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Rx: glyburide, metformin, lisinipril. Several years 
of MD lecturing

Result: HgA1c 9.2
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Case HistoryCase History

Dx: 56 yo male with DM, HTN, obesity, 
sedentary

Rx: glyburide, metformin, lisinipril. Several years 
of MD lecturing

Result: HgA1c 9.2

Ineffective, Inefficient Care



Case History… 6 months laterCase History… 6 months later

Dx: 56 yo male with DM, HTN, obesity, sedentary

Rx: Diabetes Education Class, care management 
x 4 months, self-management education

Result: HgA1c 6.5 and off diabetes medications

Effective, Efficient Care
Rethink, Restructure, Retrain
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Chronic Conditions SelfChronic Conditions Self--ManagementManagement
Addressing  All Levels of Care Needed by a PopulationAddressing  All Levels of Care Needed by a Population

.

LEVEL 3
Intensive  Case Management
Leverage available resources 
(both Kaiser and community-
based) to optimize health 
status and coordination of care.

LEVEL 2
Assisted Care or Care 
Management
Enhance self-care skills and 
abilities; provide clinical 
management using care paths 
and protocols.

LEVEL 1
Routine care delivered by PC 
Team, as well as self-
management education, 
support for coping needs, 
training in the use of health and 
social resources, etc.

Self Care Support

Assisted Care or 
Care Management

Intensive 
Case 

Management 

Prevention is 
part of every 
member’s 
care
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Generic: SELF-MANAGEMENT EDUCATION
(Patient Education� , Health Education� , Shared Decision-
Making� , Self-Care Education� , Psychoeducation� ,
Mind/Body Medicine� , Collaborative Care� , etc.)

� Indications and Effectiveness
� Adverse Reactions
� Side Effects
� Dosage
� Administration

Sobel DS: The cost-effectiveness of mind-body medicine interventions. In The 
Biological Basis for Mind Body Interactions, Progress in Brain Research, Vol
122, EA Mayer and CB Saper (Eds.), Elsevier, 2000:393-412.



Indications and Effectiveness
Chronic Disease Self-Management Program 

• Improves functional status and reduces emergency visits and hospital 
days in patients with chronic illness (Lorig K et al Medical Care
1999;37:5-14)

Back Pain E-Mail Discussion Group 
• Reduced chronic back pain, disability, and health care utilization (Lorig 

KR et al Arch Intern Med 2002;162:792-96)

Stress Management Program 
• Decreases cardiac events and risk by 75% (Blumenthal JA: Arch 

Internal Med 1997;157:2213)

Writing about Stressful Experiences
• Improves lung function by 12% in asthma and arthritis disease activity 

by 28% (Smyth JM et al JAMA 1999:281:104-109)
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Adverse Reactions
� Guilt, anxiety, negative affect, increased dependency, 

information overload

Side Effects
� Improved mood and patient satisfaction

Dosage
� PRN, wide therapeutic range
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Administration
� Individual counseling
� Classes, self-help groups, group appointments
� Print (bibliotherapy), audiotape, video 
� Telephone and interactive technologies

Sobel DS: Rethinking medicine: Improving health outcomes with cost-effective 
psychosocial interventions. Psychosomatic Medicine 57:234-244, 1995.
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The Case for SelfThe Case for Self--Management SupportManagement Support

� Patients already self-manage and make decisions (for better or worse) 
about their chronic conditions 99% of the time

� Improved outcome depends on correct diagnosis, correct treatment, and 
an ongoing series of healthy choices, behaviors and decisions by patients. 

� To be an informed, activated patient and make healthy decisions, patients 
need self-management support including:

� timely, accurate, understandable information 

� involvement in collaborative decision making 

� goal setting and problem-solving

� help managing psychosocial issues

� The current system of short, unplanned physician visits and unprepared, 
reactive team support does not provide adequate self-management 
support for ongoing chronic illness care

� Care needs to be redesigned including what happens before, during, and 
after visits and developing a prepared, proactive team. 



Diagnosing and TreatingDiagnosing and Treating
SelfSelf--Care Implementation DisordersCare Implementation Disorders

� Professional Dominance Disorder

� Mindless Body Syndrome

� Office Visit Tunnel Vision 

Chronic Deficiency of Cultural and 
Infrastructure Support for Self-Management



Professional Dominance DisorderProfessional Dominance Disorder

Symptoms and Diagnosis

� Beliefs: Professional are the primary health care 
providers. Patients are consumers of health care. 
Atrophy or hemiparesis of patient side of partnership. 
Resources largely aimed at professional solutions to 
problems. Patients should focus their lives around 
managing their disease(s). Serious health promotion 
involves arduous self-discipline and self-denial. 
Anything that feels good is bad for you (“Health 
Fascism”)

� Behaviors: Behavioral terrorism and paternalism with 
frequent  overdoses of prescribed lifestyle change and 
impossibly complicated medical regimens. 



SelfSelf--Management Support is more than Management Support is more than 
Patient EducationPatient Education

� Patient Education
� Information and skills are 

taught

� Usually disease-specific

� Assumes that knowledge 
creates behavior change

� Goal is compliance

� Teachers are health care 
professionals 

� Didactic

� Self-Management Support
� Skills to solved patient-

identified problems are 
taught

� Skills are generalizable to 
all chronic conditions

� Assumes that confidence 
yields better outcomes

� Goal is increased self-
efficacy

� Teachers can be 
professionals or peers

� Interactive

adapted from Bodenheimer, Lorig, et al JAMA 2002;288:2469..



Mindless Body SyndromeMindless Body Syndrome

Symptoms and Diagnosis

� Beliefs: Best way to deliver care is by managing 
specific diseases and delivering medical fixes to the 
body machine

� Behaviors: Reinforcement of somatization, 
complete disinterest and ignorance (“Ostrich sign”), 
hemianopsia (loss of visual field) for psychosocial 
interventions. Proliferation of disease-specific 
education and care management programs. 

� Environment: Stigmatization of emotional health. 
Departments and budgets are organized by 
specialties and domains (medical care and social 
services). Cultural conspiracy shared by doctors, 
patients and society.



Office Visit Tunnel VisionOffice Visit Tunnel Vision

Symptoms and Diagnosis

� Beliefs: Best way to meet patient’s needs are with 
private 1:1 office visits. Each patient has completely 
unique, individual needs.

� Behaviors: extreme fear of crowds (demophobia), fear 
of leaving exam room (agorophobia), and chronic 
deficiency of group facilitation skills

� Environment: Design of facilities emphasizes 
individual exam rooms over group space and 
productivity measured by office encounters



Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

1. Rethink the Solutions
� Patients are the primary providers of acute illness 

self-care and chronic illness self-management
� Behavioral interventions can be better designed 

and matched to effectively and efficiently address 
psychosocial needs

2. Restructure the Systems
� Group appointments, IT and web-based care

3. Retrain the Staff
� Enhance understanding, skills, and confidence of 

members and professional staff in collaborative 
communication and care

RxRx



Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

1. Rethink the Solutions
� Patients are the primary 

providers of acute illness 
self-care and chronic illness 
self-management

RxRx



The Health Care System

Primary Care

Secondary Care

Tertiary Care



Hidden Health Care System

Self-Care
80%

Professional Care
20%22°°°°°°°°

11°°°°°°°°

33°°°°°°°°



SelfSelf--Care: Patients as ProvidersCare: Patients as Providers

� Over 80% of all medical symptoms are self-diagnosed and 
self-treated without professional care.

� Patients are the true primary care providers of medical care 
for themselves and their families.

� How can health care systems educate, equip, and empower 
the true primary care providers… patients?



SelfSelf--Care:Care:
Search and SupportSearch and Support

� Search for patient self-care behaviors
� Praise self-care efforts (if necessary, redirect)

� Strengthen self-efficacy     
� Refer to self-care resources



Living with Chronic DiseaseLiving with Chronic Disease

Managing the Illness
� Taking medications
� Changing diet and exercise
� Managing symptoms of pain, fatigue, insomnia, 

shortness of breath, etc.
� Interacting with the medical care system

Managing Daily Activities and Roles
� Maintaining roles as spouse, parent, worker, etc.

Managing the Emotions
� Managing anger, fear, depression, isolation, etc.

Lorig K, Holman H, Sobel D, Laurent D, Gonzalez V, Minor M: Living a Healthy Life 
with Chronic Conditions, Palo Alto, CA: Bull Pub. Co., 2000



Healthier Living: Managing Ongoing Health Healthier Living: Managing Ongoing Health 
Conditions Workshop  (Expert Patient Programme)Conditions Workshop  (Expert Patient Programme)

� Small groups 10-16 people

� People with different diseases 
in same group

� 2 ½  hours a week for 6 weeks

� Peer taught

� Content: symptom 
management, exercise, 
nutrition, problem-solving, 
communication, advanced 
directive

� Process:  Self-efficacy, action 
planning, sharing

Lorig K, Holman H, Sobel D, Laurent D, 
Gonzalez V, Minor M: Living a Healthy Life with 
Chronic Conditions, Palo Alto, CA: Bull, 2000

*Chronic Conditions Self-Management Program

http://www.stanford.edu/group/perc/



Outcomes

� Improves health behaviors, self-efficacy and health 
status (pain, fatigue, health distress, role function, 
etc.)

� Cost effective (estimated 5:1 to 10:1 ROI) from 
reductions in hospital days, ED and physician visits

� Outcomes are long-lasting and robust (2+yrs.)
� Replicable and dissemination can yield outcomes 

as good, or better.

Lorig K et al Medical Care 1999;37:5-14
Lorig K, Sobel DS, Effective Clin Practice 2001;4:256-262
Lorig K, et al Medical Care 2001;39:1217-1223

Healthier Living: Managing Ongoing Health Healthier Living: Managing Ongoing Health 
Conditions WorkshopConditions Workshop



Process and Outcome Learnings
� General coping skills education for heterogeneous conditions 

complements disease specific information
� Patients are the “experts” in living and coping with chronic 

illness
� Modeling more effective than “save and rescue”
� No significant difference in participants’ outcome with lay vs

professional leaders
� Confidence predicts improvement in health outcomes
� People benefit themselves from helping other people
� Process is more important than content

Healthier Living: Managing Ongoing Health Healthier Living: Managing Ongoing Health 
Conditions WorkshopConditions Workshop



SelfSelf--Management SupportManagement Support

Confidence vs. Content 
� Comparison of 3 versions of Arthritis Self-Management 

Course (exercise, pain management, combined) 
� All three versions produced improvement in one or more 

areas of health status (pain, disability, and depression) 
and comparable increases in self-efficacy

� Efficacy-enhancing education improved health status 
independent of the course content and behaviors taught

Lorig, Health Ed Quarterly 1992;19(3):355-368



Process and Outcome Learnings
� Data on outcomes helpful, but not sufficient
� Timing of dissemination critical to success especially in light of 

major organizational changes and initiatives. Assess site-specific 
readiness.

� Align program to major organization initiatives and imperatives
� Early success important as early failures are hard to overcome
� “Just in time” training, dedicated staff with time and proactive

anticipation of staff changes and turnover
� Direct to patient recruitment more effective than referral from MDs
� Special incentives for staff and volunteers
� Language extremely important to marketing to staff and patients 

(e.g. “workshop” vs. “class,” “condition” vs. “disease”)
� Balance of simple, standardized, quality-controlled program versus 

local innovation and adaptation
� Mobilize patient as agent of change

Healthier Living: Managing Ongoing Health Healthier Living: Managing Ongoing Health 
Conditions WorkshopConditions Workshop

Lorig, Hurwicz, Sobel, Hobbs, Patient Educ Couns, in press 2005



Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

1. Rethink the Solutions
� Behavioral interventions can 
be better designed and 
matched to effectively and 
efficiently address 
psychosocial needs

RxRx



Somatic Symptom SuperhighwaySomatic Symptom Superhighway

Medical Illness

Psychiatric Disorder
Emotional 
Distress

Somatic Symptoms

Final Common PathwayFinal Common Pathway



Psychological Status of Psychological Status of 
Primary Care PatientsPrimary Care Patients
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Causes of Common Symptoms in Causes of Common Symptoms in 
Primary Care MedicinePrimary Care Medicine

Kroenke, Am J Med 1989:86:262-6

Unknown
74%

Organic
16%

Psycholog
ical
10%

Chest pain, fatigue, dizziness, headache, back pain, 
edema, dsypnea, insomnia, abdominal pain, numbness



Depressive SymptomsDepressive Symptoms

Depressive symptoms more debilitating in terms of 
physical and social functioning than:

� diabetes
� arthritis
� gastrointestinal disorders
� back problems
� hypertension

Wells et al. JAMA 1989;262:914-930



Psychosocial Dysfunction in Medical CarePsychosocial Dysfunction in Medical Care

� Common 

� Undiagnosed or inadequately treated

� Significant impact on:
� functional status and disability
� medical utilization and costs
� medical morbidity and mortality

� Health Care services mismatched to needs
� Need to develop integrated behavioral health education 

services

Sobel DS: Rethinking medicine: Improving health outcomes with cost-effective psychosocial interventions. 
Psychosomatic Medicine 57:234-244, 1995.



Mind/Body Health EducationMind/Body Health Education

Behavioral Health Education is an adjunct to 
medical and psychiatric care for members with 
mild-to-moderate depression or anxiety, 
family/relationship issues, or stress-related 
problems. Teaches self-management skills in a 
nonstigmatizing, educational environment.

� Mind/Body Medicine

� Couples Communication

� Anger Management

� Overcoming Depression



Mind/Body Medicine Program EvaluationMind/Body Medicine Program Evaluation
PrePre-- and Postand Post--ClassClass

SCL-90 Sub-scale Measures
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Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

2. Restructure the Systems
� Group appointments

RxRx



Medical Group Appointments Medical Group Appointments 
(Group Visits, Cluster Visits, Cooperative Care Clinics, etc.)(Group Visits, Cluster Visits, Cooperative Care Clinics, etc.)

Different than classes and group education sessions
� Scheduled or ‘drop-in’ visit for group of patients with similar or mixed 

health conditions

� Under direction of physician or other licensed health care professional

� Provision of individualized clinical services
� Medical Assessment 

• history, physical assessment, triage, referral
� Medical Intervention

• medication prescription/adjustment, lab tests



Group Outpatient Visit Model for Chronic IllnessGroup Outpatient Visit Model for Chronic Illness

Randomized clinical trial, n=294 age 60 or older, f/u 2 yr, 2-hr monthly group visits 
with primary care physician and team (Cooperative Health Care Clinic- CHCC)

Outcomes
� Fewer hospital admissions (P=.012)
� Fewer emergency visits (P=.008)
� Fewer professional services (P=.005)
� Costs $500 per year less for group visit patients
� Higher satisfaction with primary care physician, better quality of 

life, and greater self-efficacy
� No difference in outpatient visits, health status or activities of 

daily living (ADLs)

Scott JC, JAGS, 2004;52:1463-1470



Diabetes Cooperative Care ClinicDiabetes Cooperative Care Clinic

Randomized clinical trial, n=185, f/u 1yr, 2hr group monthly x 6

Outcomes
� lower HgbA1C (¯ 1.3% vs. ¯ 0.22% controls, p<0.0001)
� more home blood glucose monitoring
� reduced hospital and outpatient utilization 

� hospitalizations 80% more frequent in control
� fewer physician and nonphysician visits 

� increased self-efficacy 
� diet, management of low blood glucose and when sick

� increased satisfaction

Sadur CN, Diabetes Care, 1999;12:2011-2017



Group Appointment ToolkitGroup Appointment Toolkit

� Making the Decision
� Pros and Cons

� Is a group appointment the 
best approach?

� Getting Started- 10 Step 
Program

� Conducting Your Group

� Examples, Forms, 
Guidelines, and Evaluation

� Group Appointment 
Training Video



Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

2. Restructure the Systems
� Information technology and web-
based care

RxRx



Restructure Care:Restructure Care:
WebWeb--Based Care at kp.orgBased Care at kp.org

www.kaiserpermanente.org



Get Health AdviceGet Health Advice

40,000+ 
pages



Health Information for SelfHealth Information for Self--Care:Care:
Look, Listen, or LogLook, Listen, or Log--onon

Health Phone:  
Free, 24-hour 
toll-free 
telephone 
service 
providing easy 
access to 
prerecorded 
health 
information on 
more than 200 
topics

www.kp.members.org:  Up-to-date health information 
and drug encyclopedias, physician, facility, and class 
locator, appointment request, prescription refills

Self-care guide in 
English and Spanish 
covering over 200 
common health 
problems



Treatment Strategies for Treatment Strategies for 
SelfSelf--Care Implementation DisordersCare Implementation Disorders

3. Retrain the Staff
Enhance understanding, 
skills, and confidence of 
members and professional 
staff in collaborative 
communication and care

RxRx



� To be most effective patient education needs to be 
integrated, illustrated, discussed, and reinforced as part of 
every CME presentation and handout. 

� Training program and checklists for faculty of continuing 
medical and staff education to include patient education 
along with diagnosis and treatment content.

� We often mention that we educate or explain things to 
patients, but don’t actually demonstrate how we do this, the 
actual words, scripts, strategies, and resources we use. 

� Our clinical experience with patient education is an untapped 
goldmine, that can be effectively used to enrich clinical 
teaching in both presentations and handouts.

Embedding Patient Education Embedding Patient Education 
in Continuing Medical Educationin Continuing Medical Education



Key Questions for CME FacultyKey Questions for CME Faculty

� What are common concerns, worries, beliefs, and 
misconceptions of patients that may undermine their confidence 
and block effective action? 

� What self-care and self-management actions do patients need 
to take and what are the barriers?

� How do you involve patients in key shared decisions?

� What specific words do you use to discuss the diagnosis, 
prognosis, treatment and/or referral with patients?

� What resources (handouts, websites, etc.) do you recommend 
for patients? What is available on members.kp.org and the 
Clinical Library (cl.kp.org) and soon, KP HealthConnect?



Retraining Programs for Staff in Retraining Programs for Staff in 
Collaborative Communication and CareCollaborative Communication and Care

� Thriving in a Busy Practice: Clinician-Patient 
Communication (“ Four Habits of Effective Clinicians” )

� Brief Negotiation (Motivational Interviewing)

� Practice Essentials for Care Managers

� Education for Health Action for Group Instructors

� Group Appointment Toolkit

� Strengthening Medication Adherence



Behavior Change Principles Behavior Change Principles 

� ATTITUDES, BELIEFS, AND MOODS MATTER: They 
matter in deciding to change a behavior, being successful 
in changing, and directly impact health outcomes.



Behavior Change PrinciplesBehavior Change Principles

HealthHealth
OutcomesOutcomes

AttitudesAttitudes
BeliefsBeliefs
MoodsMoods

Health Health 
BehaviorBehavior
ChangeChange

Lorig K, Arthritis and Rheumatism. 1989;32:91-95

Confidence Counts



Psychosocial 
Skills

Targeting CoreTargeting Core

Attitudes, Beliefs, and MoodsAttitudes, Beliefs, and Moods

CORE
� Attitudes
� Beliefs
� Moods

Problems 
in Living

Behavioral 
Risk 

Reduction

Mental 
Illness

Quality of Life

Medical 
Conditions

Ornstein R, Sobel D: Healthy Pleasures. Addison-Wesley, 1989



Targeting CoreTargeting Core

Attitudes, Beliefs, and MoodsAttitudes, Beliefs, and Moods

�� Confidence
� Self-Efficacy
� Coherence
� Control
� Hardiness
� Optimism
� Happiness
� Connectedness

Ornstein R, Sobel D: Healthy Pleasures. Addison-Wesley, 1989



Targeting CoreTargeting Core

Psychosocial SkillsPsychosocial Skills

� Accessing Information
� Problem-Solving 
� Behavior Change
� Relaxation and Imagery 
� Cognitive Restructuring
� Managing Moods and Emotions
� Communicating
� Time Management
� Sleeping Well

Sobel D, Ornstein R: Mind & Body Health Handbook, Los Altos, CA: DRx 1998





Behavior Change Principles Behavior Change Principles 

� ATTITUDES, BELIEFS, AND MOODS MATTER: They 
matter in deciding to change a behavior, being successful 
in changing, and directly impact health outcomes.
� Self-efficacy and confidence can be enhanced by:

� Persuasion
� Reframing
� Modeling
� Mastery and Action Planning



Behavior Change Principles Behavior Change Principles 

� ATTITUDES, BELIEFS, AND MOODS MATTER: They matter in 
deciding to change a behavior, being successful in changing, and
can directly impact health outcomes.

� PERVERSITY PRINCIPLE: If you are told what to do, it is likely 
that you will do the opposite.

� SELF-TALK PRINCIPLE: Your beliefs are more influenced by 
what you hear yourself say than by what others say to you. 

� CHANGE TALK:  Self-motivating statements made by patients
� Recognition of an issue
� Personal reasons for making a change
� Potential consequences of current behavior
� Hope or confidence about making a change

� QUESTIONS CAN BE MORE POWERFUL THAN ANSWERS



Behavior Change Principles Behavior Change Principles 

� QUESTIONS CAN BE MORE POWERFUL THAN ANSWERS
� What worries you most about your problem?
� What do you think might be causing your symptoms?
� What have you already tried to treat your problem?
� There are several alternatives, which do you prefer?
� Do you anticipate any problems with this treatment plan?
� So that I am sure I explained things clearly, can you tell me 

what you are going to do next?



Miller & C’de Baca 1983; Miller et al 1993

Clinician style is one of the most powerful 
predictors of motivation for behavior change

Empathic

Collaborative

Curious

Genuine

Non-
Judgmental

Beyond Technique: Style MattersBeyond Technique: Style Matters



Medication Adherence: Medication Adherence: 
A Difficult Pill to SwallowA Difficult Pill to Swallow



Strengthening Medication AdherenceStrengthening Medication Adherence

� Common: Average adherence rates estimated at 50 percent. 
Lower rates with long term and complex regimens. Problem 
grows as burden of chronic disease grows. 

� Costly: Lack of medication adherence is associated with poorer 
prognosis, hospitalization, mortality & significantly higher health 
care costs. Strengthening adherence may have greater impact 
on improving health outcomes than Improved diagnosis and 
more effective treatments

� Complex: Usually more than 1 factor involved.

Taking medications is a fundamental self-management task for 
patients with chronic conditions.

McDonald HP. JAMA 2002;288:2868-2879



Strengthening Medication AdherenceStrengthening Medication Adherence

� Each time patients swallow a pill they are swallowing their 
expectations along with the medication.

� Clinicians do not demonstrate more than chance accuracy in 
predicting adherence of their patients. Age, sex, race, 
intelligence, education level not reliable.

� Suspect nonadherence:
� Nonattenders: missed appointments
� Nonresponders: not meeting treatment goals (clinical or lab)
� Nonrefillers: not refilling medications at appropriate intervals
� Depressed

� Adherence rates fluctuate over time.  Cannot assume ongoing 
high or low adherence.



Adherence to Prescribed Adherence to Prescribed 
Medications: What Works?Medications: What Works?

Interventions:
� Combinations of the following interventions are the most effective 

approaches to increase adherence to treatments for chronic conditions:
� Instruction and counseling and educational materials 
� Simplifying the regimen
� Group sessions
� Reminders for medications and appointments
� Cueing medications to daily habits and events
� Reinforcement and rewards, e.g., explicitly acknowledge efforts to   

adhere
� Self-monitoring with regular clinician review and reinforcement
� Involving family members and significant others

� Asking patients about adherence detects 50% non-adherence 

� Nonjudgmental, supportive communication and problem-solving

Haynes RB. JAMA 288;2880-83



Adherence to Prescribed Adherence to Prescribed 
Medications:Medications: WWhat Does NOT Work?hat Does NOT Work?

� Patient instruction alone did not have a lasting effect on 
adherence

� Attempts to coerce or instill fear (may also cause 
withdrawal from treatment)

Haynes RB. JAMA 288;2880-83



Normalize Non-Adherence and Ask Permission

Preamble to set the stage:

“Many people have trouble taking their medicines all 

the time. To create a medication plan that is safe and

effective for you, it’s important to know how you are

taking your medications. Can we take the next few

minutes to talk about that?”

Collaborative Communication SuggestionsCollaborative Communication Suggestions
for Medication Adherencefor Medication Adherence



“Have you decided to stop or start any medications on your own?”

“During the past 
7 days, (including last 
weekend), on how 
many days have you 
missed taking any of 
your doses?” 

“During the past month approximately 
what percentage of your medication 
have you taken? For example, 0% 
means you have taken no 
medications, 50% means you have 
taken half of your medications, 100% 
means you have taken every dose of 
your medications.”

OR

Screening for Medication AdherenceScreening for Medication Adherence

Adherence = Taking > 80% of doses prescribed

1

2



Strong, positive closing

“We have discussed some ideas for taking your 
medications regularly. I strongly encourage you to 
take your medications as prescribed.  This is one of 
the best things you can do to manage your ______ 
and to prevent health problems in the future. Of 
course, the decision to take medications is entirely 
yours. I am confident that should you decide to carry 
out the plan we developed today, you can find a way 
to make it work for you.”

Collaborative Communication SuggestionsCollaborative Communication Suggestions
for Medication Adherencefor Medication Adherence



� Address member’s needs in 3 domains:
1. Disease and Health Management
2. Role Management
3. Emotional Management

� Use state-of-art communication/educational strategies:
� Transform didactic, information-based approaches into 

interactive, self-efficacy/confidence enhancing communication 
that strengthens patients’ skills in problem-solving, goal setting 
and action planning, self-tailoring, using available resources, 
forming a partnership with clinician 

� Ask questions and elicit patient perspective and engagement in 
action planning and problem-solving 

� Use nonjudgmental and positive tone
� Link back to member’s routine source of care and team care 

and peer support

Retraining for Collaborative Care:Retraining for Collaborative Care:
Key StrategiesKey Strategies



Diagnosing and TreatingDiagnosing and Treating
SelfSelf--Care Implementation DisordersCare Implementation Disorders

� Professional Dominance Disorder

� Mindless Body Syndrome

� Office Visit Tunnel Vision 

Chronic Deficiency of Cultural and 
Infrastructure Support for Self-Management



Treatment Strategies for Treatment Strategies for 
Implementation DisordersImplementation Disorders

1. Rethink the Solutions
� Patients are the primary providers of acute illness 

self-care and chronic illness self-management
� Behavioral interventions can be better designed 

and matched to effectively and efficiently address 
psychosocial needs

2. Restructure the Systems
� Group appointments, IT and web-based care

3. Retrain the Staff
� Enhance understanding, skills, and confidence of 

members and professional staff in collaborative 
communication and care

RxRx



Principle of Dialog EducationPrinciple of Dialog Education

Never do what the learner can do.

Never decide what the learner can decide.

The learning is in the doing and deciding.

Jane Vella

Learning to Listen, Learning to Teach

Jossey Bass, 2002



How Traditional Care Differs from How Traditional Care Differs from 
Collaborative CareCollaborative Care

Health status and appropriate 
utilization

Knowledge and behaviorOutcomes

Self-defined goals. Patient learns 
problem-solving skills. Focus on 
internal motivation and self-efficacy. 
Interactive.

Prescribed behavior change. 
Provider solves problems. 
External motivation. Didactic 
presentations.

Process

Disease, role, and emotional 
management

Disease managementContent

Patient defined problemsProvider defines what patients 
need to know. 

Needs 
Assessment

Shared expertise with active 
patients. Patient expert in their 
experience of disease

Professional are expert. Patients 
are passive.

Relationships

Collaborative Care/

Self-Management Education

Traditional Care/

Patient Education

Issue

adapted from Bodenheimer, Lorig, et al JAMA 2002;288:2469..


