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LEARNING OBJECTIVES
Participants will be able to:
1) Learning Objective 1 Facilitate patients’ growth in the ability to
participate in shared decision making about their care.
2) Learning Objective 2 Describe clinical routines that make
treatment more transparent for patients.
• Learning Objective 3 Teach skills to all team members so that
each can contribute to the behavioral health delivery for patients
who are averse to “psychological” interventions.
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The Dilemma of Primary Care
The majority of the determinants of citizens’ health are impacted by
their behavior
•

•

For example, 86% of premature deaths are caused by behavioral factors
(McGinnis & Foege, 1993)
Most of these deaths are preceded by unusually high healthcare costs

Unhealthy people drive up the cost of healthcare
•

As we have learned in the US, the magnitude of this increase, whether
paid by the State or employers, can divert enough resources to undermine
the basic quality of education, of the infrastructure of travel and
commerce, and ultimately the stability of the State.

Most of these behavioral determinants are best addressed in
Primary Care
•

Primary care is where people have their longitudinal care, where
prevention can be offered, where chronic illness is managed, where
behavioral factors can be addressed, making primary care the most
important setting for the effectiveness and cost of the healthcare system.

Primary Care has to be the venue with the expertise to intervene
in the behavioral factors that underlie excess morbidity and mortality.
•

•

•

•

•

Until @ 2000, the responsibility of Health Care for behavioral factors was thought
to stop at giving patients information about how to behave in the ways best for
their own health and longevity.
Adding behavioral health clinicians to the primary care team to address
diagnosable MH and SA disorders helps, and it adds behavioral expertise to the
healthcare team, but it doesn’t redefine the role of medical practitioners in
addressing unhealthy behavior.
When I started working in Primary Care in 1996, “counseled about weight loss (or
smoking, or adherence)” written in the record fully met the standard of care in
addressing unhealthy behavior by a medical provider.
If behavioral factors determine people’s longevity, quality of life and health cost,
we need better “technologies of influence” than simply telling people what to do
for their health if we are to impact the spiraling cost of healthcare as well as to
improve patient outcomes.
We need to find ways to increase patients’ stake in or commitment to their own
health.

When primary care has tried to involve the
patient in maintaining their own health, patient
teaching was often the only arrow in the quiver.

When patient teaching hasn’t worked, we have
looked to the concept of Health Literacy to
improve our ability to communicate.

Health Literacy
•

•

Health Literacy – the degree to which individuals
can obtain, process, and understand the basic
health information and services they need to make
appropriate health decisions (U.S. Institute of
Medicine, 2004).
Health Literacy skills are a stronger predictor of an
individual’s health status than age, income,
employment status, education level, or racial/ethnic
group

• There is now a robust and growing literature on
fostering Health Literacy.

Decisional Aids - Evidence
•

•
•

Decision aids do a better job than usual care in:
• Improve patients’ knowledge about options
• Reduce their decisional conflict
• Stimulate patients to take a more active role in decision making
without increasing their anxiety
“Compared with simpler versions, more detailed aids improve
patients’ comfort with decision making and marginally improve
knowledge”
CM can assess these for clarity and suggest good ones. Assume you
had no medical knowledge when choosing

O’Connor el al., 1999 from BMJ

But information is not enough!
“Therefore, information provision alone appears
insufficient for shared decision making; patients
need to be supported so they feel capable of
acquiring and understanding knowledge about
the available options, and so that they value their
personal knowledge and contribution to SDM.”
Joseph-Williams, N., Elwyn, G., & Edwards, A. (2014). Knowledge is not power for
patients: A systematic review and thematic synthesis of patient-reported
barriers and facilitatiors to shared decision making. Patient Education and
Counseling 94: 291-309.

Patient-centered care should give people the
confidence to be activated and participatory, no?
“Care that is truly patient-centered considers patients’
cultural traditions, their personal preferences and values,
their family situations, and their lifestyles. It makes the
patient an integral part of the care team who collaborates
with care providers in making clinical decisions. Patientcentered care puts responsibility for important aspects of
self-care and monitoring in patients’ hands — along with
the tools and support they need to carry out that
responsibility.”
Institute for Healthcare Improvement.
http://www.ihi.org/resources/Pages/ImprovementStories/AcrosstheChasmAi
m3HealthCareMustBePatientCentered.aspx

Evidence-based Medicine
=/=
Patient Centered Care
• Most conditions that have an evidence based treatment
have a standard recommendation for patient action
• take the medicine, get more exercise, eat healthy,
stop smoking
• Protocols don’t usually have room for the patient’s
preferences.
•They are based on research studies that tried to keep patient
preferences from introducing unnecessary variability to
increase validity of outcomes.
•A PCP’s recommendations are made based on the protocol,
often with little hope it will be followed and without any sense
of how the patient’s values, experiences and goals might
modify the plan.

The Doctor/ Patient Relationship
Structural Dilemma
One person is very knowledgeable and the other has much
less knowledge.
• One is giving guidance to the other for the other’s own
good. Sort of like a teacher/student or parent/child
relationship.
•This is complicated by the difference in SES and education
between the physician and many patients from underserved
or diverse cultural populations.
• Everyone has reactions to feeling like the child in a
parent/child relationship, and many of these reactions are
quite complicated. Passively following directions is a poor
approach in most contexts.
•How many people will fail to do something just because
someone in authority told them to do it?

Healthcare Providers are likely to be different with
patients of low SES and low educational attainment.
• Physicians are less patient-centered than with more
advantaged patients. (National Health Disparities
Report, AHRQ, 2013)
• They are more directive and use less non-directive
techniques (counseling, empathy, talk of emotions).
(Verlinde, et. al. 2012)
• Pediatricians invite and answer fewer questions for
parents of lower SES and refer them more quickly to
other services for concerns that they address in their
practices for more affluent parents. (Garrison, 1992.)
Thanks for research help from Myah Caruso.

Many patients and their families find it difficult to
take an active part in healthcare decisions.
• Some lack the confidence to question health
professionals.
• They do not know how or what to observe to be good
“historians”
• Many do not know where to find information that is
clear, trustworthy, and easy to understand.
• Some have had experiences with the healthcare system
that they found frustrating or humiliating.
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Health providers and low SES patients
“cooperate” to make care less effective.
• Low SES populations who are less healthy are less
likely to engage actively in visits.
• They are more likely to have internalized stigma.
• They need more experience of support and
positive relating to receive benefit from care.
• They elicit more directiveness and less support
from providers.
• Providers (mistakenly) assume lower SES patients
are less active because they care less about their
health than more affluent patients.

“I've learned that people will forget what you
said, people will forget what you did, but
people will never forget how you made them
feel.”
― Maya Angelou

It’s all about the relationship
• Preventive care, treating the whole person,
managing chronic illness, treating the family – all
are based on ongoing relationships between
patients and their clinicians.
• Populations that have lower health literacy and
are sicker (read “more expensive”) are more likely
than more advantaged patients to make decisions
about health behavior and adherence based on
their perception of their relationship with their
PCP and the other members of the practice.
Raja, S. et.al., 2015. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4437903/

The “Patient-Centered Care Dilemma”
• Less participative patients tend to be the
people who need engagement in their health
and their healthcare the most.
• Health and Behavioral Health clinicians have
little training in “growing” more engaged and
participative patients.

Foundational Practices for Patient Centered Care
for the Whole Health Team
TRANSPARENCY
• Designed to mitigate the hierarchy inherent in the exchange of expert language and
records separate from the patient.
• Patient portals in many health systems are a small step in this direction
• In order to truly participate on their own care team, patients should be in on all the
information exchange about them.
ACTIVATING LANGUAGE
• It is possible to influence patients’ participation by the routine use of language in
providing care, as opposed to looking to behavioral health interventions
Basics of positive attribution
o Basics of solution talk
o Basics of Motivational Interviewing
o

SHARED DECISIONMAKING
• Patient Centered Care Plan routinely embeds patient input in all care plans
• Goal setting with patients is one process that is basic to the constructing a care plan
that makes the patient the expert.

Transparency
• Nothing about me without me.
• Conversations at “hand off” from one clinician to another
are held in the presence of the patient.
• It creates a much quicker bond with the next clinician
because the patient sees what s/he has heard about them.
• It saves time because all those conversations in the hall
about the patient before going into the exam room happen
in the room with the patient.
• Involving the patient in the real conversations about care
reduces the status difference enforced by having two
conversations of care, professional (where the knowledge
seem to lie) and lay (translated for the patient who has less
understanding). “They think I’m stupid.”

Passing the Relationship
How to describe the involvement of a BHC (or any new team member) to the
patient so that the relationship with you is passed

• Situation
• Skill Set
• Relationship

• Indicators

To do all your work in the presence of the
Patient
Change your language to engage with and activate your patient

Negative/passive words

Positive/active words

Complains of
Suffers from
Refused to take
Didn’t keep apt
Was non-compliant with
Arrived late

Came for help with
Struggles with
Decided against
Was unable to be here
Had not seen value of
Was determined not to miss

• You continue the list.
This takes practice, and you will laugh as you practice together

The Power of Expectation/Attribution
• Placebos – You expect to get better from an inert treatment, and you get
better.
• Teachers were told that certain (randomly selected) students had been
identified as about to make educational “spurts.” Those students showed
non-random gains. (Rosenthal & Jacobson, 1968)
• Advertisers and sales people are masters at the use of explicit and implicit
attributions. “That (fancy new car, fancy dress) is so you!”
• People hold on to beliefs they have evidence are wrong partly because of
the implicit attribution if they change: “You were wrong for so long. You
are (stubborn, uneducated, stupid, fill in other insulting descriptions).”
• Providers treating patients of low education or low SES in a directive, less
supportive way can fit with patients’ consciousness of the differences in
education and income to create an expectation/attribution that is the
opposite of trust each would like in the doctor/patient partnership.

Attributions for Activation
• Since attribution is one the most powerful forms of influence, we
need to consciously manage explicit and implicit attributions in each
patient encounter.
• A physician’s opinion becomes more valuable if s/he makes positive
attributions about patients. The patient is more inclined to believe
the provider’s judgment
• Positive attributions/descriptions about each patient have to be
believable to the patient.

Unstated Attribution: “You are an uncooperative patient.”
“I want to stress
again how important it
is to take your
medication.”
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“I worry about
the side effects.”

Unstated Attribution: “You are a cooperative patient.”
“I am impressed
that you are honest
with me about not
taking your
medication. Not
everyone is. You
clearly care about
your health.”
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“I have been
thinking about
taking the
medication.”

Statements that create an attribution about
cooperation without judging content
• You have really been thinking about that!

• I think you are definitely paying attention to your health.
• Thanks for being so clear. It helps a lot.

• You know, I wish a lot more of my patients could be so _______

. (direct, thoughtful, open, helpful, honest, determined. . . )

Give us some more

What does an “activated” patient*
report?
• When all is said and done, I am the person who is responsible
for taking care of my health
• I am confident I can help prevent or reduce problems associated
with my health
• I am confident that I can tell whether I need to go to the
doctor or whether I can take care of a health problem myself
• I am confident that I can follow through on medical treatments I
need to do at home
• I know how to prevent problems with my health
• I am confident that I can maintain lifestyle changes, like
eating right and exercising, even during times of stress
*Taken from the Patient Activation Measure’s 13 items
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Script Generator: “It looks like”
(any A) (any B)

•
•
•
•

You are determined to:
You are learning to:
Your values are helping you to:
You are improving at being able
to:
• For your sake and for your family
your are going to:
• You’re getting back on track to:

• Take care of your health.
• Work on goals to make
yourself healthier.
• Prevent health problems down
the road.
• Follow through on treatments
at home.
• Maintain lifestyle changes.

Child Script Generator for Parents:
“It looks like” (any A) (any B)
•
•
•
•

You are determined to:
You are learning to:
Your values are helping you to:
You are improving at being able
to:
• For your sake and for your family
your are going to:
• You’re getting back on track to:

• Take care of your child’s
health.
• Work on goals to make her
healthier.
• Prevent health problems for
him down the road.
• Follow through on treatments
at home.
• Maintain lifestyle changes to
make her healthier.

Existing Activating Approaches
• Motivational Interviewing
• An implicit description that the patient is someone who weighs
different factors and to make decisions.
• Affirms the value of the person, whether to not they are
following healthy recommendations.
• Frees up space for movement by acceptance of the ambivalence
toward change
• Undoing the hierarchy of instruction by failing to be in charge,
without withdrawing from empathetic connection with the
patient
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Existing Activation Approaches
• Solution Focused Interviewing
• Highlighting the patient’s effectiveness that is not in their
consciousness

• Undoing the hierarchy of instruction by discovering the patient’s
existing skills and successes
• Undermining descriptions/attributions about failure by studying
exceptions

• Supports the patient in visualizing an improved future and how
they got there
• Repeatedly characterizes progress and improvement as coming
from the patient’s own determination and actions, rather than
from the help of the professional.
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Scripts from the Activation Therapies

• Solution Focused Interviewing -Highlighting the patient’s effectiveness that is
not in their consciousness

Exceptions:
• I know you have bad days and not so bad days. Can you give me
an example of a day you thought was going to be really bad and it
wound up being a not so bad day?
• What did you do to help that happen?
• Ever have a day that was as bad as can be, but it didn’t derail you
as much as you would have expected?
• What did you do to help that happen?
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Patient Activation and Shared Decision Making:
A pattern of reciprocal improvement
• An activated patient is likely to “value their personal knowledge and
contribution” and so be more participative in shared decision making.
• Patients who participate in shared decision making routinely are likely
to be more activated in taking care of their own health.
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Clinicians Who Practice
Shared Decision Making…
• Provide accurate information about options and the uncertainties,
benefits, and harms of treatment
• Tailor information to individual patient needs and allow them
enough time to consider their options
• Acknowledge that most decisions do not have to be made
immediately, and give patients and their families the resources and
help to reach decisions

Goal Setting with Patients

• Routine goal setting transforms the relationship of patient and health
provider.

– If the provider is setting the agenda, the patient is following the lead of the person
with greater expertise.
– If the patient set the health goals, then the expertise of the provider is being used
in the service of reaching the patient’s goals.

• Most practices don’t want to spend provider time negotiating health
goals.

– It is possible to make the setting of health goals a routine part of preparing a
patient for a visit, part of taking vitals and history.

Setting Health Goals:
Scripts for the Conversation
• A lot of folks in our practice are setting health goals
• It turns out that when people set even a small goal and work on it,
they tend to get healthier, sometimes in ways they didn’t plan on
• People have been trying to eat a little healthier, or to be a little
more active, or to cut back some on habits that aren’t good for
them
• Have you considered any health goals up to now?
• Are you willing to talk about it?
• What would be a reasonable goal?
• Is it OK if we keep track and try to support you?
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Goal Setting
Meet the patient where s/he is and hone
Name the goal (wt loss)
Brainstorm activities (different ways)
Name an activity (exercise)

Focus the activity (biking)
How often?
When?
Barriers?
Confidence- 1(low) to 10(high)
What can help increase confidence?

How can you practice?
• Pick something in your life that you actually want to change

– Hint: It can be something you want to do more as well as something you want to
do less, perhaps something you want to pay less attention to as well as something
you want to pay more attention to

• Find a peer and each of you interview the other
• Each goes through the steps in the previous slide interviewing the
other.
• While many will be done in 5 min., we give each person 10 min

Why focus on the care plan to get shared
decision making and patient participation?
• Required by NCQA for Level 3 PCMH for 75% of patients in chronic
illness protocols and “complex patients.”
• An expected piece of documentation for providers.
• Makes sense to patients as a type of conversation.
• Opportunity for input by multiple team members.
• The structure of the Care Plan form becomes a structure for the
conversation.
• A new sort of conversation becomes a new sort of relationship.
• Start with patients where the fit between care and patient is poor.
– Over serviced and underserved
– “Heartsink” patients
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Elements of the care plan
• Patient description – Patient info and internal team members
• CM or staff or nursing
• Medical synopsis (sign out)
• Provider
• External team (Who else is involved in your care?)
• Patient Personal Snapshot
• Important people
• People who can be included in information
• What do you want the healthcare team to know about
you?
• Provider input on health goals for the care team

Bringing it all together for your
practice.
• The BHC often has a leading role in implementing the
practice change and new workflows of the PCMH.
• We are going to offer scripts today for you to share if
you like.
• Most of what we do this last two hours will be skills
that the whole care team can learn.
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PCCP can be a nodal point in care
And a nodal point in practice transformation
Patient Care
Practice Transformation
• New resources added
• Learn team work
• Access to own data
• Work transparently
• Contribute information
• Understand patients in
about self
context
• Perspective taking on own • Reduce polarization from
upset behavior
upsetting behavior
• Induce activation for
• Learn to expect patient
health
involvement and leadership
• Plan in EMR informs the
• Achieve Meaningful Use
whole system for pt
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Elements of the care plan
• Medical summary – Patient info and team members
• CM or staff or nursing

• Medical synopsis (sign out)
• Provider

• External team (Who else is involved in your care?)
• Patient Snapshot

• Important people
• People who can be included in information
• What do you want the healthcare team to know about you?

• Provider input for the care team.
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Elements of the care plan – cont.
• Urgent care plan (How should care team respond if you
are in a crisis?)
• Action Plan
•
•
•
•
•
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Pt short term goals
Prov short term goals
Pt long term goals
Prov long term goals
Goals in action – next steps and person responsible for each

PCCP can be a nodal point in care
And a nodal point in practice transformation
Patient Care
Practice Transformation
• New resources added
• Learn team work
• Access to own data
• Work transparently
• Contribute information
• Understand patients in
about self
context
• Perspective taking on own • Reduce polarization from
upset behavior
upsetting behavior
• Induce activation for
• Learn to expect patient
health
involvement and leadership
• Plan in EMR informs the
• Achieve Meaningful Use
whole system for pt
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