populations found that they benefited more from this type of intervention than other groups, perhaps because they had more to gain from health information.19
Telephone support

As previously noted, telephone support services include both telephone monitoring interventions, whereby the patient records relevant measures and reports agreed indicators of health status (e.g., weight or blood glucose level), and more broad telephone support that incorporates a motivational coaching approach aimed at helping patients achieve their health goals.   It also includes the use of text messaging to, for example, improve medication adherence, and to provide appointment reminders.  The use of ‘text-to remind’ tools for appointment reminders are currently is use in CMDHB secondary services, and has been shown to reduce Did Not Attend rates by 5%.

Telephone support services can enhance the delivery of care to people with long term conditions, if the programme is well designed, targets the right patient population, focuses on specific goals and closely links services to regular care. Research findings on the cost-effectiveness of such programmes are less conclusive than those focused on clinical effectiveness.

The following table outlines the key dimensions identified as enhancing the provision of telephone support services:
Table 2.  Dimensions of Telephone Care Programmes and Considerations for Programme Design.

	Dimension
	Comments

	Which patients should receive telephone care?
	Most appropriate target populations include:

· Patients with complex self-care regimens

· Patients with a disease associated with high rates of preventable adverse events

· Patients with limited health literacy

· Patients with multiple long term conditions

· Patients with gaps in recommended care

	How should telephone counselors be trained?
	· There is little evidence that more highly trained clinicians provide more effective telephone care services

· Explicit counseling techniques such as motivational interviewing or cognitive behaviour therapy are helpful.

	Where should telephone counselors be located?
	· Phone counselors who have face to face contact with patients may be especially effective

· Clinic-based staff may have greater influence with patient’s physicians

	When should patients receive telephone care?
	· Telephone care may be most valuable in the weeks and months following a change in patient status (e.g., on discharge from hospital) self management regime or diagnosis, as well as when patients experience significant gaps in care.

	How should the telephone programme be evaluated?
	· Evaluation should reflect programme goals.  Programmes designed to increase access to care may not reduce overall resource use in the short term.

· Programmes should first be evaluated in terms of the telephone care process, then their effect on other care processes, and then on outcomes.  Evaluating the impact on counselors is also important.


From the research, the following characteristics of the telephone service were found to be significant:

· A proactive approach, focusing on telephone follow up rather than merely responding to unsolicited calls

· Scheduled care - planned telephone calls, rather than unscheduled calls.

· Calls that involve co-ordinating care, not triage where participants are referred to different providers.

· The use of a motivational coaching approach to support self care, rather than solely delivering information about conditions or services.

· The establishment of a trusting relationship with the service provider, with regular contact with the same person producing improved outcomes.

Use of technology for disadvantaged groups:

There is evidence of the effective use of technology with disadvantaged groups.  Computer based support has been successfully used, as has cell phone text messaging to improve medication adherence in patients with asthma
, and cell phone reinforcement in smoking cessation programmes.
  In a study comparing tele-medicine case management with usual care for disadvantaged populations with diabetes in the US, improvements in clinical outcomes of HbA1c, blood pressure and lipids were reported.  This study did not require patients to have computer experience or computer literacy, and included large numbers of patients from ethnic minority groups. The range of tools included videoconferencing, remote monitoring of glucose, secure Web-based messaging with nurse case managers, access to web-based educational resources, in English and Spanish, in regular and low-literacy versions in each language.  Nurses were trained in the use of computer-based case management.

Health coaching 

Appendix 2 provides an overview of reviewed articles.

Definitions:

Health coaching has been defined as an interactive role undertaken by a peer or professional individual to support a patient to be an active participant in the self management of a long term condition.  A review of the literature revealed a limited number of empirical studies on coaching, with these focusing on one of three areas: disease-related education; behavior change strategies; or psychosocial support.
  Only tentative support can be given to the efficacy of the difference coaching approaches due to limited number of studies available, however the most frequently described application is in the area of behavior change strategies.

To successfully manage behavior, people need to:

· Interpret risk in a way that leads them to perceive a problem they want to address

· Find a way of translating their intention to change into action

· Maintain the changes they bring about over time.

Initiating behaviour change depends on expecting favourable outcomes to changing and feeling confident about performing new behaviours.  Long term maintenance depends on managing lapses so that they don’t become relapses.

The strongest evidence for the effectiveness of coaching  in effecting behavior change is in smoking cessation, with strong support also in the areas of diabetes and cardiac rehabilitation.  Other studies have demonstrated the positive changes in a range of health behaviours using a health coaching model based on motivational interviewing.  There is evidence in support of group based, in-person and telephone based interventions, with most literature focusing on telephone based delivery methods.

Evidence-Based Health Coaching Approaches:

· Motivational Interviewing:

Motivational interviewing is the only validated, evidence-based approach described in the literature reviewed (Motivational Interviewing Skill Code; Motivational Interviewing treatment Integrity; Behaviour Change Counseling Index)

Motivational interviewing has been shown to be effective in improving general health and well-being; promoting physical activity; improving nutrition; supporting medication adherence; managing chronic conditions such as hypertension, obesity, hypercholesterolaemia, and diabetes. (ibid).   Its use in mental health is showing promising results.  It was noted that motivational interviewing has not been as successful in smoking cessation efforts.

Motivational interviewing has been found to work equally well with women and men, and appears to be more effective with individuals who have low readiness to change.

· The Five ‘As’ Approach:

The Five ‘As’ approach to patient centred coaching
 is an evidence-based approach appropriate for a range of conditions and feasible to apply to primary health care settings. It is a model of behavior change that provides a sequence of evidence-based clinician and office practice behaviours, described as follows:

· A/Assess (e.g., patient level of behavior, beliefs and motivation; issues)

· Advise the patient of (e.g., personal health risks; options)

· Agree realistic goals/actions with the patient

· Assist the patient (e.g., to anticipate barriers to action and develop a specific action plan)

· Arrange follow up support

There has been initial evaluation of the implementation of the Five ‘As’ approach using a number of assessment tools available in the public domain.  These include a Brief 5As patient survey;  5As patient satisfaction survey (see www.collaborativeselfmanagement.org) Available literature suggests that the last 2 As - assistance in problem solving and arranging follow-up support -  are especially important in producing long term behavior change, but seem to be delivered least often.  

The Five ‘As’ approach has been widely adopted, and forms the basis for a number of practice tools developed for use in primary care, including  Lifescripts (Australia), SNAP (Australia)   (see Appendix 2 for details). Documentation of Five ‘As’ use is now required by the Joint Commission for the Accreditation of Health Care Organisations (US) as part of its Disease Management Certification. 
Health coaching as an intervention in health management Programmes:

The use of health coaching as an intervention in a comprehensive health management programme should be based on the following factors:

· Target population:  Due to the intensive nature of the intervention, health coaching should be reserved for those who are at risk of developing or who already have lifestyle-related conditions. Risk stratification measures could be used to identify those participants most likely to participate and benefit from coaching.

· Participant recruitment: a range of recruitment strategies can be employed (e.g., postcards, emails, letters, phone call, face to face approaches).  Consideration of the stage of change is helpful (i.e., those who are thinking about change; those who are interested in achieving a health goal; those who want support in ongoing efforts; and those who are not ready to change immediately).  One successful message that was used in a smoking cessation campaign was “Wherever you’re at, we can work with that”
.  It is further suggested that the term ‘health coaching’ is more favourably viewed than ‘health counseling’.  Incentives have also been found to be helpful in increasing participation in health management programmes.  Examples such as gift certificates, prizes or cash draws have been cited. (ibid)
· Delivery mechanism: generally, in-person or telephone delivery formats are preferred because they are more compatible with the interactive, non-scripted motivational interviewing-based approach.  Initial sessions range from 30 minutes-1 hour, with follow up sessions lasting 10-30 minutes.  This coaching approach was developed as a brief intervention and there is evidence that change is effected after a few sessions.  The typical protocol includes 3-5 sessions, when provided as an adjunct to routine care or an education programme.

Effectiveness Trials - examples from Real Life: 

While Appendix Two summarises the literature review on coaching, three Australian papers stand out as describing programmes that have been described in detail and evaluated: the PEACH study (Victoria),  the COACH Programme (Victoria),  and the Logan Healthy Living Programme (Queensland).  These programmes suggest key components which could be used in the development of a practice nurse based telephone coaching programme. 

Overview of Studies:

THE COACH (Coaching Patients on Achieving Cardiovascular Health) Programme
 is delivered by hospital based coaches to patients who have been hospitalised for a cardiac event.  It follows a formal protocol which is based on principles of patient education, empowerment and monitoring of results, with formal follow up, feedback and support until the desired risk factor level, in this case Total Cholesterol, is achieved.  Participants are provided with range of support materials, including information on their in-hospital coronary risk factor levels, information about risk factor targets, and their discharge summary.  Coaching is delivered via five telephone coaching sessions, together with written coaching summary reports for reference and reinforcement of expected outcomes by the next coaching session.

The PEACH (Patient Engagement and Coaching for Health) study
 is a current Australian study based on an innovative COACH telephone coaching programme.
The PEACH telephone coaching programme is delivered by practice nurses, based in a general practice setting, to patients with poorly controlled Type 2 diabetes (HbA1c > 7.5%).  It aims to explore the potential role for practice nurses to help reduce the significant treatment and outcomes gap between best care and usual diabetes care in general practice.  It acknowledges that this gap is most marked in socio-economically disadvantaged communities. 

Although the study is still underway, researchers
 report the following preliminary findings and observations:

· The main lessons learned have been about the context.  The research team has provided support to participating practices in areas of  process of enrolment, recruitment, baseline data collection, intervention training (3 days for practice nurses in intervention practices), implementing the telephone coaching as planned, follow up data collection etc. 

· The difficulties encountered relate to high turnover of practice nurses; practice nurses becoming overwhelmed with clinical work and priorities and losing commitment to the trial; practice nurses not being well supported in this telephone coaching role by GPs in the practice; patients losing commitment to the trial with some seeing the coaching calls as confusing in comparison to their usual pattern of accessing care, or unnecessarily intrusive. 

· It is considered that in order to make telephone coaching sustainable as a routine practice nurse activity, significant culture change in general practice, together with financial incentives and education of both practice nurses and GPs will be needed.

In the Logan Healthy Living Programme 
, a current primary care based telephone coaching intervention focusing on nutrition and exercise improvement, there was considerably greater emphasis on coach selection and training.  The PEACH programme included 3 days intervention training for practice nurses.  However, in the Logan programme, the four project telephone counselors had bachelor's or master's degrees in either public health/health promotion or the allied health sciences (nutrition or exercise). Their study training took place over the course of a month and was guided by a detailed training manual which emphasized a patient-centered, motivational interviewing approach to telephone health behaviour counseling. Training involved reading study materials, discussions with study investigators, viewing of motivational interviewing videotapes, and numerous role plays. Counselors also made a number of visits to the study community to become familiar with the community culture and local resources.
While initially it had been planned to engage practice nurses, when the study was begun only about 40% of eligible practices had a practice nurse.  In addition, the intervention is fairly intensive (18 calls over 12 months), and this was considered to be more than practice nurses could reasonably add to their existing workloads.

The study targeted a primary care patient sample with multiple co-morbid chronic conditions whose baseline health behavior profile indicated a strong need for intervention on multiple health behaviors. Significant change in diet relative to usual care was demonstrated, as well as in physical activity, using a telephone counseling intervention, in which advice and guidance were individually tailored, and where multiple contacts were consistently achieved.

From a clinical/intervention implementation perspective, the researchers feel that a greater degree of training is important, as most staff would not be familiar with the context of telephone coaching, or with the behaviourally-specific, motivational interviewing approach that was used.  

With the use of specific telephone counselling for weight loss in type 2 diabetes, it has been reported that dieticians are best suited to the role, because of the detailed focus on diet and weight loss. However, this is coupled with training on counselling for physical activity (and strength training specifically).

Key components to consider:
It is noted that there is little available evaluation of practice-nurse coaching activity.  However, the following key components identified from the three Australian studies which are worthy of consideration are:
· Practice nurse delivered coaching is challenging in the Australian context

· Skill development, training and ongoing support of coaches is vital

· A formal protocol which guides coaching sessions is important

· In primary care settings, multiple contacts have been successful

· Allocation of appropriate time for coaching sessions is essential

· Coaching is not for everyone, and careful selection of participants is required

· The coaching approach based on patient education, empowerment and the provision of feedback on achievement of goals via the Coaching programme has been successful

Approaches for disadvantaged populations

Both the PEACH study and the Logan Healthy Living Study successfully engaged disadvantaged populations.  However, literature concerning the provision of services for Maori and Pacific Island populations note that the more successful programmes involved some face to face interaction, considered the setting in which the programme was to be delivered, ensured that the intervention was culturally appropriate, and recognised the importance of the person delivering the service.

Barwick identified the need for structural change in the provision of health services if they are to be more responsive to the needs of Maori and Pacific people.  She noted that simply fitting Maori health workers or programmes for Maori into existing structures is not necessarily sufficient. 

“Developing a culturally responsive service is not working the same way in a different language, but may involve working in quite different ways that take much greater account of the values, beliefs and practices of the target population.” (p 33)

In a systematic review of interventions to improve diabetes care in socially disadvantaged populations in the US,
 the use of multifaceted interventions were desirable, and had the following key features:

· Cultural tailoring of the intervention

· Community educators or lay people leading the intervention

· One-on-one interventions with individualized assessment and re-assessment 

· Focusing on behavior-related tasks

· Providing feedback 

· High intensity interventions (>10 contact times) over longer duration (≈ 6 months)

These findings suggest that use of this systematic approach in high needs populations requires that it is tailored for both culture and health literacy, both of which require significant expertise and understanding of local communities.  It could be argued that the use of such techniques by the broader primary health care team, rather than specifically by clinicians,  could support effective communication at all levels.

The introduction of coaching interventions, therefore, will need not only to focus on technical skill development, such as motivational interviewing, but also cultural awareness of appropriate interventions for Maori and Pacific people.

consultation-based communication improvement

Appendix 3 provides an overview of reviewed articles.

The extent to which health professionals are able to instigate and participate in effective communication is likely to make a difference to encouraging and supporting decisions and self care actions which will enable patients to manage their conditions outside of health service settings. 

Many barriers to effective communication have been identified in studies of the doctor-patient relationship. Patients have stated that they feel they are wasting the doctor’s time, omit details they deem unimportant, are embarrassed to mention things that may place them in an unfavourable light, do not understand medical terms, and may believe that the doctor has not really listened and therefore does not have enough information to make a sound treatment decision.

A number of communication techniques derived from studies of the doctor-patient relationship are described by Clark & Gong, which combine the elements of the 5As approach with skills identified in coaching and counselling activities.44
Male Communication Style preferences:

While some attention has been paid to the relationship between patient-centred care and women’s health needs, there has been little attention paid to the aspects of a patient-centred approach valued by men when visiting their general practitioner.   Although participants had no clear physician gender preference except when discussing sexual or reproductive health issues, participants valued a more directive approach which was more hierarchical and which involved less shared decision-making.  Smith et al
 reported the following findings from a recent study involving white Australian men:

Communication with men in primary care settings should be concise and direct, but should also be considered and thoughtful.  This involves general practitioners:

· Stating facts clearly during consultations

· Using terminology easily understood by a lay person

· Keeping abreast of the latest developments and conveying these to patients during consultations

· Applying and explaining the role of ‘new’ knowledge to patients when making diagnoses

· Alleviating the perceived seriousness of health concerns by using humour thoughtfully to facilitate the building of rapport

· Listening to, understanding and responding to patient needs to facilitate an empathetic style of communication based on respect and trust

· Demonstrate that they aim to ‘fix’ health issues as quickly as possible and

· Referring patients to other esteemed health professionals promptly, particularly if the problem remains unresolved.
Strategies to enhance the skills of GPs in this area include:

· Investment in medical and primary health care education and training that acknowledges the value of listening to men’s lay perspectives

· Development of a resource to equip GPs and other health professionals to effectively engage with men about their health

· Incorporating the core qualities when planning, developing and evaluating preventive activities and primary care interventions aimed at men.
This communication preference is clearly not representative of all men, such as young men or men from culturally or linguistically diverse backgrounds.  However, it is useful in highlighting the gender differences in communication patterns and the suggesting that men respond more positively to ‘being told what to do’ with respect to their health.

Communication characteristics:

Communication skills have been reported as the most important competency that a physician should possess.  For those with living with more than one long term condition, patient-targeted approaches have been shown to improve health outcomes and include techniques to increase patient participation  through skills training (e.g., coaching patients to take a more active role in consultations) and the use of pre-visit questionnaires, to identify relevant patient concerns. 

The Association of Provider Behaviour and Patient Outcomes identified the following verbal behaviours associated with negative patient outcomes from a systematic review of literature on the association of communication characteristics and patient outcomes:

· Passive acceptance

· Negative social-emotional interactions

· Formal behavior

· Antagonism

· Interruptions

· One-way information flow

· Directiveness

· Dominance

· Attentiveness

· Irritation

· Nervousness, anxiety or tension

· High rates of biomedical questioning

· Extensive feedback during the concluding part of the visit

· Expresses opinions during physical examination.

Suggestions for improving communication

· Create a safe environment where patients feel comfortable talking openly with you 

· Use plain language instead of technical language or medical jargon 

· Sit down (instead of standing) to achieve eye level with your patient 

· Use visual models to illustrate a procedure or condition 

· Ask patients to "teach back" the care instructions you give to them 

It is likely that the level of communication skills among general practice teams within CMDHB is variable.  For those with well developed communication skills, (e.g., general practitioners who have completed the Fellowship of the RNZCGP; those who have participated in communication skills workshops offered by a range of providers) the adoption of self management practices is relatively smooth.  However, for overseas trained general practitioners for whom English is a second language, the cultural and linguistic challenges to improving communication are more significant.  The inclusion of generic communication skills training is therefore likely to remain a key enabler of the development of effective self management support programmes.

Health Professional Training:

There is currently very little knowledge of how to educate health professionals in ways to enable their patients to self manage.  However the following programmes are now being implemented and evaluated and could be adapted for use in CMDHB. 

An Advanced Development Programme for Clinicians has been introduced as part of the NHS Co-Creating Health Project.  The nine-month programme aims to strengthen the skills needed to work in partnership with patients and to provide self management support. It consists of three four hour training workshops, with ongoing support and consolidation of learning provided via web-based and action learning sets every four to six weeks.  Innovative features include the role of patients as co-trainers alongside local clinicians, as well as the use of patient feedback to help clinicians identify their own development goals.  Over 500 clinicians in the UK are expected to graduate from the programme between 2008 and 2010.

Apart from generic communication skills and the current self management training courses (e.g. Flinders Self Management and Stanford Self Management programmes), the components of communication skills training for health professionals appears to be  limited to specific skills in, for example, motivational interviewing or brief intervention therapy.  While there are a number of studies currently underway which include a training component for clinical staff, the details of the training are not included in the study design.

Consultation-Based Communication Tools for use in Primary Care Settings
A number of tools have been developed which provide support for primary health care teams to develop patient-centred communication skills.

1.
Ask Me 3:
The Partnership for Clear Health Communication (PCHC) is a national, non-profit coalition of organizations working to build awareness and advance solutions to improve health literacy and positively impact health outcomes in the United States.
  

Clear communication is the foundation for patients to be able to understand and act on health information. Ask Me 3 is a quick, effective tool designed to improve health communication between patients and providers.

Ask Me 3 promotes three simple but essential questions that patients should ask their health providers in every health care interaction. Providers should always encourage their patients to understand the answers to: 

1. What is my main problem? 

2. What do I need to do? 

3. Why is it important for me to do this? 
While this strategy aims to empower patients to be active participants in the decision-making on treatment options and care plans, it is important that clinicians be receptive to patients asking questions and that their responses be in language that the patient understands 
Ask Me 3—Clinician Version 
Instead of waiting for the patient to ask the above three questions, clinicians can ask their own: What is your main problem today? What do I need to do for you concerning this problem? And why is it important to you? The focus is thus on what the patient, as opposed to the clinician, is interested in. Either way, whether patient-driven or clinician-driven, this approach can stimulate conversation. But to be a true dialogue, it must be at a literacy level that ensures the patient’s understanding.
2.
Five A’s Approach 
A previously discussed in the Health Coaching section, the Five As approach is a relevant tool to improve consultation-based communication.

3.
“Teach-Back” technique:
This practice, developed by the American Medical Association as a part of its Health Literacy Toolkit, is designed to verify that the patient understood what the clinician was saying: after explaining a diagnosis or treatment plan, he or she asks the patient to explain it all back. As such, Teach Back is a good tool for determining whether the clinician was successful in communicating with the patient at an appropriate literacy level. “Teach-back” is a method of checking the level of understanding and recall of information provided during a consultation.   This method has been shown to increase patient recall from 61% to 84%

Assessing recall and comprehension in patients with low health literacy and diabetes was shown to have improved glycaemic control.
  

4.
Teach to Goal:

During the clinical visit, the patient is given the opportunity to select a goal from a “Patient Goal Contract,” which graphically displays a range of choices related to the individual’s condition. Once the patient has chosen a goal—increasing exercise, for example, or checking one’s feet daily—the clinical staff works with the patient to identify steps toward reaching that goal and to provide support along the way. For goals related to blood pressure, HbA1c (for diabetes), and cholesterol levels, patients are given a pocket-sized card that helps them keep track of their progress. Once patients achieve a goal, they select another goal and the process begins again. This approach encourages patients to be active participants in their health care, facilitates their communication with clinicians, and serves as a tool to assess health literacy and understanding. (Technique is used by the Ferguson Adult Health Center of the Cherry Street Health Services.) 

5.
Return Demonstration: 
Return Demonstration, a practice similar to Teach Back, is used when teaching patients a new skill—for example, in self-checking his or her blood-glucose level with a glucometer. The clinician demonstrates the procedure using the equipment and then asks the patient to conduct the demonstration for the clinician. This process may have to be repeated during follow-up visits to ensure that the patient has developed adequate competency. (An educational tool adapted by clinicians, especially nurses.) 

Practices caring for high needs populations in the United States identified the following “Promising Practices” that staff considered of value for their patients, and potentially applicable to other primary care settings:

· A team effort, beginning at the front desk

· Use of standardized communication tools 

· Use of plain language, face to face communication, pictorials and educational materials

· Clinicians partner with patients to achieve goals

· Organisational commitment to create an environment where health literacy is not assumed.

The consultation-based tools are summarised in the following table:

Table 3: Summary of Consultation-Based Tools

	Consultation-Based Communication Tool
	Key characteristics
	Key Strengths

	Ask Me 3
	Promotes 3 simple questions: What is my main problem?

What do I need to do?

Why is it important for me to do this?
	Can be used by patients and clinicians

Empowers patients to be active participants in the consultation

Is focused and clear

Uses easily understood language

	Five A’s 
	Based on a sequence of behaviours:

Assess (eg., issues)

Advise (eg, risks, options)

Agree (eg, realistic goals)

Assist patient (eg,  to develop action plan)

Arrange (follow up support)
	Evidence based

Widely adopted model of behaviour change

Can be used by all team members, including non-clinical staff

	Teach-Back Technique
	Technique to verify patient understanding and recall
	Part of Health Literacy Toolkit

Evidence of improved patient recall

Builds self efficacy

	Teach to Goal Technique
	Based on specific patient goal. Identified steps required to reach goal. Pocket size card to keep track of progress. When goal reached, process begins again.
	Encourages patients to be active participants

Improves communication

Improves literacy and understanding.

	Return Demonstration
	Used when teaching a new skill, such as using an asthma inhaler.

Builds competence in patients to perform tasks correctly.
	Educational tool adapted particularly for nurses.

	Promising Practices Approaches

(Organisational Culture)
	Whole team approach

Standardised communication tools

Use plain language, face to face communication, pictorials

Clinician/patient partnerships

Organisational awareness of health literacy
	Particularly useful for high needs populations


For patients, the provision of written care plans, specific action plans and pre-consultation prompt sheets may already be routinely provided.  There is a range of resources available to support patient engagement and participation in consultations, and links to these are listed below:

Table 4:  Resources to Support Patients 
	Topic
	Link

	Heart Failure
	http://www.cardiologyinoregon.org/GAPproject/HFSelfManagementGoalsbw.pdf

	Diabetes
	http://www.med.umich.edu/1libr/aha/umdmgoals.pdf http://www.ihi.org/IHI/Topics/ChronicConditions/Diabetes/Tools/StoplightToolsForPatients.htm

	Ask Me 3
	http://www.npsf.org/askme3/pdfs/tips.pdf

	General
	http://www.ihi.org/NR/rdonlyres/BFDA7695-16B5-49A1-A502-2CEAA1595A0C/215/self_mngmt_support2.pdf

	All conditions
	http://www.ihi.org/IHI/Topics/ChronicConditions/AllConditions/Tools/

	High Blood Pressure
	http://www.ihi.org/NR/rdonlyres/EEBC4846-AFDE-4569-A76E-A67CC1C337B9/3580/BloodPressureVisualAid.pdf


Conclusions and Recommendations:
The implementation of self management support interventions based on tele-health and telephone support, coaching and consultation-based communication tools is supported by evidence of effectiveness and appropriateness for primary health care settings.  However, there are few ‘off the shelf’ programmes which can be adopted and implemented.  The success of the various interventions reviewed was determined by the context in which they were located - the existing infrastructure, the level of training provided and the culture of the organization. There were no ‘real life’ examples of successful primary care based programmes, as all of the reported studies were research activities, supported with additional funds, practical support and expert involvement.  

It is clear however that effective self management support provision in primary care is based on three key platforms which are aligned with change management principles:  

· multidisciplinary team development 

· training - in both general communication and specific skills 

· resources - including financial resources, protected staff time resources, and intervention tool kits.

The further development of specific self management support programmes in Counties Manukau DHB should occur within a framework which encompasses practice team development, training and resource development, and the continued funding of protected time for practice nurses. 

The following table outlines in more detail the components of self management support, describes what activity is currently taking place and identifies the areas where investment could be recommended:

	Self Management Support Components
	Currently implemented in CMDHB
	Suggested Next Steps
	Future Options

	Clinical  leadership
	PHO Clinical governance group active
	Support effective leadership for Self Management Support (SMS) in primary care, at PHO and practice levels
	

	Multidisciplinary team approach
	CCM programme emphasizes importance of team approach, however application is patchy
	Fund practice based training in multidisciplinary team work and provide ongoing support
	

	Practice system changes
	Adoption of Chronic Care Model
Still somewhat of an add on to care, rather than well integrated
	Enhanced practice development via structured approach (ACIC assessment) to understand values, strengths and gaps in current care.
	Change management approach to building practice systems using PDSA quality improvement methodology (e.g., Collaborative)

	Committed and funded nurse time
	CCM Funds 6 hrs nurse time per patient per year. 
	Support and maintain CCM programme
Increase nurse SMS skills to ensure this time used effectively
	

	Mentoring for staff
	PHO CCM Managers in place; 
	Ensure PHO CCM Managers have in depth understanding of SMS 
	

	Basic communication skills
	Variable level of skill in general practice teams
	Enhance communication skills via awareness raising and marketing of available programmes
	

	Enhanced communication skills for self management support
	Many providers have skills in motivational interviewing techniques 
	Fund further practice based training in SMS communication techniques, e.g.  in motivational interviewing, Five A’s and Ask me 3.  
	Explore the establishment of an Advanced Development Programme for Clinicians , based on the NHS Co-Creating Health programme.

	Health Literacy awareness
	Awareness of language issues, but less so of health literacy

Primary Health Interpreter Pilot (PHIP) in place for selected practices
	Provide Health Literacy Assessment training for all staff
Promote greater use of Interpreter service for CALD
 patients in participating practices
	

	Care Plans
	In place for all patients enrolled in CCM programme
	Greater use of regular telephone support to assist pts achieve goals
	

	Telephone follow up support 
	Currently part of Depression CCM but used less often in other modules
	Development of a generic protocol for telephone follow up support for all CCM patients
	

	Coaching
	Face to face coaching as part of Care Planning and  CCM nurse review; some telephone based coaching for specific conditions (e.g., depression)
	More use of  a practical scripted protocol to guide telephone coaching encounters
More training in SMS communication skills to enhance coaching role
	Pilot a formal coaching programme in selected practices, which includes coach training and a protocol for service delivery, e.g. PEACH

	Consumer involvement
	
	Actively involve consumers 
	

	Tool Kit for practice teams

	Support for Health Navigator -   an online self management resource for clinicians and consumers 
	Provide a Tool Kit for all practice teams which includes “Ask Me 3”, Five A’s, Consultation preparation sheet for patients, generic coaching scripts for follow up telephone sessions.
	Continued support for the development of online self management resource which will link clinicians and consumers with self management resources.

	Educational Practice SMS package
	Educational sessions re care planning
	Develop an educational support package for practices that incorporates all the above, aimed at developing a team approach to SMS with strong GP and nursing leadership within each practice 
	Follow up using learning sessions and PDSA cycles


The implementation of this framework requires a number of key activities. 
Recommendation One: Increase and structure the amount of telephone self management support provided by practice nurses within CCM.

In regards to telephone support there is evidence that pro-active, scheduled telephone support is more effective. It is therefore recommended that protocols or scripts for follow up calls be developed in conjunction with the CCM programme to be used by practice nurses as part of their with support for patients in the programmes.  Clear prompts for practice staff regarding the focus of the call and the expected outcomes from the follow up have been found to be helpful.
Recommendation Two: Develop a practice Self Management  Support Tool Kit

There is a range of communication based tools which have been found to be effective in clinical settings, and the compilation of these examples into a Tool Kit for general practice teams is suggested.  The Lifescripts 
programme in  Australia provides a useful template to review. Further, examples of patient prompt sheets could also be included as examples of how practices could tailor their range of resources to most appropriately fit their population.
Recommendation Three: Develop a Self Management Support Training Programme
Implementation of recommendations one and two would require the development of an educational programme to be delivered within general practices. This would include:
· Fund further practice based training in SMS communication techniques, e.g.  in motivational interviewing, Five A’s and Ask me 3.  

· Provide Health Literacy Assessment training for all staff

· More specific training in SMS communication skills to enhance coaching role

The establishment of an Advanced Development Programme for Clinicians, based on the NHS Co-Creating Health programme should also be explored.
Recommendation Four: Development of a multidisciplinary team approach
Successful implementation of self management support requires the engagement of the whole primary care team. This can be done by:  

· Supporting effective leadership for self management support in primary care, at PHO and practice levels, by managers, GPs and practice nurses
· Funding practice based training in multidisciplinary team work as part of the educational package described above 
· Enhanced practice development via a structured approach (ACIC assessment) to understand values, strengths and gaps in current care at the practice level
Recommendation Five: Pilot the use of the PEACH coaching programme.

In regards to coaching programmes, the PEACH study could be adapted to form the basis of a coaching programme which could be trialed in a number of selected practices.  

Recommendation Six: Resource Self management Support development

The above activities will require dedicated time and financial resource. 
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Appendices 1-3.  Article Comparisons




		Appendix 1:  Article Review Comparison:  Telephone Self Management Support Interventions



		Study

		Focus

		Intervention

		Detail

		Findings and comment



		Glasgow et al 


US

		Diabetes


Primary Care settings

		Telephone counseling


Community Resources - directory of services; newsletters.

		Brief, structured calls with 2 primary purposes: to provide ongoing support with same provider after initial face to face meeting; provide personalised problem solving.  Calls lasted 15-20 minutes, following flexible script. Motivational


interviewing and patient empowerment used.

		Phone calls found to be cost effective alternative to face to face meetings. Moderately successful in producing long term improvements. HbA1C levels improved from 7.55% at baseline to 7.25% at 12 months (P<0.001). Lipids levels changes from 5.0 at baseline to 4.5 at 12 months (P<0.001)



		Sarkar et al


US - San Francisco Dept Public Health.  IDEALL - (Improving Diabetes Efforts Across Language and Literacy)  project. 

		Diabetes


Primary care setting



		Automated telephone self mgt support. Uses a telephone-based health IT application.

		Weekly interactive automated calls to patients with review and follow up by nurse care Mgr. Rotating set of questions, patient response via touch pad.  Nurse callback based on preset criteria. Provides surveillance to detect adverse events (AE) and potentially avoidable adverse events (PotAEs). 111 participants.

		54% participants had low health literacy; 111 AEs and 153 PotAEs identified and addressed. Events frequently unknown to primary care provider.

Broad based safety surveillance an important component in chronic care mgt especially in vulnerable populations.



		Dale J. et al 


UK


Study Protocol


Current

		Diabetes 


Primary care settings


Comparison of nurse and peer delivery of telephone support.

		Provision of telephone support to adults with poorly controlled diabetes (HbA1c >8)  Referred by GP; primary outcome is self efficacy, secondary outcomes include clinical measures of improvement (HbA1c, lipids, BP, BMI, adherence to treatment).  Comparison between nurse and peer supporter delivery and usual care.

		Diabetes Specialist Nurse and peer supporter (person living with diabetes) delivered telephone support. Training for supporters included 2 day training in motivational interviewing, empowerment, active listening skills. (Programme developed by Warwick Diabetes Care).


Overarching goal of intervention is to reinforce goals already established between the health professional and patient.


Data recorded on electronic template.

		Outcomes not yet available.



		Young et al


Australia


Study protocol 

		Diabetes

Primary care settings, using practice nurses

Focus on high needs populations

		Telephone coaching programme delivered by Practice Nurses in selected GP clinics targeting people with diabetes.


Aims to coach patient to attend general practice for care.  

		Educational and psychological intervention focusing on self mgt and strengthening therapeutic alliance in intensifying treatment. Targeted high needs patients. Aimed to reduce treatment and outcomes gaps and addressing inequality.  Included a 2 day training programme for nurses prior to commencement.


5 coaching telephone calls at 6 week intervals in first 6 months; 2 calls at 2 monthly intervals between 6-12 months; face to face session at 12 months. Follow up call at 15 months.


Based on a Quality Improvement approach.

		Outcomes not available until 2010.



		Francis, C et al 


Australia

		Diabetes


Cardiovascular disease


Primary care settings

		Evaluation of telephone coaching as intervention in self management project

		350 patients recruited. 43% men, 48% with diabetes. People from CALD? backgrounds recruited.


Monthly telephone coaching (15-20 minutes) over 12 month period. Focus was to improve self mgt capacity; strengthening client/GP relationships. Stanford training was not offered, but disease specific training was offered (eg supermarket tours)




		High participation rate:  99% had Care Plan; 97% received telephone coaching; 92% attended training. Participants reported significantly greater  improvements in general health, health distress, coping with symptoms, self efficacy and social functioning than those receiving Stanford or generic models of self mgt. Noted that better health status at baseline may have influenced this finding.



		Shearer, N et al 


US




		Heart Failure


Hospital based.


Men only included in study.

		Telephone follow up calls following standard Health Failure Education prior to discharge.

		Nurse delivered calls - details of structure or frequency not noted.

		Self Management enhanced by telephone follow up. Improved adherence to treatment plan re daily weight, checks for oedema, low salt diet than in usual care group.



		Clark RA et al


UK


14 RCT - 4 evaluated telemonitoring; 9 evaluated structured telephone support; 1 evaluated both.

		Chronic heart failure

Primary care settings


Outcomes:  all cause mortality, reduced all cause  hospital admissions; health related quality of life, cost and acceptability.




		Remote telemonitoring carried out once in month following discharge, without additional intervention.  Daily transmission of vital signs, weight and symptoms to healthcare provider.

		Transmission of physiological data. Standardised telephone contact re symptoms Triage by nurse at first sign of deterioration led to early management. 

		Telemonitoring more effective in shortening hospital stays rather than reducing admissions.

20% reduction in all cause mortality, greater for telemonitoring than telephone support. Has the ability to improve clinical outcomes in community settings for patients with chronic heart failure. Seen as a different way of organizing effective care particularly for patients where access to care is an issue.



		Wang, P et al


US

		Depression

		Telephone based screening, and care management.  Based on cognitive behavioural therapy.

		Focus on employed people. Some study limitations.


Participants received twice as many contacts as usual care group.

		Improvement in work functioning, reduced absenteeism. Recommends systematic screening for depression; use of mental health professionals as care managers.  Increased depression intervention largely provided via telephone rather than in person.



		Simon et al


US



		Depression


Primary care setting. To compare usual care with 2 interventions - telephone care management plus telephone psychotherapy

		Telephone Care: At least 3 outreach calls, feedback to treating physician and care co-ordination.

Psychotherapy: structured 8 session cognitive behavioural program delivered by telephone

		Telephone Care Mgt: Brief structured assessment of depressive symptoms, medication use and adverse effects; followed by specific scripts to address concerns and motivational interviewing techniques to encourage adherence.

Detailed self-mgt workbook provided to pts.


Telephone psychotherapy: structured 8 session programme. An additional component to the telephone care mgt. Sessions designed to last 30-40 mins. Focused on the creation of a personal care plan using self monitoring and self mgt skills. Telephone counselors were psychotherapists. Additional training provided.

		Improvement in depression score greatest in psychotherapy group, intermediate in telephone care mgt group and least in usual care group.  Provided more flexible scheduling, greater privacy of telephone contacts and helped address stigma.  Advantages in rural settings or where stigma associated with visiting a mental health provider may be greater. Rates of participation in telephone psychotherapy intervention markedly higher than in traditional in person settings.



		California HealthCare Foundation


US


Programme trial: Promoting Consumer Partnerships in Chronic Disease Care: Strategies for Safety net Initiative”

		Asthma - children

San Mateo Medical Centre, San Mateo - primary care focus.

High needs population

		Cell phone based communication intervention using mobile technology software. Reporting of daily measurements - peak flow; symptoms, missed school days. Feedback provided on screen.  

		Case manager and community worker directed programme. Group medical visits included. Case mgt provided via telephone and in person. 8 children had home visit to assess environmental factors.

		No children on the programme needed emergency visits during programme. Technical glitches encountered, so only minimal results available. Considered a useful tool for young people to manage asthma.



		Singh, D


UK 


Review of 65 studies- see full report for synopsis of each review

		Various conditions


Largest body of evidence focused on: 

Heart disease, diabetes and depression.

		Range of studies with different methods employed.

		Characteristics of telephone services:

· Proactive approach


· Scheduled care


· Involved co-ordinating care


· Used a motivational coaching approach rather than information provision


Benefits include weekly, fortnightly or monthly calls from nurses.  Some studies found ongoing follow up from pharmacists, doctors, counselors social workers also beneficial.




		Proactive telephone support:


· found to improve clinical outcomes.  


· Three trials found no clinical improvements for people with diabetes. 


· Improved quality of life for those with heart disease and the elderly.


· Improves self efficacy

· Improved adherence to treatment.


· Is accepted by consumers


· Is effective for people with low health literacy.


· Those at highest risk of hospitalization or with the poorest health do not necessarily benefit


· Coaching and motivational support more effective than reminders or information provision.





		Appendix 2:  Article Comparisons:  Coaching Interventions



		Study

		Focus

		Intervention

		Detail

		Findings



		Lindner H. et al. 


Australia


Literature review

		General 


Primary care settings

		Literature review 


Limited number of empirical studies.

		Coaching has a focus on one of three areas: disease-related education; behaviour change strategies; psychosocial support.

		Only tentative support can be given to the efficacy of the difference coaching approaches due to limited number of studies.



		Lindner H. et al


Australia

		General


Primary care 

		Training of health professionals 

		Two day training workshop with voluntary follow up debriefing session. Techniques such as role playing and skill enhancement activities included.  Baseline capability recorded.

		Acquisition of skills and significant increase in self management knowledge reported at 6 month post training assessment. Well received by practitioners.






		Butterworth, S et al 


USA


Review

		General

		Literature review

		Motivational interviewing is the only technique to have been fully described and demonstrated impact on positive behavioural outcomes.

		Health coaching has been successful in the following areas:


· Smoking cessation


· Promoting physical activity


· Improving nutritional habits


· Encouraging medication adherence


· Managing chronic conditions such as hypertension, diabetes, obesity.






		Allen, M et al 


US




		Chronic pain


Depression


Impaired mobility

		Set of standard emails and worksheets targeting self efficacy, patient education and motivation to improve health. (N=121)

		Most used automated elements of program, but 35% exchanged emails with coach, of whom 88% were interested in further coaching.

		Internet based coaching designed to improve patient/clinician communication. 42 patients used the on-line worksheets prior to consultations.



		Vale, M et al 


Australia


RCT involving 792 patients from 6 teaching hospitals in Victoria

		Coronary Heart Disease


(CABG; percutaneous coronary intervention; acute MI or unstable angina discharged on medical therapy; coronary angiography with planned surgery) 




		COACH Programme


Provision of regular personal coaching via telephone and mailings to achieve target levels for their particular risk factors. Works in partnership with physician.


Hospital based.


Participants required to speak English and have access to a telephone.

		Coaches were 2 dietitians and 4 nurses. Training included 2 weeks (part time) delivered by a dietitian and head coach.


Participants receive detailed information at discharge.


Telephone sessions delivered within 2 weeks of selection, then followed by 3 sessions at 6 week intervals. A 5th call was made at 24 weeks to arrange 6 month assessment of risk factors. Patient is encouraged to visit regular physician to arrange tests.  PDSA quality improvement cycle is a key feature of the programme. Use of feedback of results and regular measurement of risk factors a key feature.

		Improved lipid levels than in usual care group. Substantial improvement in most other coronary risk factors in study group.  Considered to be a highly effective strategy.



		Eakin E. et al


Australia


Effectiveness trial




		Diabetes, cardiovascular disease, hypertension, breast and colon cancer


Primary Care focus

		Nutrition and exercise telephone coaching intervention.  

		434 patients from 10 GP practices receive 18 telephone coaching sessions over 12 month period, delivered by 4 coaches external to the clinic.  Includes use of workbook for participants.  1 month training provided to coaches who had a public health/health promotion or allied health background.

		Current study. Results not available. 



		Gale, J


Australia


Private Provider of training

		Long term conditions

		Overview of training package available for practitioners.

		Skills training for health practitioners in health coaching


Theoretical model based on the following:


Therapeutic alliance


Transtheoretical model


Readiness to Change


Health Belief Model


Theory of Reasoned Action/ Planned Bahaviour


Relapse Prevention


Self-efficacy


Self Regulation


Barriers and facilitators to change


Training components:


· Medical conditions and Adherence Knowledge


· Behaviour Change Interviewing techniques


· Psychological Theory of Health Behaviour Change


Behaviour Modification and Evidence-Based Coaching techniques.

		No outcomes reported






		Steptoe, A. et al


UK

		Nutrition


Primary care setting


Low income adults

		Brief individual behavioural counseling based on the stages of change model; time matched nutrition education counseling.

		Nurse delivered series of sessions. Baseline assessment conducted at first session.  Self reported consumption based on a dietary instrument for nutrition education (DINE).  Biomarkers of fruit and vegetable intake were measured (plasma ascorbic acid; vitamin E and β carotene; 24 hr urine collection for potassium excretion).  End point measurements of BP, BMI, changes in body weight and total cholesterol were recorded.

		The proportion of participants eating 5 or more portions/day increased by 42% (behavioural group) and 27% (nutrition group). No changes in body weight, BMI, BP or serum cholesterol


Brief counseling can elicit sustained increases in the consumption of fruit and vegetables in low income adults in the general population.



		Michie, S. in 


Dixon, A (ed).


UK

		General

		Review and report on self care

		Theoretical underpinning of behavior change modalities outlined.

		Development of the NHS Health Trainer and the new NHS LifeCheck programme,



		Varney, J . et al 


Australia

		Coronary Heart Disease


St Vincent’s Hospital based 


Based on COACH model (see Vale et al above)




		Presentation of evaluation of programme.  Described as evidence based, individualized, provides extended support post discharge, telephone coaching improves access, is cost effective and complements cardiac rehab programmes.  

		File audit of 210 patients who had completed the Health Management Coaching programme post discharge.  80%+ males in study.  Measures: Risk Factors (cholesterol, HDL, TG, LDL, fasting glucose, HbA1c, weight, smoking status.) from recruitment to graduation.


Not indicated for those with limited English, poor hearing or with no telephone access.

		Significant improvement in risk factors.  Telephone coaching preferred by younger patients, those in remote areas, those unlikely to attend rehab (eg working full time), those with multiple risk factors.  Worthwhile addition to traditional secondary care - cardiac rehabilitation. 


Plans to extend model to other long term conditions, starting with diabetes.



		Glasgow RE. et al


USA

		General


Primary care settings

		Overview of Five As model of behavior change.

		Five As:   (Assess, Advise, Agree, Assist, Arrange) an evidence-based clinical practice which has been adopted as a strategy for health behavior change counseling. 

		No one of the A’s was recommended over others. However, the 4th and 5th As (assistance and Arranging follow up support) were found to be more often neglected, and especially important in producing meaningful and lasting behavior change.



		Lifescripts


Australia

		General


Primary Care Resource

		Resource Manual for General Practice.

		Resource materials to support general practice activity.

		



		Harris M. et al


Australia


Feasibility study

		Smoking, nutrition, alcohol, physical activity:  SNAP


Primary care focus

		Behavioural risk factor management in primary care.

		Model for general practice management of four common risk factors. IT support and referral directories were developed, SNAP guidelines, clinical summary chart, patient education materials, GP and staff training.


Based on motivational interviewing techniques. Based on Five ‘As’ (see Glasgow above)

		Approach appropriate to general practice settings. Improvement in GP self rated knowledge and skills in both assessment and management of risk factors and behavior change interventions.








		Appendix 3:  Article Comparisons:  Consultation-based Communication.



		Study

		Focus

		Intervention

		Detail

		Findings



		Kennedy A. et al


UK


RCT 700 patients in outpatient setting

		Inflammatory Bowel Disease


Specialist gastroenterology focus

		Patient-centred communication skills training


Skills included:


· Open-ended questions


· Picking up cues from patients


· Clarification


· Summarising


· Checking out


· Collaborative approach to treatment

		2 hour training session and included:


· A ‘product champion’ (respected gastroenterologist to introduce the research)


· Descriptions of the research and interventions


· Description of the skills necessary to work in a patient-centred way


· Role play and video feedback


· Discussion

		Patients reported that they felt more able to cope with their condition.  Reduced outpatient visits; improved communication.


79% of doctors involved found the training to be useful-very useful.


Most considered their practice was already patient-centred.


Most valuable aspect of training was discussion with peers


No nurses involved in study - felt that nurses may be best health professionals to promote self mgt.



		Teutsch C 


US


Review

		General 

		Literature review of the role of communication in consultations. Commentary.

		Discussed wide range of factors influencing communication, incl. culture, gender, topic involved (eg death and dying; lifestyle changes). Included overview of screening tools, patient education resources, patient decision aids.

		Use of 5As and Patient centred approaches were effective.


Ensuring key issues are discussed is considered fundamental to effective patient-doctor communication.





		Clark N, Gong M. 


US


Review

		Asthma (children)

		Interactive seminar showing effective use of 10 communication techniques, case studies, communication aids for pediatricians.

		Communication techniques:


· Attend to the patient


· Elicit underlying concerns


· Provide reassurance


· Address immediate concerns


· Use of open ended questions


· Tailor treatment


· Use of non-verbal encouragement


· Agree short term goals


· Review long term goals


· Assist patient plan for long term management of chronic condition

		Fewer hospital admissions in study group.  More effective communication between parents and doctors.


At 2 years follow up doctors in intervention group more likely to provide written instructions re medication and provide guidelines for management.



		Kennedy A, Rogers A


UK

		Ulcerative colitis


Primary and secondary care settings

		Review of patient resource guidebook for the management of ulcerative colitis

		Collaborative approach to the development and use of a guidebook. Communication problems experienced by GPs and consultants:


· Lack of time during consultations


· Clinic size


· Limited resources


· Too much information for patients to receive at one time


· Undemanding patients who do not ask questions


· Embarrassment of fear of talking about symptoms

		Benefits to patients: - information that was therapeutic and supportive:


· can emphasise the severity of symptoms to doctor


· aids memory


· can see test results


· helps to monitor condition


· knows what action to take


· knows what to eat


· can show patterns of improvement/deterioration.


Doctors expectations:


· Information to increase compliance and help patients make more appropriate use of services.


Need for more patient-centred approach in practice.



		Nguyen G et al


US

		General

		Essay and Commentary

		Explored use of complementary and alternative therapies and traditional Chinese medicine among multi-ethnic populations. Discusses risk of drug interaction and communication patterns with people from CALD backgrounds.


Noted the aspects of cultural competency in relation to health literacy which are not addressed in provider training.

		Identified the need to address communication with Asian and Pacific Island populations with respect to health literacy, language access and culturally appropriate history taking. 



		Dimoska A. et al 


Australia

		Cancer


Specialists

		Internet based survey of 134 cancer specialists to determine aspects of communication viewed as difficult.

		Identified most stressful practice situations and areas where additional training would be helpful.  2/3 reported difficulty with topics relating to treatment failure, suggesting that targeted communication skills  on exploring realistic goals and providing psychosocial support may be needed.  

		Targeted, evidence-based guidelines and communication courses are required to better equip cancer specialists to provide non-directive advice about treatment options and psychosocial support.


Communication aids that allow cancer patients identify questions to ask their doctor before their appointment may reduce consultation time. Organisational changes such as prohibiting phone and staff interruptions during consultations would reduce stressful practice situations.



		Smith J et al


Australia 

		General


Primary care settings

		Qualitative study. Semi-structured interviews with white Australian men.

		Aim: to identify core qualities men value when communicating with general practitioners.


Identify strategies to enhance the skills of GPs in working with male patients.

		Physician gender not important except in matters of sexual or reproductive health, where a male doctor was preferred. Qualities valued include:


· adoption of a ‘frank’ approach (concise, direct, matter-of-fact style), 


· demonstrable competence, 


· thoughtful use of humour


· empathy, 


· prompt resolution of health issues.



		Sevick M et al 


US




		Complex (multiple) chronic disease.  Focus on diabetes plus end stage renal failure




		Review of literature  

		Discussion of negotiating goals of care; communication with patients; engaging patients in behavior change; reducing information processing burden, minimizing impact on quality of life.

		Communication skills rank  1st of the top 3 competencies a physician should possess. Patient activation through skills training; the use of pre-visit questionnaires  to identify patient concerns and provider training in communication skills have had positive results.



		Holmes M et al


US

		Health Literacy in general




		Issues Brief. Literature Review.  Recommendations from Task Force on Health Literacy, North Carolina.

		Aim: to make recommendations on actions to address health literacy

		14 recommendations made. Relevant  to consultation-based communication:


· Use ‘teach-back’ method (shown to increase recall from 61% to 84%)


· Principles for Clear Health Communication developed to be used when developing written health information.


· Include health literacy training in core curricula 


· Suggested use of 6 question health literacy screening tool






		Barrett S. et al 


US


Report for Commonwealth Fund

		Health literacy in general

Vulnerable populations


Primary Care Settings

		On line health survey of health literacy in primary care settings. Follow up interviews with five sites, including consumers and staff.

		Aim: to identify health literacy practices to improve communication with high needs patients in primary care settings. 678 respondents to on-line survey.  Five in depth analyses, including site visits and interviews with consumers and staff.

		Promising Health Literacy practices identified.  Barriers to implementation identified. Recommendations include health professional training in heath literacy; improve quality of care in primary care; advance the research agenda.



		Wynia M et al


US


Report for Commonwealth Fund

		Communication


Vulnerable Populations


Hospital settings

		Study involving 8 hospitals which have a demonstrated commitment to providing patient-centred communication to vulnerable populations

		Three main topics addressed: organizational factors that led to the development of patient-centred focus; key aspects to be implemented nationally; lessons learned from their efforts.

		Promising practices:


· Encourage compassionate champions throughout the organisation


· Collect information to demonstrate need


· Engage communities


· Develop workforce diversity and communication skills


· Involve patients every step of the way


· Be aware of cultural diversity


· Provide effective language assistance services


· Be aware of low health literacy and use clear language


· Evaluate organizational performance over time



		Schillinger D et al


US


Observational study

		Diabetes


Primary care settings

		Assessment of recall and comprehension for new concepts. 74 English speaking patients; 38 physicians

		Audiotaped visits review of assessment of recall and comprehension of new concepts. Most new concepts involved a change to medication regime.

		Physicians assessed recall and understanding of new concepts in only 20% of visits, and for fewer than 1 of 8 new concepts.  Patients whose physicians assessed recall and comprehension were more likely to have HbA1c below mean Vs those whose physicians did not assess.


Physicians ensured comprehension of medication changes only 13% of the time.


Overlooking this step in communication reflects a missed opportunity. 



		Houts P et al 


US


Peer review

		Communication

		Aim: assess effects of pictures on health communication

		Studies in health education, psychology, education and marketing journals reviewed

		Pictures were shown to improve comprehension; can change adherence to health instructions, but the emotional response to the picture effects either increase or decrease adherence. Need to use simple language, minimize distracting details in pictures; closely link pictures to text; include people from intended audience in design phase; have health professionals plan the pictures, not artists; evaluate impact.
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