Introduction:
Because much of disease management depends on patient behaviors and skills, self management support is essential for long term
success. Recent literature has shown that group visits are promising approaches to chronic care that may be as or more effective
than traditional methods, and can incorporate patient self-management support. With adequate planning mini-group visits emerge
as promising alternatives to chronic care management.

Planned Visits:

Are supplements to individual visits with a provider and
occur one to two weeks before with a Medical Assis-
tant. The MA follows a list of standard orders that in-
clude blood pressure, weight and foot checks, routine
lab tests, immunizations and referrals to ophthalmology
and for diabetes education. MAs also spend time dis-
cussing self management goal setting.

Mini-Group Medical Visits:

Are routine medical visits in which a provider meets with three patients at

a time at regular intervals. The provider offers “choices” to the patient ) ) ) ) - ) -
that lead to patients “owning” the medical plan. Patients share their chal- It is feasible to redesign the primary care setting to include planned, mini-group

Discussion:

lenges and successes with other patients and problem solve. By sharing medical and open office group visits as alternatives to traditional medical visits. This
they develop increased confidence to self-manage, feel concept can be replicated as long as the staff receives proper training, have clear
more accountable, and feel proud to have played a - roles, and are involved in each step of the way. Physician and staff satisfaction is
role in the care of others. Patient self management % greater, in large part because the relationship that develops with patient’s changes
goal setting is incorporated into each visit. ' - and the burden of managing the disease
. shifts from the provider to a team that
includes the MA and the patient. Patient

Oen Office Grou Visits: health outcomes, and patient empower-
Are supplemental to individual and mini-group medical visits. 7 to |5 pa- ment and satisfaction, are better when
tients attend a two-hour session facilitated by a physician. Patients deter- there is a comprehensive program of care
mine how time is spent by their questions. Although the aim is to aug- built around a proactive team in which
ment medical care, the visits help patients feel better supported and helps patients have multiple opportunities to
them problem solve with each other. Patients are empowered when they share their stories and explore solutions
are able to share their stories, and are ultimately more accountable. to their stressors.

This product was developed by the St. Peter Family Medicine Residency
Program in Olympia, WA. Support for this product was provided by a grant
from the Robert Wood Johnson Foundation® in Princeton, New Jersey.
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Over a 3 year period patients that
participated in planned or group
medical visits and set goals had
lower HbAc’s than the clinic av-
erage and that difference in-
creased over time. Participants
were defined as any patient with 7 T e
planned visits or 7 group visits, First LOL

and 10 documented self-
management goals. N
(participants) = 40. N (total popu-
lation) = ranged from 272 to 379.
Cholesterol data is very encourag-
ing with the clinic LDL average
decreasing from first to last meas-
ure from |16 to 101.6.
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