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CHRONIC DISEASE MANAGEMENT LONGITUDINAL SELECTIVE
Student Guide AY 2014-15
The STFM Family Medicine Clerkship Curriculum provides an online curriculum for teaching students to manage patients with chronic illnesses or multiple diseases.  
The overall goal is for students to be able to competently identify the status of the chronic condition(s) and  to cite evidence-based clinical support systems for the condition.  As selective students do this, they can use the Chronic Disease Management  CDM checklist.   The students will help patients develop  self-management skills for  their particular chronic  condition(s).  This will be accomplished through home visits with a selected patients, phone follow up and resource investigation for the patient.  Competency will be assessed during a presentation to faculty, with emphasis on individual patient care plan, goals and improved outcomes.
· Students will spend Monday afternoons during the selective  exploring chronic disease management techniques.  This rotation will emphasize the role of self management in chronic disease care.   
· We will be using the STFM Core Presentations for Chronic Disease (CPCD) as described in the Family Medicine Clerkship Curriculum (http://www.stfm.org/documents/fmcurriculum(v3).pdf) (see pages 10 -13 of the document).
Preceptor: Dr. Spalding and Dr. Noriega
Location: Family Medicine Center at 9849 Kenworthy (selective to include home visits made during the longitudinal afternoon).
Time: Monday afternoon 1 to 5 p.m.
Disaster plan: if Faculty are out, the student will be given a resource investigation or a reading  assignment 
Student Learning Objectives for Chronic Disease Presentations
At the end of the clerkship, the student should be able to:
• Find and apply diagnostic criteria.

• Find and apply surveillance strategies.

• Elicit a focused history that includes information about adherence, self-management, and barriers to care.

• Perform a focused physical examination that includes identification of complications.

• Assess improvement or progression of the chronic disease.

• Describe major treatment modalities.

• Propose an evidence-based management plan that includes pharmacologic and non-pharmacologic treatments and appropriate surveillance and tertiary prevention.

• Communicate appropriately with other health professionals (e.g., physical or occupational therapists, nutritionists, counselors, home health workers, social workers).

• Document a chronic care visit.

• Communicate respectfully with patients who do not fully adhere to their treatment plan. 

• Educate a patient about an aspect of his/her disease respectfully, using language that the patient under​stands. When appropriate, ask the patient to explain any new understanding gained during the discus​sion.
Chronic Diseases to be covered:

Diabetes





Nicotine Addiction

Depression





COPD
Home visit with Chronic Condition patient.

Faculty will choose a patient on whom the student will focus on a chronic disease. The patient may be a recent hospital discharge, a high utilizer of health care services, or a patient with obstacles reaching self-care goals.  

With Faculty assistance,  the student  will make  a home visit (independent study) after permission is obtained from the patient. The student  must check in and out with the clerkship coordinator when they  arrive and when they  leave for this visit, and also when community resources are being investigated.
During the home visit, the student will make note of social and environmental factors that can impact the patient’s health, such as  Income, employment, surroundings, and access to transportation, shopping and medical visits.  General impression of safety and security (both interior and exterior), nourishment (state of refrigerator contents), proximity to neighbors and family, and overall quality of life.  The student should preplan for the home visit through chart review and anticipatory questioning for the chronic condition. 

From information collected and observed during the home visit, the student should create an individual plan of care for the patient, with special emphasis on self-management of the condition.  The student should investigate community, written, or internet resources for the patient.  Student will write up  the patient home  visit  (independent study), propose  evidence-based management plans  that includes pharmacologic  and non-pharmacologic treatment, and recommend appropriate surveillance and tertiary prevention strategies.  The student should recommend  a communication plan for other health care professionals that are working with the patient.  The student should create  an educational plan that is patient centered.

During a follow up home visit or office visit, the student will share the new plan and information with the patient, and negotiate acceptance or modification.

Home Visit Report

The student will prepare a report to be given to Dr Spalding after the second home visit.  This report  will include
1. A focused history, including all pertinent biopsychosocial factors, that affect the patient’s ability to “manage” their disease

2. Description of physical, family, neighborhood, financial, safety  factors  affecting patient
3. A focused description of the patient’s chronic disease, applying diagnostic criteria and describing complications

4. Evidence-based guidelines and surveillance strategies

5. A list of community resources.

6. An educational plan that will assist patient with self management

Clinic Sessions
Once a month, the student will attend a continuity clinic session with faculty.   One or two patients will be chosen with chronic diseases, and the student will  perform a visit similar to that during the home visit.  These will be discussed with faculty during the clinic session.
REFERENCE GUIDELINES FOR CHRONIC DISEASES

COPD

1. Global Initiative for Chronic Obstructive Lung Disease 2013

www.goldcopd.org/uploads/users/files/GOLD_Report_2013_Feb20.pdf ‎
2. Diagnosis and management of stable chronic obstructive pulmonary disease: a clinical practice guideline update from the American College of Physicians, American College of Chest Physicians, American Thoracic Society, and European Respiratory Society.
http://www.guideline.gov/content.aspx?id=34205 

3.  Institute for Clinical Systems Improvement- Diagnosis and Management of Chronic  Obstructive Pulmonary Disease (COPD)
https://www.icsi.org/_asset/yw83gh/COPD-Interactive0311.pdf (Ignore the first page of PDF, which is an FDA Drug Safety Alert).
4. Information on the overview, screening and prevention, diagnosis and treatment available on your AFP Clerkship Resource 2014-2015 flash drive.

DEPRESSION

1.  Practice guideline for  the Treatment of Patients with Major Depressive Disorder

Access http://psychiatryonline.org/guidelines.aspx by using the TTUHSC Library page Database search, then select APA Guidelines from the site toolbar on top, then  select Major Depressive Disorder from the left side menu. 
2. Institute for Clinical Systems Improvement – Major Depression in Primary Care

https://www.icsi.org/_asset/fnhdm3/Depr-Interactive0512b.pdf 

3.   Information on, screening, diagnosis and treatment  of depression and bipolar disorder available on your AFP Clerkship Resource 2014-2015 flash drive.

DIABETES

1. Institute for Clinical systems Improvement – Diabetes Mellitus in Primary Care

https://www.icsi.org/_asset/3rrm36/Diabetes-Interactive0412.pdf
2. American Diabetes Association Standards of Care

http://care.diabetesjournals.org/content/37/Supplement_1.toc 

3. Information on the overview, screening and prevention, diagnosis and treatment available on your AFP Clerkship Resource 2014-2015 flash drive.

NICOTINE CESSATION
1. Treating Tobacco Use and Dependence: 2008 Update—Clinical Practice Guideline
http://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/tobacco/clinicians/update/treating_tobacco_use08.pdf
2. Motivational Interviewing

EE Stewart and Fox C.  Encouraging patients to change unhealthy behaviors with motivational interviewing FAMILY PRACTICE MANAGEMENT May-June 2011
http://www.aafp.org/fpm/2011/0500/p21.html accessed 7/6/14
Chronic Disease Care Readings

· Clinician's Guide To Chronic Disease Management Of Long Term Conditions : A Cognitive Behavioural Approach   ebrary Reader 
Author: Lewin, Robert   Furze, Gill   Donnison, Jennifer   
Publisher: M&K Update Ltd
Original Publication Date: 05/2008 
Good reference for addressing self-management and resistance issues.  Chapters include Cognitive Behavioral Therapy, Impairment and Disability, Unhelpful Patient Beliefs, Unhelpful Coping Behavior, Overcoming Resistance To Change, Goal Setting To Change Behavior, Reducing Stress, Anxiety and Depression, and Assessing Needs And Outcomes.
· Chroni Care Training Manual IHI Apr2002.pdf 
· http://www.aafp.org/fpm/2011/0500/p11.html Registries Made Simple
Organizing chronic illness care with a registry will streamline your workflow, improve patient outcomes and provide data for quality improvement.

Bruce Bagley, MD, and Jason Mitchell, MD

Fam Pract Manag. 2011 May-June;18(3):11-14.
· http://www.aafp.org/fpm/2011/0500/p27.htmlAn  Organized Approach to Chronic Disease Care

Delivering better chronic disease care is a team sport that requires a clear game plan.

Robert K. Lyon, MD, and James G. Slawson, MD

Fam Pract Manag. 2011 May-June;18(3):27-31.

