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Section 1 

General Information 

Group Medical Appointments (GMAs) and Standard Assessment and Feedback for the Management of Pain in Primary Care

Funded by The Robert Wood Johnson Foundation

Pain is an extremely common symptom presented to primary care physicians and accounts for significant suffering on the part of patients, billions of dollars or lost wages and productivity annually and high rates of disability and health care utilization.  Unfortunately, pain is a problem frequently not helped by "usual care".  A review of literature of pain assessment and management indicates interventions have focused on pain management techniques, but most have not focused on physicians’ panels of patients in primary care.

Group Medical Appointments (GMAs) are group meetings that allow patients to interact with their physician/nurse team and receive education regarding their medical condition. Emphasis is placed on self-management strategies in the context of a supportive group of patients who are coping with similar issues.  Research suggests patients like this approach because they: 1) have greater access to their health care team; 2) like the educational component; 3) appreciate the opportunity to ask questions and hear the answers to other patients' questions; and 4) benefit from the supportive atmosphere and meeting other people coping with similar problems.  The physician/nurse team like the GMA model because:  1) they are able to provide general education in a effective, efficient manner; 2) both medical and psychosocial issues can be addressed; and 3) patient satisfaction is higher. The GMA approach appears to work particularly well for patients who have psychosocial problems and a heightened need for emotional support - a common situation in primary care patients with pain.

Patients enrolled in primary care physician panels who report pain will be offered an intervention that includes the Dartmouth COOP Clinical Improvement System (DCCIS) plus GMA’s.  The DCCIS emphasizes rapid problem identification, feedback to patients and practitioners and tailored educational materials for patients.  The GMA’s will be structured to include a welcome/social period, an interactive educational session, a period for patients to discuss pain problems, offer support, and an opportunity for one-on-one physician appointments with a focus on a brief review of patients' medical treatment plan.  The educational sessions will be a series of three repeating seminars that focus on: 1) basic education regarding pain management and self-management strategies; 2) a problem-solving approach for coping with psychosocial problems secondary to chronic pain; and 3) appropriate exercise/activity pacing.

The primary goals of this proposal are to: 1) evaluate the feasibility of implementing the DCCIS/GMA intervention in primary care practices and 2) compare the outcomes of patients with chronic pain who receive the DCCIS/GMA intervention compared to those who receive standard care. 

The study will be conducted in two phases.  Phase 1, the “Intervention Phase”, will involve training and implementation of the GMA with active collaboration between the COOP team and the practice.  Patients who participate in Phase 1 will form the sample for the randomized trial.  Phase 2 will be the “Maintenance Phase” where practices will be encouraged to continue their GMAs with consultation from a GMA Facilitator.  The primary hypotheses are that:  1) it is feasible to organized and run GMAs for pain management in rural, primary care offices; 2) once established, GMAs will be maintained with minimal consultation from the GMA Facilitator; and 3) patients with chronic pain who receive the DCCIS/GMA intervention will report better outcomes, compared to the control group, on measures of clinical outcomes (pain level, functional limitations), and medical utilization.

The proposed intervention is consistent with the Chronic Care Model in that it seeks to improve productive patient/provider interactions regarding pain management through:  1) enhancement of self-management support; 2) change in delivery system design (GMAs); and 3) enhanced clinical information systems (DCCIS).  In addition, pain is a symptom that cuts across multiple chronic diseases.  Psychosocial problems are common among patients with pain and are often the reason why patients seek health care.  Therefore by providing a forum, which can adequately address psychosocial problems, specifically, GMAs, outcomes of pain management can be improved. 

The data seem to paint a fairly clear picture indicating that patients reporting pain frequently have no identifiable organic pathology explaining the cause of the pain and frequently have psychosocial issues that are the prime factors motivating health care seeking.  However, once the patient enters the health care system, their pain is frequently treated as a medical problem.  The outcome is often a mismatch between the treatment prescribed by the physician and the problem that prompted the patient to seek health care.  Consequently, less than optimal treatment is often provided with the result of increased patient suffering.  Indeed, research suggests that as many as 78% of patients are dissatisfied with care for pain problems.  Further, data suggests that the presence of psychosocial problems like depression are predictors of negative outcomes for patients with pain seen in primary care. When the mismatch becomes conspicuous to both parties, a referral is made to specialists such as mental health professionals or pain clinics.

Research has demonstrates that group visits versus standard care increases satisfaction of both patients and providers, improves quality of care, and cost savings in the areas of hospitalizations, emergency department visits, nursing home stays and referrals to specialists for those involved with the group model.  GMA approach appears to work particularly well for patients who have psychosocial problems and a heightened need for emotional support.  Thus, GMAs offer a potentially effective and efficient approach to the management of chronic pain that has all the elements of an effective clinical encounter and can be integrated into primary care settings.

GMA PROJECT DIRECTORY

Deborah J. Johnson

Project Manager DIGMA Grant

Executive Director, The Dartmouth COOP Project

Dartmouth Medical School

HB 7265

Hanover, NH  03755 

Email: Debbie.J.Johnson@Dartmouth.EDU
Phone: 603.650.1974

FAX:  603.650.1331

Elizabeth McKinstry

Co Project Manager DIGMA Grant

Dartmouth Medical School

HB 7265

Email: Elizabeth.J.McKinstry@Dartmouth.EDU
Phone: 802.296.2235

Jan Seville PhD

Psychologist- Co Principal Investigator

Dartmouth Medical School

HB 7750

Email: Jan.L.Seville@Dartmouth.EDU

Phone: 603.650.7521

FAX: 603.650.5842

Robert Ferguson PhD

Psychologist

Dartmouth Medical School

HB 7750

Email: Robert.J. Ferguson@Dartmouth.EDU
Phone: 603.650.7521

FAX: 603.650.5842

Tim Ahles PhD

Psychologist- Principal Investigator

HB 7750

Email: T.Ahles@Dartmouth.EDU
Phone: 603.650.1220

John Wasson MD

Research Director- Principal Investigator

HB 7265

Email: John.H.Wasson@Dartmouth.EDU
Phone: 603.650.1220

FAX: 603.650.1331

Section 2 

 Study Details
Group Medical Appointment Study

Participating Practice Timeline and Checklist

September/October 2001

· Identify Practice Administrative and Physician key contact persons.

· Participate in Study Orientation Meeting.

· Participate in training on Study Intervention (Group Medical Appointment-GMA).

· Each participating provider completes a Baseline Provider Profile.

· Provide COOP Project with practice letterhead.

· Provide COOP Project with 700 randomly selected adult (age 19-69) patients from each participating provider’s patient panel.

October/November 2001

· Schedule and Pilot GMA sessions (3 weekly sessions)

November/December 2001, January 2002

· Study GMA sessions begin (3 weekly sessions)

February/March 2002

· Participate in GMA Evaluation/Maintenance Meeting

March 2002-September 2002 – Optional

· Participate in Maintenance Phase

November/December 2002

· Participate in Study evaluation

Procedures for GMA Grant
First Steps

1. Identify Practice Administrative Contact person

2. Complete baseline Practice Survey

3. Obtain a random sample of 700 adult (19-69) patients from each participating provider.

4. Obtain practice letterhead 

5. Set up date for Practice orientation first session

Pilot DIGMA Patient Procedure

1. Select 100 patients per provider from the random sample to obtain 10-15 patients for pilot sessions

2. Mail practice letter, IYMC, consent and clarification card (interested YES/NO)

3. Scan returned IYMC; identify appropriate patients for pilot sessions

4. Send tailored letter to designated patients

5. Send Summary letter about patient to practice provider

6. Office Nurse/Receptionist contact patients for session dates & times 

7. Educational material given to patients at first session

Study Procedure (Repeat above seven steps. Select 500 patients)

Maintenance Procedures

1. Weekly, call office Administrative Contact person for updates/issues.

2. Schedule Meeting with practice to clarify progression to Maintenance phase

Maintenance Phase

1. Participate & share experiences about what worked best with the GMA’s in a “Kick-off” meeting with Practice Staff and Medical Director of insurance company.

2. Assist in the design of an optimum way to continue GMA’s in practice.

3. Assist in a design to monitor GMA use and success at the practice

4. Participate in a one-month follow-up meeting with practice staff

5. At 3-month intervals, will review office measures for GMA’s use and success. Information will serve as the basis for a report about the feasibility of GMA’s from pain in primary care practices

6. Mail 6 month and 12 month measures to GMA patients

Post Study Process

1. Data Analysis preparation

2. Data Analysis

3. Write Manuscript

4.
Article copies to all providers in GMA study
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Baseline Provider Profile
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GMA Model for the Management of Pain in Primary Care

* Subject to modification to accommodate practice characteristics, patient panel needs and staff resources.
	Patients Seen
	· Patients reporting pain persisting > 4 months scoring 4-5 on the IYMC pain scale

· Patients who appear they could benefit from GMA’s to supplement individual care (e.g., want more contact with their physician or other primary health care provider for pain problems, are not insistent upon private appointments only, are not interpersonally hostile or disruptive)

	Frequency of Visits
	· 3 weekly sessions

	Number of Patients

Seen in Group
	· 10 to 15 



	Staffing


	· Physician

· Nurse or Behaviorist

· Scheduler

	Model 
	· 15 Minute Warm-up, introductions, GMA concept and confidentiality (should be covered as entered with form to sign)

· 20 Minute Educational Didactic

· 45 Minute group interactions*

· 10 Minute provider contact with Q & A/ wrap up*

· 30 Minute1: documentation and individual patient interactions

	Topics Covered in 3 Different GMA modules
	· Activity Pacing (rationale and examples from patients)

· Relaxation training (rationale, and experience/practice breathing retraining.  Muscle relaxation audio tape provided-- again, patient experience, ideas of real-life application)

· Problem Solving (rationale and application to real-world experiences of patients)


Comments
· This is a proposed model and is intended as a guideline and to spawn discussion about how to make GMA’s for pain management fit into the daily function of any given primary care practice.

· Each GMA will be the same, but 3 didactic or educational components about behavioral pain management will be rotated.  The 3 educational topics are: activity pacing, relaxation training, and problem solving.  The rationale as to how and why these evidence-based strategies improve pain management is discussed briefly when the strategy is introduced at each GMA.  

· Patients should be encouraged to participate in the running of the GMA, such as helping to set up, greet others, assist with taking of medical information (such as recording their own weight) and providing feedback to facilitators and leaders. 

GMA Therapeutic Principles

· Patients vary considerably in their readiness to change behavior.

· We want to find and empower the patient's theory of change and learning style.  Patients usually come to their maladaptive behaviors "innocently" in that the behavior is often a response to extreme stress in their lives. The behaviors are often coping strategies that initially helped the patient survive the stress but in the long run lead to poor health and overall dysfunction in life. Framing the explanation in this way "de-shames" the patient and enables them to grow into healthy coping styles, but the patient must travel on their own unique "learning highway". We can help by working together to map a more functional route on their map of change.

· Changing behavior is time consuming. Think of behavior as a brain pattern that must be deconstructed and reconstructed to achieve change. This helps the patient understand why it is so difficult to change entrenched behaviors and why the brain needs time and consistency to make a new behavior permanent.

· Change in this setting is often "seed planting" without immediate gratification. New ideas need time to sit and germinate. Our function is to inform the patient honestly about their risks of not changing, then give them time, support, and the responsibility to change at their own rate.

· Adapting our techniques to where the patient is on the continuum of change improves the likelihood that they will succeed in achieving their goals.

· Understanding theories of change can help us move patients further along the continuum of change.

· The current system fosters complex rules, leads to dependence and lots of visits and phone calls, as patients try to fit into the system without understanding it. (High utilizers vs. inappropriate services.)

· Think of the GMA as a workgroup with 3 zones of expertise, behavioral health, medical and patient perspective. It is analogous to the three-legged stool and each level contributes equally to the success of the session.

· It can also be analogized to a mobile, a system that is capable of an infinite number of movements. Some lead to health, some don't. When one part moves, the whole system changes.

· By its design, the group appointment recognizes and uses the bio-psychosocial model of health care to assist patients in finding unique solutions to their unique situations, using input from a variety of sources within the system of health care.

· The patient must come away recognizing where their competencies lie, and what they can do to raise their current level of competency. To do this they must do active decision making in and out of the group.

GMA Group Strategies

Combined MD/Behaviorist/Facilitator Skills

1. Develop a level of comfort with the opportunities presented in a less structured and often unpredictable and ambiguous clinical situation.

2. Reconsider the notion that the doctor supplies the answers. The patient is the agent of change.

3. Learn to speak less, facilitate more, when things are not going well.

4. Learn that co-management (power sharing) is an opportunity to realize your potential to instill change from being part of a system of change.

5. Learn active listening.

6. Learn the power of open-ended questions.

7. Expand the patient interaction.

8. Recognize that time remains an issue in the GMA.

Running a Group Medical Appointment for
Pain Management in Primary Care
Overview

1.
Time Structure of the Group Appointment

The group medical appointment (GMA) will be 90 minutes long, with about 20 minutes following the GMA for clearing up 1:1 appointment schedules, clarifying orders or prescriptions, and documentation time for the physician.  Also, the physician and behaviorist, the co-leaders of the GMA, should also plan to meet 10 minutes prior to the GMA to review patients attending and intervention or teaching strategies.

Each 90 minute GMA consists of the following time structure:

A.
A 15-minute "warm-up" period for explaining the GMA concept and procedures for patients, explaining ground rules for confidentiality and introductions of the medical team (physician, behaviorist, scheduling person).  The bulk of this time will be spent asking group members to briefly state why they are attending.  Routine medical steps can be taken at this time for other health concerns such as weight, blood pressure, etc.

B.
A concise, 20-minute didactic covering the management of chronic pain with encouragement of questions and commentary among group members.

C.
A 45-minute period of physician, behaviorist and patient interaction to review patient concerns, commentary and to allow the group process to unfold.

D.
A 10-minute "wrap-up" time to clarify patient goals, tasks and medical concerns such as lab or imaging orders, prescriptions, etc.  Additional f/u can take place after the GMA but should be limited in order for the physician to have ample documentation time (dictation or note-writing).

Below is a pie chart of the GMA time structure:

[image: image1.wmf]The Dartmouth/Northern New England COOP Project

 

Funded by the Robert Wood Johnson Foundation

 

 

Content developed & adapted 

 

from 

work by Luther/Midlefort Mayo Health System

 

 Eau Clarie, WI

 

 

Group Medical 

Appointments

 

Training Manual

 


Figure 1.  Time Structure of the GMA

2.
Starting the GMA

Starting the GMA can be divided into 4 segments: 1) Introduction to and explaining the rationale for the GMA; 2) reviewing confidentiality; 3) reviewing some points about chronic pain management; and 4) launching the "warm-up" period of the GMA.  These 4 segments are not lock-stepped and rigid but rather are points to be made in flowing dialogue by the GMA facilitator - either the behaviorist or physician.  Emphatically, the facilitator should ask if there are any questions regarding any point made.

A.
Introduction and Rationale.  Either the physician or behaviorist can start and introduce the GMA.  A brief script of the rationale and intent of the group appoint is provided first:

"I want to welcome you all to the Group Medical Appointment today.  I am ____, the facilitator for the group and you all know Dr. ____.  The purpose of the GROUP APPOINTMEMT is to improve your pain management and overall health care.  It is not intended as a replacement of individual visits.  This group will meet three times for 90 minutes, every two weeks.  For this program, we ask that you attend all three sessions over the next 3weeks.  If you have a problem with the schedule let us know and we will work with you.  If you need an individual appointment we can schedule that for another time.

The advantage of a group appointment is that you can increase time with the health care team to discuss pain concerns and to brainstorm solutions.  This format is good for talking about health changes related to pain, how pain can influence your ability to function and how stress and other problems can affect your ability to cope with pain.” (ASK FOR AND ANSWER QUESTIONS)
B.
Reviewing Confidentiality.  Confidentiality ground rules for the GMA are also explained.  Below is a sample script:

"Please keep in mind that what we discuss here today is medical and health information and should be kept within this room.  We ask that you respect yours and others' rights to confidentiality.  You may discuss in a general sense what you have learned in the GROUP APPOINTMENTS that can help with pain management, but please do not discus specific issues or use names."  (ANY QUESTIONS?)

C.
Reviewing Points About Chronic Pain Management.   Some points are made about chronic pain management and how the GMA can enhance chronic pain management.  In shorthand, the specific points are:

· Chronic pain, as with many medical problems (e.g., heart disease, hypertension, and diabetes) is not something cured, but managed.

· Chronic pain is distinct from acute pain in that chronic pain does not serve as a symptom of progressive disease or immediate injury. It persists beyond healing of tissue.

· Many lifestyle factors, in addition to biological factors, will affect chronic pain, including health habits and stress.

· The GMA can address these life-style and behavioral management strategies, as well as the medical strategies of chronic pain. 

A model script covering these points is seen below:

"The reason you were invited to participate in this project is to help better manage something that modern medicine and technology still has difficulty with-- chronic pain.  Like many diseases, such as diabetes, heart disease, and hypertension, there is no "cure" for many types of chronic pain.  However, that does not mean that pain cannot be better managed.  We are going to talk about the broad range of "pain management" which includes addressing not only the medical concerns but also the impact of chronic pain on the rest of your life.  This might include how pain and stress affect your physical functioning, emotional functioning, and your relationships with family and friends.

D.
Launching the Warm-up Period.  While the above topics are incorporated into the warm-up period of the GMA, soliciting patient interaction and participation in the GMA process is key.  The warm-up period starts by asking each patient to state their first name (only) and why they are here-- those not wishing to speak can be simply instructed to say 'I'm here to just listen.'  Also, a brief agenda of the day is given and a note about time management by the GMA facilitator is given.  A sample script is as follows:

"In today's GROUP MEDICAL APPOINTMEMT, we will have a brief discussion on chronic pain management and how (relaxation, problem solving, activity pacing) can improve this.  Then we will open the meeting up for discussion and you will be encouraged to bring up any concerns you have.  In the interest of time, I may have to compassionately interrupt and suggest we take up the discussion at the next visit or see if an individual appointment is necessary in some brief time after the visit today.  What we would like to do now is simply go around the room and have each one of you state your name-- you only need to state your first name-- and briefly state why you are here.  If you choose not to speak today, simply say you are here to listen."

Activity Pacing, and the Importance of Exercise

For Chronic Pain Management
Summary for Leader(s) 

1.
The importance of physical activity and exercise (why it's important to pace).

2.
Introduction to activity pacing (how to pace).

3.
Barriers to pacing activities (self beliefs/habits and the influence of others). 

4.
Homework:  Activity pacing as a goal.


Session Outline

1.  
The Importance of Physical Activity and Exercise.

A.  Ask members:  "Why is physical activity important?"  Be sure to list:

a.  
Prevent de-conditioning.

b.  
Promote mobility, range of motion, flexibility.

c.  
Prevent secondary pain.

d.  
Combat depression.

e.  
Promote sleep.


B. Activity patterns of individuals with chronic pain: 

a. Pattern 1: "Wait until my pain is gone before I do anything."



b. Pattern 2:  "Over-do-it then pay for it."




c. Pattern 3:  Gradual, paced resumption of normal activity levels.






C.  Ask members: "Which of these types of patterns do you typically engage in?"



a.  Pattern 3 is desired, and requires pacing.

2.  
Introduction to Activity Pacing.
A.  What pacing is:  To maintain optimal productivity through prevention of extreme pain flare-up (Pattern 3).  Also known as Energy Conservation.


B.  How to make changes:  (Review Handout for Activity Pacing with group).

a. Emphasize breaking activities down into smaller parts

b. Emphasize planning and scheduling of tasks over the day, week, or month to reduce impact of large jobs. (Example: Plan out over the week or month how to keep house clean rather than doing it all on one day).

c. Emphasize use of relaxation and early warning signals of bodily tension. 

d. Emphasize that pacing of activity should be a goal.

3. 
Obstacles to Pacing (What are some obstacles to pacing?)
A.
Expectations of self - "I ought to be able to do what I use to do."

B.
Habits - Do what you usually do without thinking about it

C.  
Expectations of Others - Or what you think others expect. 


(e.g., Others can expect too much, or not allow you to do your usual tasks).

D. 
 "Can you think of others?" 

4.  
Homework.

A.  Goal of at least one paced activity.
Relaxation

Summary for Leader(s)

1.  Stress-pain model and fight or flight response.

2.  General effects of relaxation procedures on pain.

3.  Introduction to progressive muscle relaxation (PMR) and breathing retraining.

3. Demonstration of PMR.

4. Give Relaxation tape to patients.


Session Outline

1.  
Introduce the Pain Stress Model.
A.  Introduce model:  Stress----> Physical Arousal---->Pain

a. 
Describe physiological effects of fight or flight response (e.g., increased muscle tension, HR. BP, etc.

B.  
Education will address:

a.  
Stress: reduce distress by actively solving problems.

b.  
Physical: relaxation techniques.

c.  
Pain: pain management by pacing activities.

C.  The emphasis of the group: Try to break the "vicious" pain cycle in a number of places.

2.  
General Effects of Relaxation Procedures on Pain.

A.  Relaxation:

a.  
Curbs fight or flight response and muscle tension.

b.  
Reverses the "cumulative effects" of high sympathetic tone (Visual - sympathetic chemicals throughout day).

B.  Relaxation is a skill to employ continuously and it needs to be learned and rehearsed.

3.    
Breathing Retraining.

A.  Rationale:

a.  
Helpful to reduce physical arousal by decreasing respiration and heart rate, also provides sufficient O2 for health of muscle tissue.

b.  
Reduces autonomic arousal and de-activates pain transmission.


B.  Technique:

a.  
Hand placement (demonstrate).

b.  
In nose/out mouth.

c.  
Exhale first.

d.  
In-two, three/out-two, three - slow and even. Concentrate on relaxing stomach and filling entire lungs.

e. 
Practice 2-3 times per day for next week and monitor on relaxation log.
4.  
Introduction to PMR.
A.  Series of tensing and relaxing muscles (within limits of pain levels).

B.  Develops a keen sense of when muscles are tense, when not.

C.  Relaxed skeletal muscles reduce sympathetic activity (HR, BP, reflex).

C.  Contrast effect: muscles relax beyond resting state after brief contraction.

D.  PMR is the first step in learning to fully relax muscles.  Relaxation is to be used on demand, to help control or cope with pain.

5.  
PMR Demonstration.

A.  Instruction using the PMR script:

a.  
Members get in a comfortable position - avoid flexing a muscle if it is painful.

b.  
Feedback and instruction in homework using audiotape.

c.  
Brief instruction on use of the relaxation log.

Problem Solving

Summary for Leader(s)

1.
Rationale for problem solving.

2. Review stages of problem solving.

3. Work through one example.


Session Outline

1. 
Explanation of the rationale.
A.
Recognition that stress can increase pain [stress-->physical response--> pain] and that in order to gain more control over pain one must begin to solve the problems causing the physical and emotional stress.  Not only are the usual problems and stressors of life compounding the pain but the persistent pain itself is an additional problem that impacts on multiple areas of functioning and can feel overwhelming.

B.
The focus is on developing new ways of working around the pain through creative problem solving.

C.
Recognition of pain-related and other problems.  If the patient does not know what the problems are ask about typical problem areas as a prompt.  Typical problems related to pain are:

a. 
Concerns about health and pain.

b. 
Change in work status.

c. 
Relationship with partner/spouse.

d. 
Money.

e. 
Change or decrease in recreational activities.

f. 
Relationship with friends.

g. 
Family's acceptance of physical limitations.

h. 
Alcohol or drugs.

i. 
Sleep.

j. 
Change in ability to do daily chores or ADL's.

D.
Acceptance of link between problems, stress, and pain.  Feeling stressed does not just come out of the blue but is a result of feeling that the demands of a situation are greater than ones ability to solve it.

2. Review stages of problem solving on handout. 

3. Example: Either use example of exercise in handout or use an example from the group to demonstrate application of the technique.

4. Help patient identify a problem and set at least one goal for the following week. 

A.
The patient should set the goal and do most of the solution generation, pros/cons, and final selection of the action plan in order to benefit from the process. 

B.
The primary job of the PST trainer is to coach the person to the next step and NOT to solve the problem for the patient.

C.
Suggest that patients use problem solving to handle problems as they arise rather than waiting until they become overwhelming.

Section 3

Practice Support Documentation

Staff Roles and Responsibilities

The Scheduler 

(Could be a receptionist, secretary, or nurse.) 

1. 
Meet with the on-site coordinator to select visit dates as far in advance as possible and schedule. 

2. 
Communicate dates to, and coordinate with, all other staff who need to be in attendance. 

3. 
Reserve the room where the group visit is to take place.

4. 
Invite new patients to the group. 

5. 
Inform existing group participants of future visit dates. 

6. 
Send patient reminders (phone, letter, or email) about 2-3 days in advance of a group visit and remind patients of any labs or other pre-visit requirements. 

7. 
Send staff reminders of visit dates 2-3 days in advance. 

8. 
Keep a roster of active group patients and monitor attendance.  Inform the coordinator if census is becoming too high or low.

9. 
Request for charts in advance. 

10. 
Inform patients of check-in and co-pay process. Have nametags available if desired by the group. 

The On Site Coordinator 

(Could be the physician, nurse, educator, receptionist or a combination of people who take on these duties.) 

1. 
Responsible for meeting with the scheduler to select group visit dates as far in advance as possible. 

2. 
Select educational topics in advance and arrange for presentations. 

3. 
Create an agenda or tool for the group visits to help patients understand the "flow" of the group visit time. 

4. 
Prepare for any handouts, AV equipment or tools necessary for the topics being presented. 

5. 
If snacks or food are being provided, make arrangements. 

6. 
Charting prep before the visit is helpful to assure that necessary pre-visit labs or requirements have been done and documentation tools are readily available. Print useful lab or reminder reports. 

7. 
Make sure room is arranged as desired before the time people begin to arrive.

8. 
Collect all patient and staff feedback forms for visit evaluation. 

The Physician 

1. 
Support the coordinator and scheduler. 

2. 
Assure appropriate documentation of care and billing forms are completed. 

The Facilitator

(Could be the nurse, psychologist, or social worker.)

PATIENT INFORMATION LETTER – DRAFT
Dear Patient:

Our practice is collaborating with the Dartmouth COOP Project at Dartmouth Medical School on a project designed to improve pain management in our practice.  The Dartmouth COOP is a group of doctors and researchers who are trying to find out about how patient’s pain affects their daily living.  This information is obtained from patients through questionnaires mailed to your home. 

If you chose to participate, information about your medical status will only be provided by you.  Your participation in this project is voluntary.  Your decision whether or not to participate will in no way affect your medical care.  Please read through this letter and feel free to call the phone numbers provided below if you have any questions.

There are two parts to this project.  For the first part of the project, you will be asked to participate in filling out the enclosed questionnaire.  We are asking 6,000 randomly selected patients to fill out this questionnaire.  Because we are interested in understanding how many patients experience pain, it is important that as many people as possible who are willing to complete the questionnaire do, even if pain is not a problem.

In a few weeks, some participants who completed the questionnaire (about 600) will be asked to participate in a Research Project designed to improve treatment of chronic pain.  One group will receive their usual medical care.  The second group of patients will be invited to participate in three weekly, 90 minutes Group Medical Appointment (GMA) consisting of 10-15 people with chronic pain, your provider and other members of your health care team.  The GMA will have an educational component, focusing on coping and management strategies of patients with chronic pain.  Patients in both groups will be asked to complete a questionnaire asking about their pain and general health in 6 and 12 months.

The primary purpose of this project is to develop alternative treatments to improve pain management for patients seen in primary care.  There may be no direct benefit to you for your participation, but, if you decide to participate, you will be given very useful information to doctors who care for patients like you.  Your answers will be reviewed only by the researchers and will remain confidential to the extent the law permits.  No participants will de identified by name in any report or publication.  The information will be kept in locked files in the study office. 

Questions? Any questions about this project can be answered by your physician or Tim Ahles, Ph.D., Director, Behavioral Medicine Section, Dartmouth Medical School, 603-650-7521, or Debbie Johnson at 603-650-1974.

Thank you very much.

Consent to Participate in Research
Group Medical Appointments for Pain Management in Primary Care 

Sponsored by the Dartmouth Primary Care COOP Project

Introduction And Research Project Description

The Dartmouth COOP Project is a group of doctors and researchers located at Dartmouth Medical School.  These doctors and researchers are trying to find out the levels of pain patients are experiencing and how pain affects patients’ every day living. Information is obtained through questionnaires and telephone calls.  Additionally, researchers have designed a Research Project to help improve treatment of pain. Your doctor provided the Dartmouth COOP Project group with your name to help us with this project. 

You are being asked to participate in this research project. Your participation is voluntary.

Six thousand patients from 10 different doctors' practices are being asked to participate in one of two groups. One group will receive their usual care. The second group of 450 patients will be invited to participate in a Group Medical Appointment (GMA) consisting of 10-15 people meeting for three sessions, one session every week.  The GMA will focus on coping and management strategies for patients with chronic pain.  Patients in all groups will be asked to complete a questionnaire asking about their pain and general health in 6 and 12 months.

Risks, Benefits And Rights To Withdraw

There are no anticipated risks associated with participation in this study. You do not have to participate in this research project. You may withdraw at any time without compromising your care. Your medical care will be the same whether you take part or not. 

There may be no direct benefit to you by participating in this study. However, your participation will help us to learn more about factors that affect the management of pain. This may be helpful in developing treatments to improve pain management.

Confidentiality

Every effort will be taken to protect the identity of the participants in this study.  No participants will be identified by name in any report or publication of this study or its results.

Further Information

This research is being conducted by the Dartmouth COOP Project at Dartmouth Medical School. Any questions you have should be brought to the attention of Tim Ahles, Ph.D., Director, Behavioral Medicine Section, DHMC, 603-650-7520 or the Office of the Committee for the Protection of Human Subjects, 603-650-3053. 

I agree to participate in this study and I have been given a copy of this informed consent for my own records.

Participant's Signature and Date

               Investigator's Signature and Date

DATE

Dear Patient:

About six months ago, you kindly completed and returned a patient health questionnaire to Dartmouth Medical School.  As you may recall, the questionnaire had been sent to you from your clinician because he/she is working with other doctors, clinicians and the Medical School trying to find out the levels of pain patients are experiencing and how pain affects their every day living.    

Part of this project also included patients being asked to complete a questionnaire at 6 and 12 months.  Please find enclosed the six-month follow-up questionnaire.  We ask that you complete this questionnaire and return it in the self-addressed envelope.  We need your help in completing this survey even if your pain is much better or gone away.  Thank you in advance for taking time to do this. 

Any questions you have should be brought to the attention of Tim Ahles, Ph.D., Director, Behavioral Medicine Section, DHMC, (603) 650-1974.  

We sincerely appreciate your information.  It is of great value.  

Thank you very much.

Enc.


DATE
Dear Patient:

As you may recall, your health care provider has been collaborating with the Dartmouth COOP Project at Dartmouth Medical School on a study designed to improve the care and health of patients.  You have kindly completed two questionnaires over this last year.  Thank you very much.   

Enclosed please find the final questionnaire that we need you to complete and return, in the self-addressed stamped envelope.  Thank you in advance for your time to do this.

Any questions you have should be brought to the attention of Tim Ahles, Ph.D., Director, Behavioral Medicine Section, DHMC, (603) 650-1974.  

We sincerely appreciate your participation in this important project.

Group Medical Appointment--Introduction Script

"I want to welcome you all to the Group Medical Appointment today.  I am ____, the facilitator for the group and you all know Dr. ____.  The purpose of the GROUP APPOINTMEMT is to improve your pain management and overall health care.  It is not intended as a replacement of individual visits.  This group will meet three times for 90 minutes, weekly.  For this program, we ask that you attend all three sessions over the next 3 weeks.  If you have a problem with the schedule let us know and we will work with you.  If you need an individual appointment we can schedule that for another time.

The advantage of a group appointment is that you can increase time with the health care team to discuss pain concerns and to brainstorm solutions.  This format is good for talking about health changes related to pain, how pain can influence your ability to function and how stress and other problems can affect your ability to cope with pain. (ASK FOR AND ANSWER QUESTIONS)
Reviewing Confidentiality. 

"Please keep in mind that what we discuss here today is medical and health information and should be kept within this room.  We ask that you respect yours and others' rights to confidentiality.  You may discuss in a general sense what you have learned in the GROUP APPOINTMENTS that can help with pain management, but please do not discus specific issues or use names."  (ANY QUESTIONS?)

Introduction to the group

"The reason you were invited to participate in this project is to help better manage something that modern medicine and technology still has difficulty with-- chronic pain.  Like many diseases, such as diabetes, heart disease, and hypertension, there is no "cure" for many types of chronic pain.  However, that does not mean that pain cannot be better managed.  We are going to talk about the broad range of "pain management" which includes addressing not only the medical concerns but also the impact of chronic pain on the rest of your life.  This might include how pain and stress affect your physical functioning, emotional functioning, and your relationships with family and friends.

"In today's GROUP APPOINTMEMT, we will have a brief discussion on one strategy for chronic pain self-management.  Then we will open it up for discussion, where you are encouraged to bring up any concerns you have.  I will act as timekeeper and may have to "compassionately interrupt" and suggest we take up the discussion at the next visit or see if an individual appointment is necessary in some brief time after the visit today.  What we would like to do now is simply go around the room and state your name-- you only need to state your first name-- and briefly state why you are here.  If you choose not to speak today, simply say you are here to listen."


Dear Patient:

Recently you were contacted regarding a new Group Medical Appointment (GMA) program that I am please to offer my patients.  As a follow-up to your medical care, I encourage you to attend these appointments.  I have invited a small group of other patients with chronic pain and health concerns to be part of the Group Medical Appointment, which will include three weekly educational sessions on pain management strategies.

When: (Specific dates inserted here)

Where:

Cost: The GMA is comparable to a regular office visit and can be charged to your insurance.  If you do no have insurance, the visit will be covered by the Grant funds.

This is an additional service that I am offering to you. This is not meant to replace your individual appointments.  You will be able to schedule individual office follow-up appointments as needed.

If you are planning to attend, please call _____________ and let us know so we can have your medical record available. I look forward to seeing you.

Sincerely,

MD Family Practice


Dr. _____________________Group Medical Appointment

"Medical Care, Information and Support"
Come spend 90 minutes with Dr.                 and your health team.  Bring your questions, concerns, loved ones and any issues for discussion. 


Medical Care with a warm personal touch!

Have your medical questions answered, with medical care provided and prescriptions changed or refilled. 

Learn helpful hints, successful coping strategies and how to live life more fully despite chronic pain. 

It's timely, informative, positive and interesting.

Be with others sharing similar experiences who can really understand! 

Phone Script For GMA Reminder Calls

Dr. ____________________asked me to call you and tell you about a new program he is starting for his patients. 

For your follow-up medical appointment, he would like to invite you to attend his weekly Group Medical Appointment this_______________________ from _____________________.

He thinks this is a program you might really like. You can: 

· Have your medical questions answered and prescriptions changed or refilled. 

· Be with others who share similar experiences and who can really understand.

· Learn helpful hints, successful coping strategies and how to live life more fully with your chronic pain. 

· If you need to be examined, there will be time for this in private. 

He wanted me to be sure to tell you that you are still welcome to schedule individual office follow-ups as needed. 

WHEN:

WHERE:

COST:

CALL:

GMA Patient Contact Checklist

Practice Name: _____________________

Provider Name: _____________________

Date:____________


Session #
1
2
3 (Circle appropriate #)

	Patient Name
	Phone Number
	Confirmed
	Rebooked

Date
	Comments
	Attended

Yes    No

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please Fax to the COOP Office after each GMA  (FAX # 603-650-1331)

Office Checklist for Readiness for Group Medical Appointments


	
	Session #1

Date:
	Session #2

Date:
	Session #3

Date:

	Brochures and Posters are out and available
	 
	
	

	GMA schedule clearly identified in office
	
	
	

	Block provider’s weekly schedule (physician & facilitator)
	
	
	

	Schedule GMA location (room) for session
	
	
	

	Scheduled GMA patients receive reminder call of session
	
	
	

	GMA patients not attending session receive follow-up call
	
	
	

	Call GMA patients to confirm attendance
	
	
	

	Compile list of GMA session patients
	
	
	

	Pull Medical Records for session patients
	
	
	

	Review IYMC Action Forms for session patients
	
	
	

	Provider, Facilitator and Nurse meet to review patient information
	
	
	

	GMA Chart Supplied

· Lab Slips and X-ray Requisitions

· Referrals and Appointment Slips

· Calendar, telephone books and miscellaneous supplies

· Patient Educational Material
	
	
	

	Nurse will:

· Get weight, pulse, BP, Resp and assess Pain on all GMA patients

· Check medication list and allergies

· Schedule appropriate appointments and referrals

· Obtain labs, reports, pre-write script if needed, or anything else the provider needs

· Give each GMA patient follow-up GMA session card
	
	
	

	Fax Evaluation forms & Patient contact list to COOP office

Fax # 603-650-1331
	
	
	


Group Medical Appointment Information Sheet

Name: ______________________________________

Date: ________________

Age: __________
M/F____________



WT:_________________
T__________P__________R_______________ B/P_________

Pain Scale: (How much bodily pain have you generally had?)

1


2

      3


4

        5

no pain

very mild pain

mild pain
moderate pain

severe pain
To help us best meet your health needs during this visit, please write in the space below up to three things that you would like to discuss with your doctor today.

1.__________________________________________________________________________________________________________________________________________________________2.__________________________________________________________________________________________________________________________________________________________3._________________________________________________________________________________________________________________________________________________________

What medication/dosage are you currently taking?

____________________________________________________________________________

____________________________________________________________________________

Confidentiality:

Privacy is something almost everyone is concerned about when they come for group visits.  Along with the medical staffs commitment to maintain your privacy, you will also have a responsibility to protect each other’s privacy.  That means what you hear and learn about group members should stay here, although you may in a general sense talk with your loved ones about what you have learned in the group.

_____________________________________________________

Patient Signature


Practice Name:__________________

Provider Name:____________________

Date:_________________



Session #
1
2
3

Group Medical Appointment

Evaluation Form

 How well were your medical needs met during today’s medical appointment?

Not well at all


         Very well

1
2
3
4
5

Would you recommend this group to a friend or family member?

Not at all 



Always

1
2
3
4
    5

What went well today?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What would you improve for the next group medical appointment?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

*Please Fax to COOP office after each session  (Fax 603-650-1331)

Pain DIGMA:  Checklist of Facilitators' Competency

Facilitators:
_______________________________ 

Practice: 
________________________________

Rater:

Date:_________________________

For each item, assess the facilitators on a scale of 0-5 and record the rating on the line next to the item.


0
1
2
3
4
5

Very Poor
Poor
Borderline
Satisfactory
Good

Very Good

Please do not leave any items blank.  For all items, focus on the skill of both facilitators, taking into account how difficult the patients seem to be and the stage of the group.


1. Rationale for the group medical appointment


•
Advantage to patient, such as no waiting


•
Group is best suited for behavior, health change related to pain, stress


•
Not intended to replace regular appointments


2. Confidentiality


•
Mentioned the form they signed


•
Describe that it means not to discuss other people or their problems outside of group


3. Describe Role of the facilitators and group members

•
Behaviorist may "compassionately interrupt" to make sure everyone gets a turn


•
Collaborative nature of treatment


•
Physician or patient may opt to set up a separate appointment to address some concerns


4. Pain Didactics


•
All major lecture points covered from the outlines


•
Patients were involved in a "Socratic" fashion to assist in their learning


•
Questions adequately answered about techniques


5. Group Process/Communication

•
Limited domination of group by any one patient or facilitator


•
Information given jargon-free


•
Use patients' own language and phrases


•
Listening to patient and responding to their comments


•
Interpersonal effectiveness (e.g., warmth, confidence, professionalism)


6. Pacing and use of Time


•
Was everyone given a chance to discuss "what brought them here today" or to speak?


•
Structured session:  beginning, middle(didactics), and end


•
Tactful limiting of peripheral and unproductive discussion


7. Global Rating


•
How would you rate the facilitators overall in this session?

Comments And Suggestions For The Facilitators Improvement:___________________________________________ 
______________________________________________________________________________________________

______________________________________________________________________________________________

Defining Roles of the GMA Facilitators

The GMA will be conducted jointly by a physician and a behaviorist (someone trained in the behavioral health disciplines, e.g., clinical psychology, counseling, social work or marriage and family counseling) and is conducted in a "co-management" style.  In general, this means that both physician and behaviorist provide simultaneous and cooperative management of a given problem, each being recognized for his or her unique skills and contributions to the GMA.  Clarification of specific roles of the physician and behaviorist are summarized below.

Physician Roles

Acts as co-facilitator in charge of medical matters:

· Manages most important medical concerns of each patient for that day.

· Facilitates discussion of medical concerns among patients with shared problems.

· Is mindful of behaviorist role, which is central to success of the group.

· Not scripted: success of session depends on continuous assessment and response to what the patient needs today.

· Works with behaviorist and patients to create a "safe place".

Behaviorist Roles

Acts as co-facilitator in charge of psychosocial issues:

· Manages group interaction, always mindful of MD needs.

· Manages time in order for every patient to have an opportunity to voice their medical concern for that day, as well as any psychosocial concern they may have.

· Facilitates discussion of psychosocial concerns among patients: provides resources as well as referrals to community services and/or Behavioral Health if needed.

· Provides basic teaching such as ways to reduce anxiety, cognitive techniques to combat depression, anger management skills, relaxation, basic communication, etc.

· Negotiates with physician on patients’ behalf when he or she perceives the need (timing of return appointments, various options for therapeutic interventions, etc.)

· Not scripted (although it is advantageous for both MD and Behaviorist to have an opportunity to meet 10 minutes before the session to review patients scheduled and coordinate potential teaching/intervention strategies, based on the cluster of problems).

Managing Time

Managing time in the GMA is a challenge.  While the GMA for pain management is scheduled for 90 minutes, the physician and behaviorist should schedule at least 2 hours of time to conduct the GMA.  This will allow for 10 minutes of pre-planning and review of patient problems, potential interventions or teaching strategies. 

Some other points on time management include:

· The behaviorist is the official clock watcher and is charged with the responsibility of keeping the group on time.

· With an average of 12 patients attending the GMA, this leaves less than 8 minutes of discussion with each patient (12 patients/90 minutes=7.5 min/pt). This figure does not account for discussion of educational chronic pain management topics. Good timing between MD, behaviorist and patients, careful planning and experienced clinicians are all necessary to achieve the hoped for therapeutic result.

· The time efficiency comes from addressing themes common to multiple patients, so patients receive more time/value than they might in a standard visit.

1. 
Unpredictability and Ambiguity
· Physicians prefer predictability.

· The process of adapting to the patient's individual clinical scenario appears unpredictable to the traditional MD.

· In fact, it is more predictable and therapeutic than a scripted visit, because the patient's individual needs are more likely to be met.

· Get comfortable with "I don't know", but add that you will find out by the next group meeting. When we model that we don't know everything, it is reassuring to the patient and empowers the patient to become a learner.

· The behaviorist will typically serve as the source of expertise in this area.

2. 
The Patient is the Agent of Change
· Physicians are trained to teach in a purely didactic manner.

· When time pressure builds, we teach (lecture) even more. This does not result in

transformational learning; thus valuable time is wasted which could be used for an interactive exchange with the patient.

· While the doctor can supply information, time must be allowed for the patient to supply his or her own solutions. This allows for their individual belief structure to be factored in.

· People are unaware of what they do that makes them effective or ineffective. We want to help them discover these things by experiencing their own solutions. When a patient is stuck in terms of what or how to change, we can ask "how would you like things to be different, what would it look like if the problem was no longer a problem?" Try to help the patient be specific; a solution often comes out of this dialogue, but you need to keep trying to hone it down specifically. Then suggest that the patient take one small step and report back next time if anything is different so they recognize the small steps that lead to success.

· Look and listen for lack of meaning in the patient's daily life. This will be a source of a multitude of biological/psychological illnesses. Ask if the patient feels that he/she has enough meaningful activity in their life right now, and if not, what would they like to do? What passions do they have? How can they reconnect to those passions?  Suggest that they take a small step before the next group in adding some meaningful daily activity to their life and see if anything is better next time. This is paramount in helping those people who are depressed.

· Change is a choice; no one is mandated to be ineffective, but most people don't recognize that they are capable of making a more effective choice, so it usually feels like a mandate.  The labor of change can be reduced by an experienced guide/teacher/facilitator/coach.

· When a patient reports that they have made a small change, ask them "How did you do that?" Show enthusiasm, but not too much. The enthusiasm must be authentic.

· Behaviorists understand this process and can model it for physicians and patients. Over time, the physician's skill will increase.

3. 
Speak Less, Facilitate More

· Doctors are very uncomfortable with silence but, used properly, it is part of the

therapeutic process.

· Teach more by invitation (open ended questions), less by lecture.

· Give patients the opportunity to experience their own solution. This is the most powerful engine of change.

4. 
Learn to Co-Manage

· The behaviorist is the source of the expertise on facilitating change, but it is the MD who has the trust of the patient.

· Most patients would never go to Behavioral Health on their own so use the trust the patient has in you to transfer credibility to the behaviorist. Many times the problem can be handled in the GMA setting. If not, modeling co-management between the MD and the behaviorist is reassuring to the patient, "normalizes" the process and eases the transition to behavioral management.

· Make it clear, in your behavior and choice of words that the behaviorist is an equal partner.

5. 
Learn Active Listening

· Listening is a skill that can be learned.

· Listen for the "space between the notes."

· Listen for solutions, validate the struggle and don't get ahead of the patient. " I hear that your pain is pretty bad right now. Have there been times this past week when your pain has been better? Was there anything different about those times? Did you do anything differently? How can I help you right now?"

6. 
Learn the Power of Open-Ended Questions

· Supply the questions; let the patient supply the answer.

· Other patients hearing the answer will compare and contrast their own answers.

· When a patient asks a question, it is ok to defer to the group first, unless it is purely a medical question. Try to use the group as much as possible to build competence in group members.

7.
Reduce Didactic Lecturing/Expand Interaction

· Evidence is strong that lectures alone do not change behavior.

· Adding interactivity makes the knowledge come alive (hence actionable) for the patient.

· Interactivity is embedded in the design of the group appointment.

· Avoid responses that include "shoulds". Try to reflect back to the patient as often as possible with "What do you think the best next step might be?" or, "Has anyone in the group experienced anything similar and how did you handle it?"

8.
Time Management

· This remains an issue (12 patients/90 minutes=7.5 min/pt). Synergy between MD,

behaviorist and patients, careful planning and experienced clinicians are all necessary to achieve the hoped for therapeutic result.

· The time efficiency comes from addressing themes common to multiple patients, so patients receive more time/value than they might in a standard visit.

· The behaviorist is the official clock-watcher and is charged with the responsibility of keeping the group on time.

Section 4

Trouble Shooting and Obstacles

Trouble Shooting

Problems with GMA's, as with any clinic activity, can and do arise.  In general, the method of coping with this is to "expect the unexpected" and treat each problem as part of the daily events and challenges in primary care.  Some common problems which can arise are listed below, with both preventive strategies and quick solutions indicated.

Verbal Domination by One Patient Member

Prevention:
Remind everyone at the beginning of each GMA about time limits and "compassion interruptions" so that others may speak.

Solutions:
Remind the talkative member of the time limits so others may speak.

Request that we stop at this point, but pick up the topic at the next GMA.

If they persist, offer time alone after the GMA.

Offer a follow-up individual office visit.

Disagreements Between Facilitators

Prevention:
Don't prevent it.  Open, honest disagreement is healthy if patients are

provided all sides of the debate and made aware of biases.

Maintain a collegial atmosphere with mutual respect.

Commit to the 10-minute strategy sessions prior to the GMA's and identify

potential areas of disagreement. 

Solutions:
Be forthright in opinions, openly acknowledge the opposing view point.



Use the opportunity to model effective, mature communication.

Use the opportunity to illustrate the complexities of health and health care 

decision making.

Ask the patient his/her opinion - ask the group opinion.

Use humor.

Not Knowing When Asked a Question

Prevention:
Be kept abreast of chronic pain literature and especially popular or lay literature.

Browse what patients read (internet, newsletters, etc.)

Don't prevent it-- it is impossible to know it all.

Solutions:
State, "I don't know," or "I am unsure." Offer to find out before next GMA.

Use the opportunity to maximize patient autonomy: suggest places where such information can be found and encourage patients to find out on their own.

Offer contact with someone who knows.

Low Verbal Participation

Prevention:
Remember to state clearly the rationale at the beginning, emphasizing any question can be asked.

Use the warm-up time to state interests, where members live.

Solutions:    
Remember to maximize Socratic questioning, even in the educational component - this will maximize learning and also help members feel more at ease in-group discussion.

Ask members to discuss specific examples of how pain affects functioning, then ask if there are any possible beneficial things pain has taught them.

Ask members what they would like to get from the GMA.

Depression and Anxiety Symptoms

Prevention: Over 29% of patients with chronic pain may be expected to have co-existing depression.  To help patients prevent depression, encourage them to engage in activity pacing and scheduling, to maintain good mood, sleep, and prevent depression.

With anxiety, encourage, again, good use of activity pacing and scheduling, encourage participation in a behavioral stress management course.

Solutions: For depression, consider using antidepressant medication, and scheduling an individual appointment to more carefully assess symptoms and discuss management options.  If symptoms are acute and suicidal risk is suspected high, see the patient in private immediately after the GMA, and make a plan for next-day follow-up and treatment.  Alternatively, have a family member assist the patient to the local emergency department.

For anxiety, if the preventive strategies above fail to provide sufficient relief, consider referral to a clinical psychologist or psychiatrist for more thorough evaluation.  Clinicians skilled in cognitive-behavioral treatments for anxiety disorders can usually provide highly effective treatments.  Make up a referral list of trusted clinicians with phone numbers well before the GMA starts.  Be ready to provide the list to patients.

Obstacles to Group Medical Appointment Participation

Patient Obstacles

1. 
"I don't like groups." 

This is the most common concern. Patients that may benefit from group participation are likely to be the most difficult to persuade to come.  Many people have a "performance anxiety" about group participation, based on the fear that self-perceived incompetence will be revealed.  They feel that this will just add public humiliation to what was previously private.  When they do participate, however, they find that fears and anxieties are normal and commonplace.  This discovery can have the effect of energizing and empowering the patient to take corrective action on their own behalf. A useful technique is to ask the patient to come the first time as a "listener".  They are not expected to participate at all - just observe the process.  They can be encouraged to "Say only your name, then be a sponge".  Often patients will end up joining in of their own volition when they see that the group is a safe place.   On the other hand, about 40% of patients will find that the GMA is not for them.  If they have 1ow psychosocial needs, are on a tight schedule, or have high control needs, they may be better served in an individual appointment. 

2.  
Doctors don't feel it is their role to push patients when the patient is resistant.   

While you don't want people in your group that aren't for it, it is also true that the people who could benefit most are likely to resist participation.  Patients who require a lot of information or reassurance, have vague complaints ("heart sink patients"), are elderly, lonely or difficult to with are all excellent candidates for the GA.  Gaining participation may require a firm (but compassionate) recommendation from you, coupled with an explanation of why you think it would be helpful.  If you are tentative or apologetic in your recommendation, the patient will sense that you don't have confidence in your own methods, recruitment will drop.  Incorporate assurance into your pattern of speech. 

Example: 

Patient: I don't know, doc, I'm not a group kind of person, lets just stick with what were doing. 

Doctor: That's a typical feeling for most people when I ask them to come for the first time.  But I've found this to be very beneficial for lot of my patients.  You are important to me.  I'd like you to come, at least once just to listen and observe.  You will then be in a better position to decide if it would be useful for you.  No one will pressure you to discuss things that are uncomfortable for you 

Patient: I could never do that, I’d be way to anxious to talk in a group.

 Doctor: Is there a part of you that would like to sit with a small group of people and converse? If so, I’d like to see you try this in order to help you reach that goal.  Think about coming. 

3.  
Patients identify groups with group therapy and "crazy people".
Tell the patient that the attendees represent a normal cross section of your practice.  Once the patient comes, simply observing the process dispels this fear. 

4.  
"What's the use. I've tried everything to (quit smoking, lose weight, control my seizures, blood pressure, blood sugar, etc.)" 

People in today's society are compartmentalized and isolated.  They no longer experience the feeling of joining with others to problem solves, a function that used to be dealt with by using the extended family.  Use humor, get people involved, or simply ask, "What have you got lose?"  You can also mention that personal decisions about healthcare can be easier to make in a group session, and that the support and encouragement needed to sustain change is best given in a group setting. 

5.  
Patients don't understand the potential they have for helping others. 

One of the most rewarding situations that arises in the GA is that patients can experience their ability to help others describing their own concerns and serving as teachers.  The best way to thoroughly understand a topic is to teach it. It is not uncommon for patients to become outside resources for other patients in the group, and to contact each other personally or by phone. 

6.  
Time problems. 

No easy answer for this one.  Make access to your group as patient friendly as possible by thinking of work hours, parents, the elderly, etc.  Remember that they can leave early if need be.  Arriving late is more of a problem, as time can become an issue towards the end of the session.  Consider alternating an AM with a PM session. 

7.  
"My family would never understand this, they would think I'm nuts!" 
Really?  Then bring them along. No extra charge. This is a great way to educate friends or family about invisible diseases such as neuropathies, mood disorders, hypertension, controlled seizures, MS, diabetes, etc. They will gain a greater understanding of the role they play in the management of their loved one's chronic illness. 

8.  
Severe mental illness. 

The GA is the wrong place for psychotic patients, personality disorders or profoundly depressed, unstable patients.  Think in terms of chronic stable illnesses when you choose your patients. 

9.  
Transportation. 

Not typically a problem.  Friends and family usually step in here. 

Provider Obstacles

1.  
"1 can't see how a mixed group appointment could possibly work, though single topic groups make good sense." 

That's the doctor talking, not the patient. The disbelief stems from the feeling that mixed group patients have little in common. In fact, the management principles for chronic-stable illness are shared by many disease states and by lots of other human experiences, as well. Change takes time. Some chronic-stable illness management suggestions include: break the problem into manageable chunks; celebrate small victories; do continuous rather than sporadic problem solving; look for the solution within you, seek expert opinion and then customize it to your needs, etc. 

2.  
"This whole thing sounds chaotic and impossible.  I'm not a psychiatrist and I don't want to be one." 

You don't have to be.  But you do need to know that psychosocial issues are a dominant force in the decision making process of most patients.  Ignoring these issues will be detrimental to your patient.  Remember, also, you are responsible for the process, not the outcome.  We are trying to set up a process that makes good outcomes more likely and formats what we can be responsible for.  It's not going to be perfect.  Work with the behaviorist to make it better. 

3.  
The need for mastery.
Physicians tend to have high control needs and dread the idea of doing something in a less-than-masterful way.  We would all prefer to move from incompetence to mastery (skip the messy, uncomfortable learning process that intervenes) but there really is no alternative to stepping back into the learner role.  Once the requirement for immediate mastery is bypassed, the learner is relieved of a significant burden and is freed up to innovate and collaborate more effectively with others. 

Group Medical Appointment

 Session Protocol
· Behaviorist arrives early to check in with nurse, prepare nametags and see that room is arranged properly.

· Nurse takes BP, pulse, pain assessment; checks for medication refill needs, gets confidentiality forms signed and sees that lab data is in the chart.

· MD meets with behaviorist for 10 minutes before session to strategize patient

concerns and see if there are common themes that need to be addressed.

· Introduce yourself and the behaviorist to the group.

· Ask patients to respect the confidentiality of what is discussed in the group (confidentiality form signed as patients arrive).

· Reassure patients that no one need discuss things that are uncomfortable for them.

· Ask if anyone needs to leave early, so you can plan to address those individuals, first.

· If you desire, invite patients to introduce themselves and their reason for coming.

· Invite patient comments at any time during the meeting. Orient patients to the process of the GMA:

· Physician supplies medical expertise.

· Behaviorist supplies psychosocial expertise, facilitates learning and keeps the group on time. It is common for the behaviorist to gently interrupt a patient to reorient the group to the time limitations.

· Patients supply their personal experience and function as learners and teachers.

· Explain bio-psychosocial model of health. "Holistic care" can be used, as this is a widely understood lay term. Explain how GMA attempts to do this by using the "three legged stool" of MD, behaviorist, and patient experience.

· Help patients understand that they can help other patients best by sharing their experience, not by telling others what to do.

· Remind patients that the GMA is not intended to replace the individual appointment but is rather an added menu item meant to complement the individual appointment.

· Emphasize the accessibility advantage of the GMA - any patient can be included in the group by calling as late as an hour before the appointment. Time is just needed to get patient charts.  Calling is necessary, however, to ensure that the session is not cancelled for physician absence or some other reason.

· The nurse can make follow-up appointments during or after the meeting.

· Examples of appointment types:

· Routine follow-up in the GMA.

· Follow-up in an individual appointment.

· Appointment in Behavioral Health for individual counseling, cognitive behavioral therapy, Depression Track Course, Chronic Disease Management Course, etc.

· Behaviorist stays a few minutes afterwards to follow up on unmet needs.

· Have two "bags of tricks" prepared: MD list of patient friendly websites and flyers for HMR weight reduction and smoking cessation courses, specialty-specific informational material.

Section 5

Appendices

Glossary of Terms

Facilitation

· Involves more active listening and "translating", less talking and didactic teaching on the part of the facilitator.

· MD serves as medical translator; behaviorist is the psychosocial translator, working together to bring useful expertise to the patient.

· It is a process of actively discovering the patients needs, strengths and skills and applying these factors to achieve desired outcomes.

· The patient is an active participant in this process.

Transformational learning

· Learning which results in true understanding and behavior change.

· Requires that we change our methods of teaching.

· Learner centered, rather than teacher centered.

· In the GMA, patients also transform how they view themselves in relation to the disease process.

Therapeutic Density

· Represents the therapeutic value of the appointment.

· Separate the wheat from the chaff.

· Put in only those techniques that contribute to the desired outcome.

Bio-psychosocial Model of Health Care

· Biological Model: Traditional, objective model of medicine.

· Psychosocial model: That portion of health care that has typically been delegated to psychiatry and psychology.

· Bio-psychosocial model treats both models as one, no dichotomy.

Adherence

· Replaces compliance, which implies intent on the patient’s part.

· Recognizes that providing inappropriate services can create the appearance of non-cooperation.

Co-management

· Simultaneous and cooperative management of a given problem.

· By definition, this is a flat, not hierarchical type of management.

· Each manager is recognized for his or her unique skills.

Goals

· Create an educated, informed, empowered, self-reliant patient.

· Transformational learning leading to improved adherence.

· Behavioral change leading to improved health outcomes.

· Increase therapeutic density of patient/provider interaction.

Group Dynamics: Creating The Therapeutic Milieu

Without Doing Therapy

(Adapted from Yalom, Irvin D.; "The Theory and Practice of Group Psychotherapy")

The goal is to create a "safe enough" space for patients to lessen their anxiety level about being in a group and begin to honestly share their personal physical (medical) and emotional (psychosocial) struggles, and in so doing, enhance their health and well-being.

Through this discourse, the patient is both a student and a teacher, giving as well as receiving information and support. Everyone in the circle, MD and Behaviorist, as well as the patients, sit "at the table" with an equal voice.

How does a group therapeutic process help patients?

Therapeutic change is an enormously complex process and occurs through an intricate interplay of variously guided human experiences, or "therapeutic factors", listed and elaborated below.

1. Instillation of Hope

2. Universality

3. Imparting of Information

4. Altruism

5. The Corrective Recapitulation of the Primary Family Group

6. Development of Socializing Techniques

7. Imitative Behavior

8. Interpersonal Learning

9. Group Cohesiveness

10. Catharsis

11. Existential Factors

Instillation of Hope

The installation and maintenance of hope is crucial in all therapeutic processes.  Research has demonstrated that a high expectation of help is significantly correlated with a positive therapeutic outcome.  It is vitally important that the MD and the Behaviorist, as well as the nurse and receptionists, believe in the efficacy of their group.  When you are in an individual appointment with a patient, share with the individual an optimistic conviction about the potential helpfulness of the GMA experience.  Groups will invariably contain individuals who are at different points along a coping-collapse continuum.  Hope is instilled as patients have contact with group members who have improved from the group and with others who have had problems very similar to their own and have coped with them effectively.  Group members often will espouse their own spontaneous testimonials when new, skeptical members enter the group process.

Universality

Many patients will enter this group process believing that they are "unique" in their problems, which is often heightened by social isolation.  Many patients with interpersonal difficulties have few opportunities for frank, candid and consensual validation.  In the group process the disconfirmation of a patient's feeling of "uniqueness" is a powerful sense of relief.  After hearing other member's disclose concerns similar to their own, patients often report feeling more in touch with themselves and the world and describe the process as being "all in the same boat". 

Despite the complexity of human problems, there is no human deed or thought that is fully outside the experience of other people.  Certain common denominators or themes are clearly evident.  The most common theme is the issue of basic inadequacy, a feeling that if others "really knew me" they would discover his/her incompetence.  Another common theme is a deep sense of interpersonal alienation, feeling misunderstood and disconnected from other human beings to love or care for.  One other important theme is the lack of meaning in daily life, a feeling that "I just don't matter and nothing I do matters".

Imparting Information

Didactic instruction has been employed in the group process to transfer information, explain the process of illness, how psychosocial stressors can impact physical health and vice-versa, offer resources for specific problems, offer anticipatory guidance prior to stressful events by helping patients verbalize their fears and correct irrational beliefs by rational, informational means, as well as explore meaningful daily activity.

Often this instruction - the imparting of information - functions as the initial binding force in the group until other therapeutic factors become operative.  In part, however, explanation and clarification function as effective therapeutic agents in their own right. Human beings have always been uncomfortable with uncertainty and through the ages have sought to order the universe by providing explanations, primarily religious or scientific.  Anxiety stemming from uncertainty often creates more havoc than the primary disease.  The explanation of a phenomenon is the first step toward its mastery.

Altruism

In groups, patients receive through giving, not only as part of the reciprocal giving-receiving sequence, but also from the intrinsic act of giving.  Many human beings possess a deep sense of having nothing of value to offer others.  The experience of finding that they can be of importance to others is refreshing and boosts their sense of self-worth.

Patients are enormously helpful to one another in the group therapeutic process.  They offer support, reassurance, suggestions and insight, and share similar problems with one another.  A patient will often listen and absorb observations from another patient more readily than from a facilitator, in that other patients are not being "paid" to be there and can be counted on for spontaneous and truthful reactions and feedback.

The Corrective Recapitulation of the Primary Family Group

Many patients enter the group process with the history of an unsatisfactory experience in their first and most important group - the primary family.  Depending upon a patient's assumptive world (shaped to a large degree by early family experience) the patient interacts with facilitators and other members of the group as he/she may have once interacted with parents and siblings.  Healthy interactions in the group process can often serve as a corrective healing experience for the patient.

Development of Socializing Techniques

Social learning, the development of basic social skills, is a therapeutic factor that operates in all groups. For isolated individuals, the group often represents an opportunity for accurate interpersonal feedback.  Observing other patients interacting as well as facilitator/patient interactions is a powerful modeling force for socialization.  As patients return to the group over time, they will often acquire increased social skills: being attuned to process; learning how to be helpfully responsive to others; acquiring methods of conflict resolution; becoming less likely to be judgmental; and more capable of experiencing and expressing accurate empathy.  These skills can only help to serve patients well in future social interactions and ultimately decrease any sense of loneliness and feelings of estrangement from others.

Imitative Behavior

Social psychological research suggests that social learning cannot be adequately explained on the basis of direct reinforcement and the research has experimentally demonstrated that imitation is an effective therapeutic force.  In a group process, it is not uncommon for a patient to benefit by observing another patient being helped with a similar problem constellation - a phenomenon generally referred to as "vicarious" learning.  Even if specific imitative behavior is short-lived, it may function to help the patient "unfreeze" by experimenting with the new behavior - an ongoing process of the patient finding out who he/she is.

Interpersonal Learning

From whatever perspective we study human society; interpersonal relations play a crucial role.  Interpersonal behavior has been clearly adaptive in an evolutionary sense: without intense, positive, reciprocal interpersonal bonds, both individual and species survival would not have been possible.

The need for positive affect/attachment means that each person craves response from his/her human environment. It may be expressed as a desire for contact, for recognition and acceptance, for approval, for esteem or for mastery.  As we examine human behavior, we find that persons not only universally live in social systems, which are to say they are drawn together, but also universally act in such ways as to attain the approval of their fellow men.  The need to be closely related to others is as basic as any biological need and necessary to survival.  The individual develops a concept of self, based on perceived appraisals of significant others.

Therapeutic goals of patients include the correction of interpersonal distortions, thus enabling the individual to lead a more abundant life, to participate collaboratively with others, to obtain interpersonal satisfactions in the context of realistic, mutually satisfying interpersonal relationships.  No one, neither the dying nor the outcast nor the mighty, transcends the need for human contact.

The therapeutic change process is an emotional and a corrective experience.  We must experience something strongly but we must also understand the implications of that emotional experience.  If the focus is on the "here and now" (what is happening in the room in the immediate present) the impact of the corrective experience can be powerfully effective and will depend on the group members experiencing one another with as much spontaneity and honesty as possible, with reflection on that experience.  The self-reflective loop is crucial if the experience is to become therapeutic.  Most groups have little difficulty in entering the emotional stream of the "here and now".  It is the facilitator's job to keep directing the group toward the self-reflective aspect of the process, "holding the mirror up".

A freely interactive group, with few structural restrictions, will in time develop into a social microcosm of the participant members.  Given enough time, every patient will be himself or herself: one will interact with the group members as one interacts with others in one's social sphere; will create in the group the same interpersonal universe one has always inhabited.  Patients will begin to display their maladaptive interpersonal behavior in the group: there is no need for them to describe their pathology - they will sooner or later act it out before the group member's eyes. Each member's interpersonal style will eventually appear in his/her transactions in the group.  If the group is conducted so that patients can behave in an unguarded, unselfconscious manner, they will present their pathology to the group (pathology which is often significantly impacting their physical/biological health).  In the group meeting, the facilitators have a unique opportunity to understand the dynamics of each patient's behavior.

The likelihood that therapeutic change will occur is a function of:

· The patient's motivation for change and the amount of personal discomfort and dissatisfaction with current modes of behavior.

· The patient's involvement in the group, that is, how much the patient allows the group to matter.

· The rigidity of the patient's character structure and interpersonal style.

The change in behavior may generate a new cycle of interpersonal learning via self-observation and positive feedback from other members, which leads to further change. Most importantly, the healthier behavior learned in the group is eventually carried over into the patient's life-world - the social environment.

Group Cohesiveness

Group cohesiveness involves three factors: it must encompass the patient's relationship not only to the group facilitators but also to the other group members and to the group as a whole.  Cohesiveness is a widely researched basic property of groups.  It can be defined as a sense of solidarity or "we-ness”.  It is a necessary pre-condition for an effective therapeutic process.  An ideal therapeutic milieu creates conditions in which the necessary self-disclosure and intra/interpersonal exploration may unfold.  The members of a highly cohesive group will be more accepting of one another.  Groups with members who show high mutual understanding and acceptance are, by definition, cohesive. 

It is not the sheer process of ventilation of problems that is important.  Rather it is the discovery of others’ problems similar to one's own and the ensuing disconfirmation of one's aloneness with the problem, that is important.  It is the affective sharing of one's inner world and then the acceptance by others that seems of paramount importance, with profound therapeutic value.

Catharsis

Catharsis has always assumed an important role in the therapeutic process but this "purging of feelings", although cleansing and liberating to patients, is not enough to facilitate change.  High learners characteristically show a profile of catharsis plus cognitive learning that can lead to the therapeutic "A-HA" experience. In this situation, the learner's eyes become open to a truth in their life that previously was either buried in the unconscious or protected by defense mechanisms.  With eyes wide open, the patient now needs to take responsibility for the truth so that change can begin.  (Be mindful that the intensity of emotional expression is highly relative and must be appreciated from each member's life-world.  A seemingly muted expression of emotion for a highly constricted individual represents an event of considerable intensity, and the reverse is true.)

Existential Factors

Existential factors play an important but generally unrecognized role in the therapeutic process.  The existential therapeutic approach emphasizes an awareness of death, freedom, isolation and life purpose/meaning.  Existential factors can be illustrated by five items:

· Recognizing that life is at times unfair and unjust.

· Recognizing that ultimately there is no escape from some of life's pain and from death.

· Recognizing that no matter how close I get to other people, I must still face life alone.

· Facing the basic issues of my life and death, and thus living my life more honestly and being less caught up in trivialities.

· Learning that I must take ultimate responsibility for the way I live my life no matter how much guidance and support I get from others.

The existential approach posits that a human being's paramount struggle is with the ultimate concerns of existence: death, isolation, freedom and meaningfulness.  Anxiety issues from basic conflicts in each of these realms: we wish to continue to exist and yet are aware of inevitable death; we crave grounding and structure and yet must confront groundlessness; each of us desires contact, protection, to be part of a larger whole, yet experiences the unbridgeable gap between self and others; we are “meaning-seeking” creatures thrown into a world that often seems meaningless.

In a therapeutic group process, patients can learn to face their limitations and their mortality with greater candor and strength as well as discover meaning and a mindfulness of being.  In this state, one is aware of being, one lives authentically; one embraces one's possibility and limits, one is aware of one's responsibility for one's life. 

What facilitators can do is be emotionally present – “be there” with the patient.  It is not "us versus them", but "we", in the face of our human condition.
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