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Executive Summary
The goal of the American Psychological Association’s effort to develop an Interprofessional Seminar on Integrated Primary Care is to provide a course syllabus that can be used to educate, in a seminar setting, an interprofessional group of learners
 -- from all healthcare professions -- about the competencies needed to work together in a successful and integrated primary healthcare team. 

The Seminar provides eight modules designed with both content and resource suggestions while providing local interprofessional educators the opportunity to customize their Seminar to their local environment and meet local pedagogical philosophy and learning objectives.  Steps to establish an interprofessional seminar are articulated, along with common challenges in creating interprofessional learning experiences and strategies to mitigate them.  The Seminar is designed to be co-led by diverse faculty from any or all healthcare professions. We hope that this syllabus will provide the initial resources to encourage more psychology educators to participate, and develop partnerships of interprofessional educators at the local level who will inspire learners’ to develop greater awareness, skills, and innovations in collaborative care
Introduction

This Interprofessional Seminar on Integrated Primary Care (IS-IPC) provides a series of curricular modules designed to be used in a seminar setting to foster the competencies needed for working in integrated primary care. The IS-IPC is specifically designed to engage learners early in their training (pre-clinical) in interprofessional experiences.  Interprofessional education is increasingly favored as a mechanism to develop shared knowledge and values, and to promote identity development by teaching about one’s own role and learning that of other professions (Falk et al., 2015).  Further, given a set of “core” knowledge domains that all healthcare professionals must acquire, there is efficiency in creating experiences that engage learners of multiple professions at the same time.  Thus, learners who will likely be practicing in interprofessional settings can, early on in their careers, begin learning together in an interprofessional seminar environment. 


The modules include: an introduction to interprofessional education and healthcare, integrated primary care, population health, ethics, leadership, quality improvement, healthcare finance, and health policy and advocacy. Each module provides learning outcomes and interprofessional competencies related to the topic, a detailed outline of didactic materials and suggested classroom activities, references and resources, and suggested assessment approaches to measure learning. These modules are not prescriptive but rather designed to support educators to build their own modules for seminars based on these topics and resources. The IS-IPC, and each module, infuses recognition, discussion, and mastery of the concepts of diversity—including demographic diversity as well as diverse disciplines and perspectives--at individual and societl levels as well as across individual professionals, between professions and their cultures, and within and across the diverse cultures of healthcare organizations.

This document provides guidance on how to successfully build the IS-IPC and engage diverse faculty as collaborative educators. Creating interprofessional learning opportunities can present challenges. Steps to establish an interprofessional seminar are articulated, along with how to mitigate the common challenges in creating interprofessional learning. 
Context for Interprofessional Education
The health care system in the United States is undergoing dramatic redesign encouraged by health care policy changes; in particular,  the passage and implementation of the Patient Protection and Affordable Care Act (ACA) (found at https://www.gpo.gov/fdsys/pkg/BILLS-111hr3590enr/pdf/BILLS-111hr3590enr.pdf).  While interprofessionalism certainly is not a new concept, the ACA specifically recognizes the impact of interprofessional education, training, and care on quality health care and cost effectiveness (cf., Section 3502, Establishing Community Health Teams to Support The Patient-Centered Medical Home). Rozensky (2014) has noted, however, no matter what occurs politically or in the courts surrounding U.S. healthcare policies and healthcare reform, interprofessional education and integrated team-based care are here to stay because healthcare in the 21st century is far too complex to be effectively carried out by one professional or one profession. 
Among the factors driving change include a focus on patient safety, quality improvement, coordination of care, and managing rising health care costs.  As articulated in the description of the “Triple Aim” for healthcare reform, the goal of redesign is to improve the experience of care, improve population health, and reduce health care costs through integrated care (Berwick, Nolan & Whittington, 2008). Integrated primary care, “…combines medical and behavioral health services for the spectrum of problems that patients bring to primary medical care, including stress-linked physical symptoms, health behaviors, mental health or substance abuse disorders.  For any problems, they have come to the right place – [There is] ‘no wrong door’ (Blount, n.d.), and behavioral health professionals are used as consultants to primary care colleagues (Sabin & Borus, 2001; Haas & DeGruy, 2004; Robinson & Rieter, 2007; Hunter et al., 2009)”  (as cited in Peek & the National Integration Academy Council, 2013, p. 9).   Further, the National Academy of Medicine (previously the Institute of Medicine, 2001) notes that integrated care ensures patient- centered continuity based on shared care as various healthcare professionals work together, integrating their skills and practices with the goal of comprehensive, high quality patient care.
In response to this focus on integrated care, there has been increased attention to training health care professionals using interprofessional education (IPE) to develop the competencies necessary for quality collaborative practice (Brandt, 2015). While it is important to note that IPE dates back decades in the literature (Brandt, 2015), the current, rapidly changing health care environment in the U.S. is fostering an environment that widely supports adoption of this type of pedagogical approach to learning and ultimately, to practice.  Interprofessional education as defined by the World Health Organization “occurs when students from two or more professions learn about, from, and with each other to enable effective collaborative and improve health outcomes (WHO, 2010, p. 13).” 
Transforming health professions education through increasing opportunities for IPE can and should occur both in the classroom and in the community (Garr, Margalit, Jameton & Cerra, 2012).  While much focus has been afforded to the redesign of clinical training opportunities, Steffen, Zeiss, and Karel (2014) note that discussion-based activities with learners from a variety of health care professions can be an effective mechanism for delivering interprofessional education focused on knowledge and attitudes.  Many argue that interprofessional education should occur early in the education and training sequence for all healthcare students (Carter Center Mental Health Program, 2011). Some experienced professionals, also will want to learn new content as well as how to work on a team, so the modules can be adapted for an in-person or virtual seminars that give continuing education credits.
This seminar advances the focus nationally and internationally on the need for education and training to foster the development of interprofessional competencies.  One of the seminal products in the United States, and a foundation for organizing many of the modules in the IS-IPC, is the Core Competencies for Interprofessional Collaborative Practice: 2016 Update.  This document outlines four core competencies and associated sub-competencies necessary for interprofessional collaborative practice.  Its development was guided by an interprofessional model from Canada (Canadian Interprofessional Health Collaborative, 2010).  Interprofessional education is a prominent component of health professions education in other countries;   for example the Center for the Advancement of Interprofessional Education based in the United Kingdom.  
There is also growing attention in the literature regarding the need to train more psychologists interprofessionally in clinical settings (Rozensky, 2012). However, relatively less attention has been paid to Interprofessional education that is seminar or classroom.  The IS-IPC addresses that need for interprofessional, didactic preparation with a focus on activities that encourage learning, interaction and reflection. Health care reform has focused greater attention on IPE as it relates to preparing a workforce ready to provide services using integrated care models. It is important to recognize the long standing history of psychologists and other health professionals as members of integrated health care teams and corresponding attention to the specific individual and team-based competencies necessary for practicing in those settings.  There are numerous resources developed to prepare psychologists and other health professionals to work in primary care environments.  For psychology practice, these include the competencies for primary care practice that are approved as policy of the American Psychological Association (APA, 2015).  More recently, Division 38 (The Society of Health Psychology) of the APA developed modules for a graduate level course on integrated primary care that is available for free on its website (see: IPC curriculum).  In addition, a recommended training curriculum for primary care psychology was developed by McDaniel, Hargrove, Belar, Schroeder & Freeman (2004).  In fact, the structure of that curriculum heavily influenced the organization of the IS-IPC.  These efforts remain a useful body of knowledge for developing psychology-specific education and training opportunities but they were not developed for interprofessional learners.  The IS-IPC takes that next step in providing the framework for an interprofessional curriculum.
Formation of the Work Group to prepare 
the Interprofessional Seminar on Integrated Primary Care 
In response to this call for transformation of health professions education and the need for greater exposure of psychology students to interprofessional learning early and in the classroom, the Interprofessional Seminar on Integrated Primary Care Work Group was created as one of Dr. Susan McDaniel’s (APA President, 2016) Presidential Initiatives. Members of the group all have experience in the planning and implementation of interprofessional education programs and practices. The goal is to enhance the competencies of learners to contribute to integrated care environments as leaders, educators, supervisors, researchers, consultants, and clinicians through involvement in an interprofessional seminar on integrated care with other health professionals.  The Work Group consisted of diverse individuals with experience and interests in interprofessional education.  The Work Group developed the IS-IPC on integrated primary care during monthly conference calls, via an online file system, and during two-day in-person meeting. A group of interprofessional colleagues were then asked to review, comment, and make recommendations that further enhanced the IS-IPC.
Description of the Interprofessional Seminar on Integrated Primary Care
The Interprofessional Seminar on Integrated Primary Care is organized in two sections: 1) topic-specific modules and 2) guidelines on implementing the IS-IPC. The topic-specific modules each include a description of the topic, proposed learning outcomes, a detailed outline of the suggested content with classroom resources, other relevant resources, suggested methods to assess learning outcomes, any specific diversity considerations related to the topic, and any specific uses of technology related to the topic. Topics covered in the modules are: 1) elements of interprofessional care; 2) the rationale; 3) population health; 4) ethics; 5) models of leadership; 6) quality improvement; 7) health finance; and 8) health policy and advocacy. The final section of the IS-IPC focuses on steps to build a successful Seminar, including overcoming challenges related to implementation of IPE. Such topics as engaging leadership and faculty in building an IPE Seminar, scheduling logistics, assignment of course credit, co-teaching and enhancing teaching skills, potential partner profession participants, overcoming financial barriers, pedagogy, technology in an education context, and profession-specific accreditation standards are all presented in the IS-IPC. 
Using the Interprofessional Seminar on Integrated Primary Care

The IS-IPC was designed in such a way that the content of the topic-specific modules consists of information any health professions learner needs to provide services in an integrated care setting. While the scope of this project was not designed to build an exhaustive, turnkey curriculum, the Work Group sought to provide detailed outlines for each module with sufficient information and existing resources so that an instructor can easily develop a lecture, seminar session, or local course syllabus.  Each topic module can serve as a stand-alone lecture inserted into an existing course, as a special topic lecture at grand rounds, or as part of a comprehensive Seminar that includes all the modules provided. There is some purposeful overlapping of general content across modules but the focus is specific to the topic of that module. The intent is that the totality of the modules can form the basis for a semester-long seminar for all health professions that can serve as a prerequisite to practicum or field work in an integrated primary care setting. Each module contains suggested learning activities that are designed to promote learner reflection on specific constructs.  Self-reflection and problem-based learning through case examples are central to the implementation of the IS-IPC.  


Methods to assess learning outcomes for each module are suggested.  In addition, we suggest that effectiveness of the IS-IPC be assessed at the learner, faculty, and programmatic levels.  There are extent tools that are amenable to pre-post self-evaluations of interprofessional learners.  Examples include the Interprofessional Education Collaborative Competency Survey and the Readiness for Interprofessional Learning Scale.  Both are available through the National Center for Interprofessional Education and Practice, as well as numerous other assessment tools.  Feedback from faculty regarding both their experience using the SIS-IPC can be collected.  In addition, faculty ratings of learners’ demonstration of the learning objectives are a critical part of the feedback loop.  Impact of the IS-IPC or a module as part of program-level activities to promote interprofessional education can also be collected to determine the need for modifications in content or delivery.    


Decisions about evaluation processes and tools may best be guided by the use of an evaluation framework prior to the implementation of the SIS-IPC or a module  Two models commonly applied to interprofessional learning experiences are the model developed by Kirkpatrick (1994) and another by Leicester (2008).   The Kirkpatrick model provides a framework to address learner, patient and organization impact, while the Leicester Model emphasizes experiential learning in the patient context (including the community as the ‘patient’).  Such frameworks guide decisions about assessments that are tied to expected levels of performance.  For example, is demonstration of knowledge the expected outcome or demonstration of skills?  An additional resource on conceptual models for measurement is found in the IOM report, “Measuring the impact of interprofessional education on collaborative practice and patient outcomes” (IOM, 2015).  Specifically, the report includes a framework for evaluating interprofessional education experiences that looks at the learning continuum from education to practice; a variety of outcomes including learning, systems and health; and factors that either enable or inhibit outcomes.  

Individual faculty or education and training programs interested in using the materials in the IS-IPC to develop an IPE course are encouraged to thoroughly review the section at the end on building the IS-IPC and overcoming common challenges.  The latter section is intended to help those developing their IPE experience to identify goals and local resources, and recognize potential challenges a priori.  Early discussions by faculty and administrators can often resolve difficulties if handled proactively while building the interprofessional education experience.    

This IS-IPC was constructed for use with learners early in their health professions training, that is, prior to their first clinical training experience.  While the IS-IPC can be used for learners at other levels, the content of the IS-IPC may require some adaptation for more advanced learners.  While designed for use early in  the sequence of  education across all professions, including medical students and nursing students, the option for faculty partners include residency directors in internal medicine, family medicine, pharmacy, and social work, as local culture and connections allow.  
Interprofessional Education Resources
This IS-IPC draws from material available from several web-based resources.  Given the rapidly changing landscape of both interprofessional education and health care service delivery, faculty interested in utilizing thes IS-IPC are encouraged to become familiar with the suggested resources within each module and the information available routinely from the following sources that will likely contain the most up to date materials possible:
· Institute for Healthcare Improvement (IHI) provides resources at low or no cost to assist in improving health care.  Open School offers online courses in improvement capability, patient safety, and person/family-centered care.  Course content from IHI’s Open School is available to registered users.  Registration is free for faculty members and learners.  See:  www.ihi.org 
· MedED Portal: a compilation of peer-reviewed teaching and assessment resources, including materials developed for interprofessional learning experiences.  See:  https://www.mededportal.org/  
National Center for Inteprofessional Practice and Education (the Nexus): aggregates information related to the effectiveness of interprofessional education and practice.  Includes a library of interprofessional education assessment tools.  See:  https://nexusipe.org/

References for the Introduction 
American Psychological Association (2015a).  Competencies for Psychology Practice in Primary Care.  Retrieved from:  http://www.apa.org/ed/resources/competencies-practice.pdf.
Berwick, D. M., Nolan, T. W., & Whittington, J. (2008). The triple aim: care, health, and cost. Health Affairs, 27(3), 759-769. doi: 10.1377/hlthaff.27.3.759.  
Bodenheimer, T., & Sinsky, C. (2014). From triple to quadruple aim: care of the patient requires care of the provider. The Annals of Family Medicine, 12, 573-576. doi.org/10.1370/afm.1713.  
Brandt, B. F. (March, 2015).   Interprofessional education and collaborative practice: Welcome to the “new” forty-year old field. The advisor online.  Retrieved from:  http://www.naahp.org/Publications/TheAdvisorOnline/Vol35No1/35102.aspx.  
Canadian Interprofessional Health Collaborative (2010).  A national interprofessional competency framework.  Retrieved from:  www.cihc.ca/resources/publications.  
Carter Center Mental Health Program (2011).  Five prescriptions for ensuring the future of primary care.  Proceedings from the health education summit.  October 5 and 6, 2010. Retrieved from http://www.cartercenter.org/news/pr/ReinvigoratingPrimaryCareSystem.html.  
Falk, A. L., Dahlberg, J., Ekstedt, M., Heslyk, A., Whiss, P., & Dahlgren, M. A. (2015). Creating spaces for interprofessional learning: Strategic revision of a common IPL curriculum in undergraduate programs. Interprofessional education in Europe: Policy and practice, pp. 49-66.
Garr, D. R., Margalit, R., Jameton, A., & Cerra, F. B. (2012). Commentary: educating the present and future health care workforce to provide care to populations. Academic Medicine, 87(9), 1159-1160. doi: 10.1097/ACM.0b013e3182628d59.  
Institute of Medicine (2015).  Conceptual framework for measuring the impact of IPE.  Measuring the impact of interprofessional education on collaborative practice and patient outcomes pp. 25-38.  Washington DC:  National Academies Press.
Institute of Medicine. (2001). Crossing the quality chasm: A new health system for the 21st century. IOM, PDF report brief summary. Retrieved from http://www.nap.edu/books/0309072808/html/  
Interprofessional Education Collaborative (2016).  Core competencies for interprofessional collaborative practice: 2016 update.  Washington DC:  Interprofessional Education Collaborative.  
Kirkpatrick, D.L. (1994).  Evaluating training programs:  The four levels.  San Francisco: Berrett-Koehler Publishers.  
Leinster, R.S. (2008).  AMEE Guide no 34:  Teaching in the clinical environment.  Medical Teacher, 30, 347-364.  doi.org/10.1080/01421590802061613.  
McDaniel, S. H., Grus, C. L., Cubic, B. A., Hunter, C. L., Kearney, L. K., Schuman, C. C., ... & Miller, B. F. (2014). Competencies for psychology practice in primary care. American Psychologist, 69(4), 409. doi.org/10.1037/a0036072.  
McDaniel, S. H., Hargrove, D. S., Belar, C. D., Schroeder, C. S., & Freeman, E. L. (2004). Recommendations for education and training in primary care psychology.  In R. Frank, S. McDaniel, J. Bray & M. Heldring (Eds.) Primary care psychology, (pp. 63-92). Washington, DC, US: American Psychological Association.  doi.org/10.1037/10651-004
Peek, C.J. & the National Integration Academy Council (2013). Lexicon for behavioral health and primary care integration: Concepts and definitions developed by expert consensus. AHRQ Publication No.13-IP001-EF. Rockville, MD: Agency for Healthcare Research and Quality.  Available at: http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf.
Rozensky, R.H. (2012).  Health care reform: preparing the psychology workforce. Journal of clinical psychology in medical settings. 19, 5-11. doi:10.1007/s10880-011-9287-7.
Rozensky, R.H. (2014). Implications of the Affordable Care Act for Education and Training in Professional Psychology. Training and Education in Professional Psychology, 8, 1-12. doi: 10.1037/tep0000021. 
Steffen, A. M., Zeiss, A. M., & Karel, M. J. (2014). Interprofessional geriatric health care: Competencies and resources for teamwork. In N. Pachana and K. Laidlaw (Eds.) The Oxford handbook of clinical geropsychology, (pp.733-752).  Oxford: Oxford University press.
World Health Organization (2010).  Framework for action on interprofessional education and collaborative practice.  Retrieved from: http://apps.who.int/iris/bitstream/10665/70185/1/WHO_HRH_HPN_10.3_eng.pdf?ua=1
A Curriculum for an Interprofessional Seminar on Integrated Primary Care
Education Modules
Elements of Interprofessional Education  
Description of the Topic
Interprofessional education and collaborative practice competencies (IPEC, 2016), endorsed by APA in February 2013, were designed to promote the development of a health service psychologist identity. A key component of that identity is development of individual and team-based competencies to work collaboratively with all other health professions. It is similarly important for all health professions to develop their own profession-specific and team-based competencies for collaborative practice. The goal of these competencies is to support the triple aim of quality patient care, improving population health, and reduce costs (Berwick, Nolan & Whittington, 2008). 
Interprofessional domain competencies, applied in conjunction with behavioral health knowledge and skills, prepare all health professions’ learners to collaborate effectively within the changing healthcare environment, in primary care, and in other settings and service delivery systems focused on enhancing individual, family, and population health. 
Interprofessional Competencies 
The 2016 revisions to the Core Competencies for Interprofessional Collaborative Practice (IPEC, 2016) articulate four broad competency domains for health professionals:
· Work with individuals of other professions to maintain a climate of mutual respect and shared values
· Use the knowledge of one’s own role and those of other professions to appropriately assess and address the health care needs of patients and to promote and advance the health of populations.
· Communicate with patients, families, communities, and professionals in health and other fields in a responsive and responsible manner that supports a team approach to the promotion and maintenance of health and the prevention and treatment of disease.
· Apply relationship-building values and the principles of team dynamics to perform effectively in different team roles to plan, deliver, and evaluate patient/population-centered care, population health programs, and policies that are safe, timely, efficient, effective, and equitable.
The IPEC competencies are widely endorsed across health professions as a framework for promoting interprofessional collaborative practice.  
Learning Outcomes (Elements of Interprofessional Education):  
Learners who participate in an educational experience based on the content recommended in this module should be able to:
Learning outcome 1: Describe interprofessional education. 
Learning outcome 2: Discuss the relationship between interprofessional collaborative competencies and the practice of primary care.
Learning outcome 3: Discuss the impact of interprofessional collaborative care on patient safety, accessibility, and quality of care.
Learning outcome 4: Describe three factors in the changing healthcare environment that support increasing interprofessional collaboration.
Learning outcome 5: Identify facilitators and barriers to interprofessional collaborative education and practice. 
Recommended Content for this Module (Elements of Interprofessional Education):
The following sections detail content that should be included in an interprofessional education experience.  For each section of this module, relevant learning activities are provided following a description of the content that should be included.  
1. Interprofessional education and collaborative practice (IPEC)
a. Definitions
i. World Health Organization (WHO): 
The WHO defined interprofessional education and collaborative practice as “occasions when two or more professions learn with, from and about each other to improve collaboration and the quality of care.” (WHO, 2010)
ii. Interprofessional Education Collaborative:
The IPEC work group established interprofessional collaborative practice as the primary goal for health professionals, including four competency domains: Values/Ethics, Roles and Responsibilities, Communication and Teamwork.
 Support for the centrality of interprofessional collaboration as a unified domain was linked to tenets implemented in the Patient Protection and Affordable Care Act in 2010, the importance of public health metrics, and the Institute for Healthcare Improvement’s Triple Aim goals to:
· Improve the patient experience of care (including quality and satisfaction)
· Improve the health of populations
· Reduce the per capita cost of health care
(For more information see IPEC, 2016; and Englander, 2013).  
iii. The relationship of the four IPEC competence domains to interprofessional collaboration are illustrated in the following graphic. 
Interprofessional Collaboration Competency Domain:
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(Interprofessional Education Collaborative, 2016, p. 9)  Reprinted with permission.  
2. Rationale for Interprofessional Education leading to  Collaborative Practice (WHO, 2010)
a. Improves:
· Access to and coordination of health services
· Appropriate use of specialists
· Health outcomes for people with chronic diseases
· Patient care and safety
b. Decreases
· Total patient complications
· Length of hospital stay
· Tension and conflict among caregivers
· Staff turnover
· Hospital admissions
· Clinical error rates
· Mortality rates
3. Core Competencies for Interprofessional Practice 
All definitions and sub-competencies shown below are from IPEC, 2016 (see: https://ipecollaborative.org/uploads/IPEC-2016-Updated-Core-Competencies-Report__final_release_.PDF ).
a. Values/Ethics
i. Definition: 
Work with individuals of other professions to maintain a climate of mutual respect and shared values. (Values/Ethics for Interprofessional Practice) 
ii. Values/Ethics Sub-competencies: 
· Place interests of patients and populations at center of interprofessional health care delivery and population health programs and policies, with the goal of promoting health and health equity across the life span.
· Respect the dignity and privacy of patients while maintaining confidentiality in the delivery of team-based care. 
· Embrace the cultural diversity and individual differences that characterize patients, populations, and the health team.
· Respect the unique cultures, values, roles/responsibilities, and expertise of other health professions and the impact these factors can have on health outcomes. 
· Work in cooperation with those who receive care, those who provide care, and others who contribute to or support the delivery of prevention and health services and programs. 
· Develop a trusting relationship with patients, families, and other team members (CIHC, 2010).
· Demonstrate high standards of ethical conduct and quality of care in ones contributions to team-based care.
· Manage ethical dilemmas specific to interprofessional patient/population centered care situations.
· Act with honesty and integrity in relationships with patients, families, and other team members.
· Maintain competence in one’s own profession, appropriate to scope of practice.
	ACTIVITY/EXERCISE
· Compare and contrast two or more codes of ethics for health care professions relevant to primary care practice. In these exercises, consider the professions represented locally in your training program and how specific populations or disorders are addressed across professions. Discuss the rationale for differences where noted (e.g., mandated reporting).   


b. Roles/Responsibilities
iii. Definition:
Use the knowledge of one’s own role and those of other professions to appropriately assess and address the health care needs of patients and to promote and advance the health of populations. 
iv. Roles/Responsibilities Sub-Competencies:
· Communicate one’s roles and responsibilities clearly to patients, families, community members, and other professionals.
· Recognize one’s limitations in skills, knowledge, and abilities. 
· Engage diverse professionals who complement one’s own professional expertise, as well as associated resources, to develop strategies to meet specific health and healthcare needs of patients and populations.
· Explain the roles and responsibilities of other clinicians and how the team works together to provide care, promote health, and prevent disease. 
· Use the full scope of knowledge, skills, and abilities of professionals from health and other fields to provide care that is safe, timely, efficient, effective, and equitable. 
· Communicate with team members to clarify each member’s responsibility in executing components of a treatment plan or public health intervention. 
· Forge interdependent relationships with other professions within and outside of the health system to improve care and advance learning. 
· Engage in continuous professional and interprofessional
development to enhance team performance and collaboration. 
· Use unique and complementary abilities of all members of the team to optimize health and patient care. 
· Describe how professionals in health and other fields can collaborate and integrate clinical care and public health interventions to optimize population health.
	ACTIVITY/EXERCISE
· Have learners describe/discuss the roles of clinicians within primary care settings. Focus on how specific populations or disorders are addressed by different professions. Include discussion of scope of practice within professions, where competencies overlap across professions, and where they are different. How may those roles change over time?(Note: Tailor the selection of professions by practice settings involved with primary care, considering the professions represented locally in your training program as well as those missing but you think would be useful.  


c. Interprofessional Communication
i. Definition:
Communicate with patients, families, communities, and professionals in health and other fields in a responsive and responsible manner that supports a team approach to the promotion and maintenance of health and the prevention and treatment of disease. 
ii. Interprofessional Communication Sub-Competencies:
· Choose effective communication tools and techniques, including information systems and communication technologies, to facilitate discussions and interactions that enhance team function.  
· Communicate information with patients, families, community members, and health team members in a form that is understandable, avoiding profession-specific terminology when possible. 
· Express one’s knowledge and opinions to team members involved in patient care and population health improvement with confidence, clarity, and respect, working to ensure common understanding of information, treatment, care decisions, and population health programs and policies. 
· Listen actively, and encourage ideas and opinions of other team members. 
· Give timely, sensitive, instructive feedback to others about their performance on the team, responding respectfully as a team member to feedback from others. 
· Use respectful language appropriate for a given difficult situation, crucial conversation, or conflict. 
· Recognize how one’s uniqueness (experience level, expertise, culture, power, and hierarchy within the health team) contributes to effective communication, conflict resolution, and positive interprofessional working relationships (University of Toronto, 2008). 
· Communicate the importance of teamwork in patient-centered care and population health programs and policies.
	ACTIVITY/EXERCISE
· Discuss the language used in primary care to describe clinical care, the impact of speaking a different ‘languages’ across professions, and the importance of reducing the use of jargon to enhance collaborative practice. Make certain common differences in language across professions are discussed. For example:
· Patient vs. Client
· Appointment vs. Session
· Discuss common sources of professional information (as listed below) and the value of using these sources to prepare plans for assessment and treatment.
· Journals (Suggest that each profession represented on the  team name a journal from which to collect articles.  Have each learner distribute and discuss an article from his/her own profession that has an impact on their individual or team-level clinical competencies)
   * e.g,, Journal of Interprofessional Care

· Websites
  *UpToDate http://www.uptodate.com/home 
 *Epocrates  http://www.epocrates.com/ 
· Apps

· Articles can be shared by instructors from each profession to illustrate specific clinical scenarios or communication issues within a team. For example. this article describes an observational tool to evaluate communication (CBOAT):
            Blackhall, L, Erickson, J., Brashers, V., Owen, J. & Thomas, S. (2014). Development and validation of a collaborative behaviors objective assessment tool for end-of-life communication. Journal of Palliative Medicine, 17, 1, 68-74. doi.org/10.1089/jpm.2013.0262


d. Teams and Teamwork
i. Definition:
Diverse professionals apply relationship-building values and the principles of team dynamics to plan, deliver, and evaluate patient/population-centered care and population health programs and policies that are safe, timely, efficient, effective, and equitable.
ii. Teams and Teamwork sub-competencies.  Individuals can:
· Describe the process of team development, and the roles and practices of effective teams. 
· Develop consensus on the ethical principles to guide all aspects of team work. 
· Engage health and other professionals in shared patient-centered and population-focused problem-solving. 
· Integrate the knowledge and experience of health and other professions to inform health and care decisions, while respecting patient and community values and priorities/preferences for care.
· Apply leadership practices that support collaborative practice and team effectiveness. 
· Engage self and others to constructively manage disagreements about values, roles, goals, and actions that arise among health and other professionals and with patients, families, and community members. 
· Share accountability with other professions, patients, and communities for outcomes relevant to prevention and health care. 
· Reflect on individual and team performance for individual, as well as team, performance improvement. 
· Use process improvement to increase effectiveness of interprofessional teamwork and team-based services, programs, and policies. 
· Use available evidence to inform effective teamwork and team-based practices. 
· Perform effectively on teams and in different team roles in a variety of settings.
iii. Compare and contrast models of teamwork
	Component
	Multidisciplinary 
	Interdisciplinary
	Interprofessional 

	Philosophy of Team Interaction
	Team members recognize the importance of contributions from several professions. 
	Team members are willing and able to share responsibility for services among professions. 

	Team members commit to teach, learn, and work across disciplinary boundaries to plan and provide integrated services.

	Patient/Family Role
	Patient/family meets with team members separately by profession. The client may or may not be considered a team member.
	Patient/family may work with the whole team or team representatives.
	Patient/family are always members of the team and determine their own team roles. 


	ACTIVITY/EXERCISE
· Discuss barriers to implementing interprofessional education and collaborative practice 
· Policy and regulatory barriers -- discuss barriers from the individual, institutional and societal levels; see for example:
Oandasan, I. & Reeves, S. (2005) Key elements of interprofessional education   Part 2. Journal of Interprofessional Care, 19(supl1), 39-48. doi.org/10.1080/13561820500081703
· Structural barriers:
San Martín-Rodríguez, L., Beaulieu, M. D., D'Amour, D., & Ferrada-Videla, M. (2005). The determinants of successful collaboration: a review of theoretical and empirical studies. Journal of Interprofessional Care, 19 (sup1), 132-147. doi.org/10.1080/13561820500082677
· Attitudinal barriers:
 Laine, C., & Davidoff, F. (1996). Patient-centered medicine: a professional evolution. Jama, 275, 152-156.  doi:10.1001/jama.1996.03530260066035
· (See the overcoming challenges section and reference list from this module, and consult IPEC websites and the AAMC MedEd portal for additional information and resources.)
· The Health Care Team Challenge is an experiential exercise for learners to practice interprofessional collaborative practice. Adapt to use with a primary care case.
Richardson B, Gersh M, & Potter N. Health care team challenge: a versatile model for interprofessional education. MedEdPORTAL Publications. 2012;8:9287. doi.org/10.15766/mep_2374-8265.9287


4. Cultural awareness
a. A focus of this module is on understanding the “cultures” of other professions.  This includes awareness and discussion of the impact of the local healthcare facility and its culture and the impact of that on each profession, the team, and the patient care.  In addition, examine healthcare disparities that are common in primary care. MedScape news reports and the following articles and vidoes may be helpful:
Hall, P. (2005). Interprofessional teamwork: Professional cultures as barriers. Journal of Interprofessional Care, Supplement 1, 188-196.

doi.org/10.1080/13561820500081745. 
            McDaniel SH & Campbell TL  Culture Clash:  A referral by a real family 
      physician to a real psychologist of a fictitious patient.
      https://www.youtube.com/watch?v=bXfK_wrtxiE&feature=youtu.be
Mitchell, P., Wynia, M., Golden, R., McNellis, B., Okun, S., Webb, E.,…Von Kohorn, I.  (2012). Core principles & values of effective team-based health care.  Washington, D. C.: Institute of Medicine.
Oelke, N., Thurston, W. & Arthur, N. (2013). Intersections between interprofessional practice, cultural competency and primary healthcare. Journal of Interprofessional Care, 27, 5, 367- 372. 

doi.org/10.3109/13561820.2013.785502. 

	ACTIVITY/EXERCISE:

Relational dynamics (power, hierarchy, role confusions) impede effective communication and collaboration and can compromise patient care. The following exercises permit learners to acquire fuller understanding of other health professionals’ roles and scope of practice, as well as to engage interpersonally.

· Getting to Know You
Have an interprofessional group of learners introduce themselves to each other and  answer the following questions:

· Name

· Place of birth

· Profession of study and career objective

· Share what and/or who influenced your choice of study

· Why did you choose this profession? 

· Share a surprising fact about yourself.

· Getting to Know You in Your World of Work

· Have participants discuss:

· Given your current level of training and experiences, what is unique about your profession or what do you think your professional contributes as a member of an interprofessional health care team?

· What is the course of preparation/curriculum?

· What types of patients do you see? For what issues? In what settings?

· What do you think your profession brings to interprofessional collaboration?

· What misconceptions do you think other professions may have about your profession?

· What do you think the other professions present might contribute?

· What is a pressing issue for your profession?

· Bringing it Home 
Have an interprofessional group of learners introduce themselves to each other and answer the following questions:

· Where in your work (or personal experiences) have you seen positive examples of interprofessional collaboration that enhance patient outcomes in primary care (e.g., if you have been a patient in the health care system)?

· Consider this quote and then respond to the question below.

· “The Wizard of Oz teaches us a valuable lesson about what makes a journey meaningful. It is not mere possession, but also awareness of our unique gifts that enables us to put them to use. We learn that conquering trepidation and taking that first step is the only way to come to self-awareness, master our talents, and seize opportunities to support each other to success.” Tom Hayes, author of Jump Point 

· What personal and professional characteristics do you possess that enhance or inhibit your ability to navigate interprofessional practice? (It may be the same characteristic(s)!)


5. Technology related to interprofessional education
a. How professionals document in EHRs will vary depending on standards in the clinic and profession.
b. Innovative educational strategies using simulations (Second Life) permit learners to engage in clinical activities and practice skills with no risk to actual patients.
c. Discussion of working as interprofessional virtual teams will add to the knowledge of how current team based care is evolving, see for example.
Dow, et al. (2016). Training and assessing interprofessional virtual teams using a web-based case system. Academic Medicine, 91, 120-126 doi: 10.1097/ACM.0000000000000912.  
Assessment of Learning Outcomes (Elements of Interprofessional Education)
The following activities might be used to assess the learning outcomes for this module:
Learning outcome 1
Describe interprofessional education. 
	I See IPEC!
· Identify didactic and/or clinical courses that provide opportunities for interprofessional education or interprofessional collaborative practice in your School or on your campus. 
· What professions are represented?  What professions that are not included would benefit if they were?
· What types of engagement occurs (group work, project-based learning, service-learning, shared client interventions, global health, etc.)?  
· What suggestions do you have to improve the learning of IPEC competencies in your coursework?


Learning outcome 2
Discuss the relationship between the interprofessional collaborative competencies and the practice of primary care.
	Show and Tell 
· Review the IPEC, 2016 Interprofessional Collaboration Competency Domains. Identify 3 sub-competencies for each of the four competencies and write an example of how each sub-competency might be shown in primary care practice.
Example:
Competency - Values/Ethics
Sub-Competency - Respect the unique cultures, values, roles/responsibilities, and expertise of other health professions and the impact these factors can have on health outcomes. 
Now, apply the competency in primary care practice:
e.g., The nurse practitioner and behavioral health clinician agree to (politely) interrupt each other during case consultations when jargon is used.  (Can make JARGON ALERT cards to signal.)
· Interprofessional teams--read an article from the science of teams research and discuss its relevance to teamwork in primary care.


Learning outcome 3
Discuss the impact of interprofessional collaborative care on patient safety, accessibility, and quality of care. 
	News Flash
· Interprofessional learner teams are instructed to examine medical newsfeed, the popular press and government documents to find evidence of the impact of collaborative care (or lack of it) on patient safety, accessibility, and quality of care. 
· Learners find examples that illustrate each of the triple aims.  Discuss from the perspective of their profession and from the team’s viewpoint.
· Learner teams may discuss how to promote joy in the workplace (see Sikka, R., Morath, J.M., Leape, L. (2015). The Quadruple Aim: care, health, cost and meaning in work. BMJ Quality Safety, 24 (10):608–610).  doi.org/10.1136/bmjqs-2015-004160.


Learning outcome 4
Describe three factors in the changing healthcare environment that support increasing interprofessional collaboration.
	Let’s Talk
Ask interprofessional learner teams (of 2 or 3) to interview a practicing primary care clinician about their opinion of the current healthcare system. Ask learner teams to:
Specifically inquire about which other professionals are on this clinician’s team. 
· Explore the degree to which their activities seem to reflect high quality interprofessional collaboration.  
· Was there evidence of enhanced patient satisfaction?  Increased patient safety or improved outcomes? Greater clinician satisfaction? 
· From the interview narrative, ask the learners to identify at least 3 factors that support or demonstrate the importance of interprofessional collaboration in primary care.


Learning outcome 5
Identify facilitators and barriers to interprofessional collaborative education and practice. 
	Culture Clash
· Create interprofessional learner teams and have them read Interprofessional teamwork: Professional cultures as barriers (Hall, 2005).  Based on information from the article and their own experiences, learners are to create a skit (or video) to illustrate possible barriers and/or supports for interprofessional education or collaboration.  Use the professions on the team in the skit (and any others the team wishes to include).
· See Hall, P. (2005)
· What’s in a Name?
Learner teams generate a list of at least 6 health care professions. Beside the name of each profession, learners are to list 3 to 5 professional behaviors/scope of practice activities that the public\patients would use to describe each profession and then make a similar list of how other health professionals might describe each profession. 
Example:
Psychologist – shrink, works with the mentally ill, aloof and smart
Nurse – compassionate, helps the physician, assists patient’s family
Social worker – advocate, home wrecker, works with abused children
Etc.
· Learners complete their list of adjectives individually and then share and discuss with each other.


References and Resources (Elements of Interprofessional Education)
These resources can be used to supplement the selection of activities described above:
1. General information
Websites:
· National Center for Interprofessional Practice and Education (Nexus) 
https://nexusipe.org/ 
· AAMC MedEd Portal 
https://www.mededportal.org/ 

· SAMHSA 
http://www.integration.samhsa.gov/integrated-care-models/behavioral-health-in-primary-care  

and
http://www.integration.samhsa.gov/integrated-care-models/primary-care-in-behavioral-health 

· Interprofessional Professionalism Collaborative
http://www.interprofessionalprofessionalism.org/
· TEAM STEPPS
http://www.ahrq.gov/teamstepps/index.html 

· Canadian Interprofessional Health Collaborative
http://www.cihc.ca  
Additional Activities/Exercises (Elements of Interprofessional Education) 
Never Truly Over-Deployment: Explorations of IPEC in Practice
a. Listen to the NPR Story Corp episode Never Truly Over-Deployment: A Challenge of Its Own 
http://www.npr.org/2014/03/29/295329503/never-truly-over-discussing-deployment-a-challenge-of-its-own 
b. Discuss:
i. What experiences have you had that are relevant to this case?  How may they help or interfere with your ability to understand the couple’s experiences?
ii. What factors need to be assessed/addressed? Why?
iii. What questions do you have for the other professionals on the team?
iv. What are the next steps?
v. As a result of this exercise, what have you come to understand about your role on the team?
Videos – topics for discussion
· Interprofessional Education: What is it and Why do we do it (9 minutes)
The video highlights transformation in health care service delivery and health professions education and identifies the factors stimulating the changes for each.  Leadership and policy initiatives from professional organizations, funding sources, universities, and WHO are described.
https://www.youtube.com/watch?v=Q-83eDYlFP4 

· Interprofessional Teamwork (18 minutes)
This video showcases agencies that use the Leicester University Model of interprofessional collaboration.  Note the impact of IPC on patient safety, quality of care, and professional work satisfaction. 
https://www.youtube.com/watch?v=Fh7tIr4Tl1o 

· TEAM STEPPS videos (communication protocols)
This site has numerous brief simulations of TEAM STEPPS communication protocols being used.
http://www.ahrq.gov/teamstepps/instructor/videos/index.html 
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Rationale for Integrated Primary Care
Description of the Topic
Primary care has been described as the “de facto” mental health system in the United States.  Most of the behavioral health care in the country occurs within the course of primary care visits.  Therefore, it makes sense for psychologists, and other behavioral health professionals to integrate with the professionals already in primary care. An informative series of modules related to the practice of integrated care is available through APA’s Division 38 (Health Psychology).  This module describes why it is important for behavioral health clinicians to integrate into primary care, how this integration has been accomplished, and some of the unique interprofessional issues to consider in primary care. 
Organization of this module
We first describe the broader interprofessional competencies working in integrated primary care settings followed by the competencies for behavioral health professionals (particularly psychologists).  We then provide learning objectives for the module followed by a syllabus for discussing why and how behavioral health clinicians have been integrated into primary care settings.
Interprofessional competencies in Integrated Primary Care
Working in integrated primary care settings requires particular attention to interprofessional competencies. There are the broad competencies developed by IPEC that guide practice in this environment.as well as specific competencies developed for psychologists (IPEC 2016; McDaniel et al., 2014).  
 IPEC four core competencies:
1. Values/Ethics
a. Work with individuals or other professions to maintain a climate of mutual respect and shared values
2. Roles/Responsibilities
a. Use the knowledge of one’s own role and those of other professions to appropriately assess and address the health care needs of patients and to promote and advance the health of populations
3. Interprofessional Communication
a. Communicate with patients, families, communities, and professionals in health and other fields in a responsive and responsible manner that supports a team approach to the promotion and maintenance of health and the prevention and treatment of disease. 
4. Teams and Teamwork
a. Apply relationship-building values and the principles of team dynamics to perform effectively in different team roles to plan, deliver, and evaluate patient/population-centered care and population health programs and policies that are safe, timely, efficient, effective, and equitable
      McDaniel et al. (2014) discuss six clusters of competencies described below. These competencies were developed for psychologists, but may be broadly applied to other professions working in integrated primary care settings:
1. Science
a.  Within primary care, two general areas make up the science cluster: 
i. the importance of a scientific foundation related to the biopsychosocial approach, 
ii. the importance of research and evaluation.
2. Systems
a. Three components comprise the system-related competencies. Skills within this competency include 1) the ability to promote effective communication among staff operating in an interprofessional environment at multiple levels (staff, clinical, and organizational), 2) an appreciation for the complex environment that surrounds patient care, and 3) an understanding of how health care policy effects clinical, operational, and financial aspects of health care.  The three components are:
i. understanding interprofessional systems of care, 
ii. leadership and administration, 
iii. advocacy
3. Professionalism
a. This refers to a broad range of attributes including: 
i.  professional values and attitudes; individual, cultural, and disciplinary diversity; ethics; and reflective self-practice, self-assessment, and self-care
b. In primary care professionals need practice management flexibility
i.  time management, managing frequent interruptions, the fast pace, and limited space.
ii.  particular attention should also be paid to the ethical concerns unique to primary care environments.
4. Relationships
a. Refers to interprofessional collaboration and contributions to effective team functioning.
i. Strong interprofessional relationships within the primary care environment are critical for effective functioning.
5. Application
a. Efficient practice management
i. For those who are working within the primary care environment must adapt to the fast, efficient pace. 
b. Assessment
i. Assessment should be continuous, flexible and dynamic.
ii. Measures must be appropriate for the environment and populations being assessed
iii. May need to be shorter than measures typically used in traditional mental health care
c. Intervention
i.  Interventions should be focused not just on mental health concerns, but health behaviors, adherence, chronic disease prevention and treatment, and conditions that contribute to high health care utilization.
d. Clinical consultation
i. Must be able to respond to clinical questions in a collaborative manner.
6. Education
c. Committing to lifelong learning to maintain competence in primary care is critical. 
Learning Outcomes (Rationale for Integrated Primary Care):
Learning Outcome 1 (Differentiating between traditional mental health care and primary care behavioral health):  Participants will be able to describe the strengths and weakness associated with traditional mental health care.
Learning Outcome 2 (Rationale for integrating into primary care): Participants will be able to describe factors that influence primary care delivery, including the evidence base for team effectiveness, and why there is a need for increased integration of behavioral health clinicians into primary care settings.

Learning Outcome 3 (Models of integration):  Participants will be able to describe the various methods for behavioral health integration with primary care and the impact that the type of integration has on interprofessional relationships.  

Recommended Content for this Module (Rationale for Integrated Primary Care):
1. Distinguish between traditional behavioral health care and primary care behavioral health
a. Consider starting the module by playing the video Integrated Primary Care-Trailer by American Psychological Association (2:35) available at: https://vimeo.com/135672745
i. This video begins to cover the overarching ideas of the module, including interprofessional teamwork and the value of integrated care

b. Behavioral Health is an umbrella term that addresses any behavioral problems impacting health, including mental health and substance abuse conditions, stress-linked physical symptoms, patient activation and health behaviors. (Peek & National Integration Academy Council, 2013).
c. Define traditional behavioral health care
i. Traditional behavioral health care is provided in individual offices, community mental health centers, and separate “mental health” clinics, which are often separated geographically and conceptually from the rest of the medical system.
ii. Common features of traditional behavioral health care:
i. A strong focus on the individual
ii. Extensive intake interviews and assessments
iii. “Clients” are self-referred or may be referred by others
iv. “50-minute” appointments are typical for follow-up
iii. The level and complexity of service provided in traditional behavioral health clinics are similar to specialty care clinics in the medical system (e.g., cardiology, oncology)
d. Describe strengths and weaknesses of how behavioral health care is provided in traditional behavioral health care settings
i. Strengths
· Allows for a full, detailed, and complex assessment of individuals
· Most evidence-based assessments and interventions are based on this model
ii. Weakness
· Often very little interprofessional contact
a. Behavioral health clinics are often viewed as “black holes” by primary care clinicians.  Patients enter, and then there is no interaction between primary care and behavioral health professionals.
· If there is a shared record system between the behavioral health clinic and the rest of the electronic health record (EHR), these notes are sometimes marked “sensitive” and require some special access, further separating this care from other care.
· There is limited access to these clinicians who typically only see 6 to 8 patients in a day.
· The isolation of the care, relative to the rest of the medical system, contributes to stigma
	ACTIVITY/EXERCISE
· Prior to class, ask learners to watch portions of the congressional hearing about the state of the mental health care system in America, https://www.youtube.com/watch?v=GLnYu4V2DNk  (2:34:44)
· Divide learners into small groups and discuss how the observed discussions apply to their systems.  What are their ideas about how the behavioral health care system could be improved?
· Consider watching and discussing Mental Health-Last Week Tonight with John Oliver a frank discussion about challenges with the current mental health system. Review first to determine whether it is appropriate for you and your audience.
     https://www.youtube.com/watch?v=NGY6DqB1HX8 (11:54) 


2. Ration
ale for integrating into primary care
a. Primary care has been called the “de facto” behavioral health care system in the U.S. (Regier et al., 1993)
b. As primary care clinics become patient-centered medical homes (PCMH), there is increasing support for integration (American Academy of Family Physicians [AAFP], American Academy of Pediatrics [AAP], American College of Physicians [ACP], & American Osteopathic Association [AOA], 2007)
i. What is PCMH?
a. In the PCMH, comprehensive primary care is provided to children, youth and adults.  The PCMH was originally guided by seven principles, described in more detail in AAFP, AAP, ACP and AOA (2007):
i. Each patient has a personal clinician
ii. In the original model, the personal physician leads the team of individuals who cares for the patient
iii. The care is coordinated and/or integrated across the health care system
iv. Hallmarks of the PCMH are quality, safety, and patient satisfaction.
v. There is enhanced access to care
vi. Enhanced payment recognizes “the added value provided to patients who have a patient centered medical home.”
ii. Behavioral health care is now part of the PCMH
a. “The incorporation of behavioral health care has not always been included as practices transform to accommodate to the PCMH ideals. This is an alarming development because the PCMH will be incomplete and ineffective without the full incorporation of this element, and retrofitting will be much more difficult than prospectively integrating into the original design of the PCMH.” (Baird et al., 2014)
c. Six reasons why behavioral health should be part of the PCMH (adapted from Patient-Centered Primary Care Collaborative’s “Why Behavioral Health Needs to be Integrated into the PCMH”)  
i. High prevalence of behavioral health problems
ii. High burden of behavioral health in primary care
iii. High cost of unmet behavioral health needs
iv. Lower cost to the medical system and employers when behavioral health needs are met
v. Improved behavioral and physical outcomes
vi. Improved patient and clinician satisfaction
d. Many now argue that high-value health care will not be achieved unless the interdependent goals of the Quadruple Aim (Berwick, Nolan, & Whittington, 2008; Bodenheimer & Sinsky, 2014) aim are met.  These goals include:
i. Improving the individual’s experience of care
ii. Improving the health of populations
iii. Reducing the per capita costs of care for populations
iv. Improving the clinician experience
e. Primary care is built on interprofessional relationships and team-based care. A full scope of clinicians and support personnel allow primary care to serve a broad population.
i. Historically, physicians, nurse practitioners, physician’s assistants, nurses, pharmacists, social workers and medical technicians have worked within primary care.
ii. Integrating behavioral health care requires an understanding and appreciation of these relationships.
f. Effective management of conditions seen in primary care requires using a biopsychosocial approach (Engel, 1977; Borrell-Carrio, Suchman, & Epstein, 2004).  In contrast to the traditional biomedical approach, which suggests that disease can be defined by biological factors alone, the biopsychosocial model suggests that understanding the biological, psychological, and social/environmental factors are necessary for a complete understanding of disease. Using a biopsychosocial model changes the question from “Why does the person have X (e.g., pain)” to “What contributes to X (e.g., pain)?” Examples of these factors include:
i. Biological/Physical (e.g. genetic predispositions, sex, race)
ii. Behavioral (e.g., what a person does to make it better/worse)
iii. Cognitive (e.g., moving from negative to positive thoughts and acceptance)
iv. Emotional (e.g., depression, anger, anxiety, happiness)Social/Environmental
a. Including: family/workplace, social support systems, race/ethnicity/culture, spiritual/religion
g. Systems theory and systemic approaches not only can help interprofessional teams understand the multiple factors that influence patient health, but also team relationship and the relationships between systems in the health care system that impact health (McDaniel & Fogerty, 2009). 
i. Systemic thinking often involves conceptualizing change, observing patterns and trends, considering connections between individuals and systems, accepting ambiguity, shifting perspectives and considering the impact of time (Staton & Welsh, 2012)
h. Primary care is designed to serve a population and therefore efforts to integrate must consider population-based behavioral health needs (see Population Health Module)
i. Primary care clinicians will “see anything that comes through the door” and make decisions about what can be managed in primary care and what requires specialty care.  Behavioral health clinicians need to be prepared for a wide breadth of behavioral health concerns
i. Mental Health (common examples)
a. Depression, anxiety, stress-related disorders (e.g., PTSD)
b. Cognitive disorders, dementias
c. Parenting, developmental delays, ADHD
ii. Substance Abuse (common examples)
a. Alcohol
b. Opioid abuse
c. Other substance use disorders
iii. Conditions Impacted by Behavior
a. Health behaviors
i. Tobacco use
ii. Physical inactivity
iii. Sleep disruption (e.g., insomnia, sleep apnea)
iv. Medication adherence
b. Chronic health conditions
i. Asthma
ii. Cancer (and cancer survivorship),
iii. Cardiovascular disease
iv. Chronic pain
v. COPD
vi. Diabetes
vii. Infectious disease (e.g., HIV positive)
iv. To gain further understanding of the range of concerns seen across primary care clinics and the benefits of integration, there are a series of videos put out by APA to watch about psychologists in particular in integrated health care:
a. Family Medicine https://www.youtube.com/watch?v=fH_s8VVJD1s&list=PLxf85IzktYWIp2eNrRJrgnOBq6W0eox5y&index=4
b. Obstetrics and Gynecology https://www.youtube.com/watch?v=BbMGlDtCxew&list=PLxf85IzktYWIp2eNrRJrgnOBq6W0eox5y&index=3
c. Pediatrics  
https://www.youtube.com/watch?v=gd-4daXuTEQ&list=PLxf85IzktYWIp2eNrRJrgnOBq6W0eox5y&index=2
d. Geriatrics https://www.youtube.com/watch?v=f5q262UDXhU&list=PLxf85IzktYWIp2eNrRJrgnOBq6W0eox5y&index=6
j. Increased integration in primary care settings allows for an improved stepped care approach to behavioral health concerns.
i. Stepped care has two fundamental features (Bower & Gilbody, 2005)
a. The recommended treatment is the least invasive of available treatments, but still provides significant health gains
b. Using the model is self-correcting
ii. Patients in need of more intensive behavioral health care can be identified in the primary care setting and referred to the specialty mental health system, whereas the majority can be managed in primary care
iii. As the Medical Home for patients, if an intervention does not result in the desired change, the next “step” in care can be offered
k. Integrated primary care allows for the involvement of an broader interprofessional team to target behavioral health allowing for a greater range of potential assessments and interventions. 
i. Watch the APA video (3:21) Psychologists in Integrated Health Care: Interprofessional Team-Care for Wellbeing 
https://www.youtube.com/watch?v=_dXgs3lFLAU
This video highlights the value of interprofessional teams.
ii. As researchers explore what makes good interprofessional teamwork, they have developed an understanding of the factors that contribute to effective team functioning in healthcare teams (Bennett & Gadlin, 2012; Bennett, Gadlin, & Levine-Findley, 2010):
a. Effective leadership and management skills
b. Self- and other-awareness
c. Trust established among team members
d. Strategies developed for open communication
e. Effective team-building, including setting shared expectations and defined roles and responsibilities
f. Creating and revisiting a shared vision
g. Creating processes for appropriate recognition and credit
h.  Developing healthy conflict resolution strategies when disagreements occur

i. Learning other’s languages.
j. Enjoying the work together.
iii. Additionally, in the business world, researchers using sociometric badges that collect information about patterns of communication have found that great teams demonstrate three critical dimensions of communication (Pentland, 2012):
a. Energy
i. Measured by the number and nature of exchanges between team members.
ii. Face-to-face is the most valuable form of communication, followed by phone or videoconference, with the least valuable being email or texting.  That being said, regular communication through the Electronic Health Record is essential.
iii. So, regardless of the type of primary care integration, working to enhance face-to-face contact between professionals may improve team functioning.
b. Engagement
i. The average amount of energy between the team members. High energy among all team members suggests high levels of engagement.
ii. In interprofessional teams, it is valuable for team members to engage directly with each other.
c. Exploration
i. The amount of communication that members engage in outside of their team—they seek more outside connections.
ii. In primary care settings, this may be interactions with other specialties, professions, community resources.
d. Pentland (2012) has shown that improving these factors improves the functioning of teams.
e. Overall the available evidence supports the idea that in interprofessional teams “none of us is not as smart as all of us.” Japanese Proverb
	ACTIVITY/EXERCISE
· Watch the series of videos (10 videos, 20:15) AHRQ Integrating Behavioral Health and Primary Care and discuss how these videos influence thinking about primary care      https://www.youtube.com/playlist?list=PLD0G0A0-yGgk_36jfsJJut1hCDTB8Ycq1
· Watch the video of Alex “Sandy” Pentland discussing Social Physics: http://tedxtalks.ted.com/video/Success-Through-Social-Physics
· Discuss how these concepts relate to primary care settings and ways that interprofessional teams can increase energy, engagement, and exploration.


3. Continuum of ways to integrate in primary care
a. Consider starting this section watching the SAMHSA video (3:38) Healthcare Integration (https://www.youtube.com/watch?v=79-KMN6IWXk); this video highlights a range of integration that includes, behavioral health, pharmacy, and wellness programs.
b. What is integrated care?
i. The care that results from a practice team of primary care and behavioral health clinicians, working together with patients and families, using a systematic and cost-effective approach to provide patient-centered care for a defined population to address behavioral health care (Peek 2013).
ii. A lexicon has been developed and published by AHRQ to guide the conversations about integrated care (Peek 2013).
	ACTIVTY/EXERCISE

· Read:
Peek, C. J. & the National Integration Academy Council. (2013). Lexicon for Behavioral Health and Primary Care Integration: Concepts and Definitions Developed by Expert Consensus. AHRQ Publication No.13-IP001-EF. Rockville, MD: Agency for Healthcare Research and Quality. Retrieved from: http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf. 

· Assign learners to select one term in the lexicon and find a Utube or other video to share with the class that exemplifies the term in a clinical practice setting.




c. The four quadrants of clinical integration are based on patient physical and behavioral health needs, and have been described as one method for determining the types of integration that are needed (Collins, 2010; National Council for Community Behavioral Healthcare, 2009). 
Four Quadrant Clinical Integration Model
	Behavioral Health Risk Complexity
Low                                                                                                                     High
	
	Quadrant II
BH↑ PH↓
	Quadrant IV
BH↑ PH↑

	
	3. 
	· Behavioral health clinician/case manager w/ responsibility for coordination with PCP
· PCP (with standard screening tools and guidelines)
· Nurse practitioner/physician integrated into specialty behavioral health site
· Specialty behavioral health
· Residential behavioral health
· Crisis/ED
· Behavioral health inpatient
· Other community supports

	· PCP (with standard screening tools and guidelines)
· Nurse practitioner/physician integrated into specialty behavioral health site
· Nurse care manager at behavioral health site
· Behavioral health clinician/case manager 
· External care manager
· Specialty medical/surgical
· Traditional behavioral health
· Residential behavioral health
· Crisis/ED
· Behavioral Health and medical/surgical inpatient
· Other community supports


	
	
	Quadrant I
BH↓ PH↓
	Quadrant III
BH↓ PH↑

	
	4. 
	· PCP (with standard screening tools and behavioral health guidelines)
· PCP based behavioral health consultant/care manager
· Psychiatric consultation

	· PCP (with standard screening tools and behavioral health guidelines)
· PCP based behavioral health consultant/care manager (or in specific specialties)
· Specialty medical/surgical
· Psychiatric consultation
· ED
· Medical/surgical inpatient
· Nursing home/home-based care
· Other community supports


	
	
	Physical Health Risk/Complexity

Low                                                                                                             High



· Note: Individuals with serious mental illness can be served in all settings.  Services should be delivered based upon individual needs, patient/family choice, community resources, and the specifics of the collaboration.
Adapted from: National Council for Community Behavioral Healthcare. (2009). Behavioral health/primary care integration and the person-centered healthcare home.  Washington, DC: National Council.
d. This model highlights the interprofessional roles of medical clinicians (i.e., physicians, physician assistants, nurses) and behavioral health clinicians and the levels of care that could be offered depending on the needs of the patient. Image below from National Council for Community Behavioral Healthcare (2009).
i. There is a continuum of integration/collaboration that systems can implement. Collins (2009) describes this continuum as going from minimal to close fully integrated. 
	Minimal
	Basic
at a Distance
	Basic
On-site
	Close
Partly Integrated
	Close
Fully Integrated

	Collaboration Continuum


Adapted from: Collins, C., Hewson, D. L., Munger, R., & Wade, T. (2010). Evolving models of behavioral health integration in primary care. New York: The Milbank Memorial Fund. doi.org/10.1599/EvolvingCare2010
1. The type of collaboration/integration affects the required interprofessional skills required for success.
	Level of Integration
	Location
	Health Records/Systems
	Communication
	Interprofessional skills

	Minimal
	Separate
	Separate
	Sporadic
	Low

	Basic-at a distance
	Separate
	Separate
	Periodic
	Some

	Basic-on site
	Same facility
	Same
	More regular
	Moderate

	Close-partly integrated
	Same facility
	Some shared systems
	Regular
	High

	Close-fully integrated
	Same clinic/team
	Same
	Daily/Same team
	Very high


2. Others (e.g., APA Division 38, the Society of Health Psychology) describe the continuum as siloed, collocated, and integrated.  Below is a model used by SAMSHA and others that categorizes the level of clinician and systems integration.  
	Levels of Systemic Collaboration Between Therapists and Other Health Professionals

	Level
	Description
	Location
	Handles adequately
	Handles inadequately

	1. Minimal collaboration
	Separate facilities and systems

Rarely communicates
	Private practice, most agencies
	Routine medical or psychosocial problems
	Refractory problems or those with biopsychosocial interplay

	2. Basic collaboration off-site
	Separate facilities and systems

Periodic communication about patients, linkages, treatment planning
	Setting with active referral linkages
	Patients with moderate biopsychosocial interplay (e.g., diabetes, depression)
	Problems with significant biopsychosocial interplay

	3. Basic collaboration on-site
	Separate mental health and other health care systems in the same facility

Regular communication and appreciation of each other’s work 
Ill-defined teams, no common language

Physicians have more power and influence than other providers, who may resent them
	Some HMO’s, rehabilitation settings, medical clinics, without systemic approaches to collaboration, mutual consultation and team building 
	Patients with moderate biopsychosocial interplay who require occasional face-to-face interactions among providers and coordinated treatment plans
	Problems with significant biopsychosocial interplay and ongoing, challenging management problems

	4. Close collaboration in a partly integrated system
	Shared site and systems

Regular interaction, mutual consultation

Routines difficult, some attention to team building

Unresolved tensions over physicians’ greater power and influence on the team
	Some HMO’s, CHC’s, rehabilitation settings, hospice, family medicine, and other clinical settings that systematically build teams 
	Problems with significant biopsychosocial interplay (e.g., chronic illness, somatization)
	Complex patients with multiple providers and multiple systems, especially with conflicting agendas or triangulation by patients or families

	5. Close collaboration in a full integrated system
	Shared site, systems and biopsychosocial vision

Shared expectations for team-based prevention and treatment

Regular team meetings

Conscious effort to balance power and influence among providers, according to patient need and provider expertise
	Some large, closed health systems, primary care clinics, hospice, etc.
	The most difficult and complex biopsychosocial problems with challenging management issues
	Patients with insufficient team resources or break-downs in collaboration with larger systems


Adapted from: Doherty, W.J., McDaniel, S.H., & Baird, M.A. (1996).  Five levels of primary care/behavioral healthcare collaboration.  Behavioral Healthcare Tomorrow, 5,25-27.
Also cited in: McDaniel, S.H., Doherty, W.J, Hepworth, J., (2014). Medical family therapy and integrated care, 2nd ed. (pp. 53-82). Washington, DC, US: American Psychological Association, doi.org/10.1037/14256-003 
3. The level of integration will greatly impact the level of interprofessional skill needed.

a. Even with minimal integration, there is still a need for interprofessional skill development.

4. A primary care clinic may use different types of integration, so that no one place on the continuum reflects the level of integration.
ii. There are several specific models that exist for integrating behavioral health into primary care; however, the continuum of integration used by health care systems does not necessarily fall into one of these models.  These models have been combined effectively in large healthcare systems (e.g., the Department of Defense).
1. Collaborative Care Management Model

a. In this model a care manger, often a nurse, works with the patient and helps to coordinate care in medical and behavioral appointments.  The care managers educate patients and help them to follow through on their care plans. The care manager must work with a psychiatrist in this model (Wagner, Austin, & Von Korff, 1996).
b. A Cochrane systematic review determined this model resulted in significant improvements in depression and anxiety (Archer et al., 2012). 
2. Primary Care Behavioral Health Model (Hunter, Goodie, Oordt, & Dobmeyer, 2017; Robinson & Reiter, 2016) 
c. Behavioral health clinicians serve as consultants to the primary care clinician (e.g., physician, nurse practitioner)
d. The standards of care that are followed in the clinic are used by the behavioral health consultant
i. Brief appointments (e.g., 20 mins), notes are brief and kept in same medical record, typically limited number of appointments (e.g., 1 to 4), and flexible follow-up (e.g., days, week(s) or a month)
ii. Successful application of this model requires significant adaptations by the behavioral health clinician, whereas other primary care team members continue to operate as usual.
3. A video discussing how these models are implemented in the Department of Defense is available here: http://www.dcoe.mil/blog/14-05-22/Your_Behavioral_Health_Consultant_Will_See_You_Now.aspx
ii. Some clinics develop targeted programs for complex, multi-problem patients (sometimes referred to as “super-utilizers”) who use the medical system more often than other patients. Care teams may include physicians, nurses, social workers, psychologists, psychiatrists, and pharmacists who together discuss how to maximize the care of these patients.  
1. The video “Psychologists in integrated health care: Super-utilizer team care,” discusses how these teams function, including doing home visits. 
a. The video is available at: https://www.youtube.com/watch?v=QsIFRDBelns
iii. Health care systems have created interprofessional, integrated care teams in primary care to target the health and behavioral health of patients.
1. The Veterans Health Administration has implemented their version of the Patient-Centered Medical Home, called the Patient-Aligned Care Team known as PACT (Kearney, Post, Pomerantz, & Zeiss, 2014).  These PACTs include a primary care clinician, registered nurse care manager, a licensed practical nurse, and a clerk or clerical associate.
a. For behavioral health care, the PACTs are supported by Primary Care-Mental Health Integration (PC-MHI) clinicians, which may include clinical pharmacists, social workers, health psychologists, and mental health professionals.
b. The PACTs and PC-MHI clinicians help patients stay engaged in services compared to those who do not received integrated care services (Kearney et al., 2014).
2. The Cherokee Health Systems (CHS) is comprised of 45 Federally Qualified Health Centers (FQHCs) in eastern Tennessee. 
a. CHS uses interprofessional care to provide comprehensive care including behavioral health, nutrition, dental, crisis stabilization.
b. Behavioral health needs are addressed using integrated behavioral health consultants, consulting psychiatrists, psychologists, and care managers working with the primary care clinician to deliver and coordinate care.
	ACTIVITY/EXERCISE
· Watch The National Center for Primary Care videos describe the experience of integrating behavioral health into primary care. Review several of the videos and have individuals/groups discuss the pros and cons of integrating behavioral health care in their health care systems. https://www.youtube.com/playlist?list=PL2737C2C6E81E9177


4. Cultural awareness and integration in primary care
a. Cultural factors impact the ways the primary care clinics operate and the problems patients present with.  For example, the practice standards and presenting problems in a Native American community will vary from those in an inner city primary care clinic.  Interprofessional teams must be able to identify and consider the cultural factors that could impact assessment and care within the medical home.  
5. Technology and integration in primary care
a. Learning to document in the EHR is one of the more challenging skills as it involves using formatting and language used by other primary care clinicians. For example, a behavioral health clinician must learn how to write notes appropriate for a medical record (e.g., brief and free of “psychobabble”). Depending on the model of behavioral health integration, a behavioral health clinician may also need to learn how to write notes quickly (e.g., 5 to 10 minutes)
b. Telemedicine is increasingly being used by primary care clinics. Interprofessional teams can use this mode to communicate with the patient and with each other.
Assessment of Learning Outcomes (Rationale for Integrated Primary Care)
The following activities may be used to assess the learning outcomes for this module.

Learning Outcome 1 (Differentiating between specialty mental health care and primary care).  Participants will be able to describe the strengths and weakness associated with specialty mental health care.
	· Prepare a written report on the mental health related statistics relevant to your state and what contributes to the relative ranking (http://www.mentalhealthamerica.net/issues/state-mental-health-america)
· Discuss the differences between specialty mental health and primary care.  If you have learners with experiences in both settings, encourage debate between the pro and cons of each of these settings.


Learning Outcome 2 (Rationale for integrating into primary care).  
Participants will be able to describe factors that influence primary care delivery, including the evidence base for team effectiveness, and why there is a need for increased integration of behavioral health clinicians into primary care settings. 
	· Discuss how integrating behavioral health care clinicians into primary care helps primary care clinics achieve the goals of the PCMH and quadruple aim.  
· Discuss how research on teams can improve interprofessional interactions to achieve the PCMH and quadruple aim goals.


Learning Outcome 3 (Models of integration).  
Participants will be able to describe the various methods for behavioral health integration with primary care and the impact that the type of integration has on interprofessional relationships.
	· Create a list of clinicians/staff involved in the delivery of behavioral health care (without a behavioral health professional) within primary care and how they contribute to this care. Have learners discuss different models of integrating a behavioral health clinician and the impact on the primary care clinic, on each of the clinicians/staff, and on patients and families.  


Resources and References (Rationale for Integrated Primary Care)
1. General information and Resources
· APA Division 38, Society for Health Psychology, integrated primary care curriculum:
Division 38 integrated primary care curriculum
· SAMHSA-HRSA Center for Integrated Health Solutions:
http://www.integration.samhsa.gov/integrated-care-models
· Agency for Healthcare Research and Quality: The Academy for Integrating Behavioral Health and Primary Care:
https://integrationacademy.ahrq.gov/
· Patient-Centered Primary Care Collaborative:
https://www.pcpcc.org/behavioral-health
2. Published articles and book chapters
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Population Health
Description of the Topic
Population health is defined as the health outcomes for a group of individuals, including the range and distribution of outcomes within that group (Kindig & Stoddart, 2004).   It is further understood as a field of study that includes the social determinants of health, community engagement, and the impact of public policy on health (Kaprielian et al., 2013).  The social determinants of health, defined by the World Health Organization (WHO), are “the conditions in which people are born, grow, work, live, and age, and the wider set of forces and systems shaping daily life” (WHO, 2016).
In short, population health is an approach focused on improving the health of populations.  As part of this focus, population health initiatives often target a small amount of improvement in a large number of people, rather than the focus of traditional healthcare on large improvements in a small number of people (Kindig & Stoddard, 2003). Public health, a related but different construct, has historically been associated with the functions assigned to state and local agencies related to promoting the health of the public.  With changes in health care delivery that have been implemented in the last few years, there have been explicit calls for integrating a population health approach into services delivered in the primary care setting (Berwick, Nolan, & Whittington, 2008).
Interprofessional Competencies in Population Health 
There are extant interprofessional competency models developed for learners in the domain of population health.  Such models include the following.  
· The 2016 revisions to the Core Competencies for Interprofessional Collaborative Practice (see:  2016 IPEC competencies) infuse population health and prevention. 
·  A competency model for interprofessional learners on population health is also available from Kaprielian et al. (2013).   This model includes overall competencies and behavioral descriptors of how the competency might be demonstrated at different levels of training.  The overarching domains include: public health, community engagement, critical thinking, and team skills.  
In addition, the Health Service Psychology Education Collaborative (2013) offers several psychology-specific competencies relevant to population health:
· Critically evaluate relevant health and behavior research related to populations to be served.  
· Incorporate local population-based information and relevant research findings in the provision of health care services.
· Educate patients, families, caregivers, and communities about health and behavior to facilitate behavior changes, including promotion and prevention
· Provide health promotion services in individual, group, and community settings
· Advocate for quality health care at the individual, institutional, community, and systems level in public and private sections
Note, however, these models are not focused specifically on applications of population health in the primary care setting
Learning Outcomes (Population Health):  
Learners who participate in an educational experience based on the content recommended in this module should be able to demonstrate the following:
Learning outcome 1: Describe how social determinants of health and health disparities affect clinical practice.  
Learning outcome 2: Articulate how health care policy is promoting the integration of population health approaches into primary care.
Learning outcome 3: Demonstrate how a population health and prevention approach can be implemented in the primary care setting. 
Learning outcome 4: Discuss how a population health approach can be used to address behavioral health needs in the primary care setting.
Learning outcome 5: Describe how primary health care can be provided to a defined community based on its assessed health needs.
Recommended Content for this Module (Population Health):  
The following sections detail content to be included in an interprofessional education experience focused on population health.  For each section of this module, relevant learning activities are provided following a description of the content that should be included.  
1. Foundations of population health.
a. Social determinants of health.  A framework for educating individuals about the social determinants of health has been developed by the National Academies of Sciences, Engineering, and Medicine (2016).  At a minimum, learners should be exposed to the following key concepts of the social determinants of health:
i. Differences in availability of community resources leads to health disparities across individuals,
ii. Disparities are typically contextualized by ethnic, racial, and socioeconomic differences in access to health care
iii. Public Policy decisions also impact access, 
iv. Addressing the social determinants of health can improve individual and population health outcomes, and
v. Interprofessional teams are well suited to address complexities associated with social determinants of health
	ACTIVITY/EXERCISE
· Review and discuss the IHI Open School Module: TA 102 Improving Health Equity (IHI, 2016)
· Interview a consenting patient chosen regarding social barriers to him or her accessing healthcare. For example, ask this person what factors does s/he think influence his/her access to care his/her desire to seek care, and making appointments.  Ask them to comment on the impact of factors such as when appointments are offered, transportation to appointment, payment for care. 
· Who are the underserved?  Review and discuss the MedEd portal presentation:  https://www.mededportal.org/publication/10288 
· Have learners talk about ways the social determinants of health are addressed by their profession; compare/contrast differences among the various health professions 
· Have learners go from point A to point B by riding a bus to buy groceries and then reflect in class on this experience


2. Relationship of population based care to health care policy 
a. Population based care as a part of Triple Aim – “improving population health” (Berwick, 2008)
	ACTIVITY/EXERCISE
· Review and discuss IHI Open School Module: TA 101: Introduction to the Triple Aim for Populations (IHI, 2016).  


b. Changes in health care financing (i.e., focus on outcomes) will make population health approaches an integral component of health care; a corresponding emphasis on providing training is needed (Kaprielian et al., 2013).
c. Primary care resources should be allocated toward prevention efforts
d. Population health in the Patient Centered Medical Home (PCMH; National Committee for Quality Assurance, 2011; Crabtree et al., 2010)
i. PCMH Standard 3
· Patient information
· Clinical data
· Comprehensive health assessment
· Use data for population management
· Implement evidence-based decision support
ii. As of 2011, primary care practices seeking recognition as patient-centered medical homes must track the use of evidence-based treatment of at least one condition related to unhealthy behaviors (e.g., obesity, smoking), substance abuse or a mental health issue (e.g., depression, anxiety, ADHD (National Committee for Quality Assurance, NCQA, 2011)  
	ACTIVITY/EXERCISE
· Watch the video describing the PCMH (9:15) and discuss the advantages of the PCMH: https://www.youtube.com/watch?v=-CJ-ClPP1ss
· View and discuss video describing PCMH Standard 3 (17 minutes): https://www.youtube.com/watch?v=qKwAX1RZPtM&feature=youtu.be and discuss the components of the PCMH Standard 3.  


iii. Behavioral health is essential to the PCMH
	ACTIVITY/EXERCISE
· Read and discuss: Baird M, Blount A, Brungardt S, Dickinson P, Dietrich A, Epperly T, Green L, Henley D, Kessler R, Korsen N, McDaniel SH, Miller B, Pugno P., Roberts R, Schirmer J, Seymour D & deGruy F.  (2014) The development of joint principles:  Integrating behavioral health care into the patient- centered medical home.  Annals of Family Medicine.  12:2:183-5.


e. Chronic Care Model (Bar et al., 2003)
	ACTIVITY/EXERCISE
· Watch and discuss video on the chronic care model: http://www.improvingchroniccare.org/index.php?p=The_Model_Talk&s=27


f. Patient-centered medical neighborhood (American Academy of Family Physicians (AAFP), American Academy of Pediatrics (AAP), American College of Physicians (ACP), American Osteopathic Association (AOA); 2007)
i. Care includes preventative services
ii. Care is integrated, including with community
	ACTIVITY/EXERCISE
· Watch and discuss video Using the Medical Neighborhood to Support Population Health (4:15): 
https://www.youtube.com/watch?v=cQ5tPUCFR1Y


3. Primary care as smallest unit of population based care  
a. New guidelines call for primary care to embrace population care:
i. View their patients as a ‘population’
ii. Use health risk assessment to stratify patients into different risk groups
iii. Tailor services according to risk, from health and wellness promotion through disease management
iv. Collaborate with community partners to connect patients to specific services and supports
v. Measure impact in terms of patient outcomes, clinical productivity indicators, and financial indicators
	ACTIVITY/EXERCISE
· View and discuss Preventing Obesity in Patients through Community Health Prevention Programs. MedEd Portal case: https://www.mededportal.org/publication/9687 


4. Population based care of behavioral health needs using same methods as non-behavioral health needs
a. Primary care clinics are the front line for population-based behavioral health strategies (see Katon & Seelig, 2008, for review of population-based care of depression in primary care)
i. Very important in safety net clinics where disadvantaged populations have limited access to specialty behavioral health services, particularly when problems are mild/moderate - which is precisely when they are best addressed
	ACTIVITY/EXERCISE
· Read and discuss Major Public Health Issue as a Vehicle for Interprofessional Curriculum:  A Simulated Obesity Module Involving Seven Disciplines.  MedEd Portal Case: https://www.mededportal.org/publication/9317


b. Examples of case finding by screening and examining EMRs for risk factors and diagnoses
i. Subjective units of distress scale (SUDS)
ii. Insomnia
iii. Chronic Pain
iv. Depression
v. Post-partum Depression
vi. Child ad Teen Mental Health
vii. Developmental Delays in Children
viii. Anxiety
ix. Screening for cognitive impairment
5. Models for efficient population-based behavioral health services in Primary Care (PC)
a. Stepped care model (Von Korff & Tiemens, 2000).   
i. Basic elements of stepped care for behavioral health
i. Referral to self-help materials
ii. Guided self-help
iii. Abbreviated treatment in PC
iv. Unabridged treatment referral to specialty mental health
ii. Well developed in European and United Kingdom, Europe, Australia and New Zealand.  See example from Australia’s national plan for using stepped care to address mental health issues: https://www.health.gov.au/internet/main/publishing.nsf/Content/2126B045A8DA90FDCA257F6500018260/$File/1PHN%20Guidance%20-%20Stepped%20Care.PDF 
b. Four-quadrant model (Mauer, 2009)  
i. High–low mental health vs. high-low physical health needs; system to categorize patient needs and guide clinical decision making
	ACTIVITY/EXERCISE
· Watch and discuss the video: Pender’s Health Promotion Model Case Study (3:01): https://www.youtube.com/watch?v=KkKk5eVDoIw.  Have learners break into small groups to discuss the applications of the stepped care model and four-quadrant model to this case.


6. Community oriented primary care (Mullen, 2002; Graham Center; Liaw, Bazemore & Rankin, 2015)
a. Continuous process by which primary health care is provided to a defined community  based on its assessed health needs by the planned integration of public health and primary care
b. Steps: 1) Define the community of interest, 2) Identify the health problem , 3) Develop and implement interventions, and  4) Conduct ongoing evaluation 
	ACTIVITY/EXERCISE
· Community Oriented Primary Care Curriculum: http://www.graham-center.org/rgc/maps-data-tools/tools/copc.html (Robert Graham Center, n.d.)
· COPC discussion questions and small group activities: https://depts.washington.edu/ccph/pdf_files/Ch%206.pdf (Gottlieb, 2003)
· Perform a community health assessment:  http://c.ymcdn.com/sites/www.aptrweb.org/resource/collection/53DE38E2-60AA-4EF8-BB3E-9463CF4974B8/cpop_CommAssessment_PittCounty_NC.pdf (Association for Prevention Teaching and Research, Interprofessional Health People Curriculum Task Force, 2004)


7. Cultural awareness and population health
a. Understanding of health disparities is a key underpinning of a population health approach.  
b. Using culturally sensitive approaches in clinical interactions 
c. Understanding the differential impact on individuals’ health risk as a function of their dimensions of diversity, including (but not limited to) race, ethnicity, socioeconomic status, and community in which they live. 
8. Technology related to population health
a. Informatics specific to population health such as electronic health records and population-based databases (e.g., city, state and country health rankings).  
Assessment of Learning Outcomes (Population Health)
In general, methods might include portfolios, trainee satisfaction surveys, written or oral exams, supervisor ratings, team projects (Kaprielian et al., 2013).  
The following activities may be used to assess the learning outcomes for this module:
Learning outcome 1

Describe how social determinants of health and health disparities affect clinical practice.  
	· Develop a proposal for an intervention that would address a health disparity affecting access to primary health care such as transportation or the clinic’s hours of operation.  


Learning outcome 2
Articulate how health care policy is promoting the integration of population health approaches into primary care.
	· Describe a health care policy that that encourages the application of population health approached in primary care.  


Learning outcome 3
Demonstrate how a population health and prevention approach can be implemented in the primary care setting.
	· Design a clinic-based activity to promote the health of the population served in that setting.  Talk to practice staff and get feedback about feasibility.


Learning outcome 4
Discuss how a population health approach can be used to address behavioral health needs in the primary care setting.
	· Identify a common behavioral health need that could be assessed and diagnosed in the primary care setting and design a population focused intervention that could be used to address it.


Learning outcome 5
Describe how primary health care can be provided to a defined community based on its assessed health needs.
	· Do a case presentation on a problem of interest to the learner that applies the concept of community oriented primary care.


Resources and References (Population Health)
1. General information
· The primary care curriculum developed by APA Division 38 (Society for Health Psychology) has a module on population health
IPC curriculum
· The Clinical Prevention and Population Health Curriculum Framework is a product of the interprofessional Healthy People Curriculum Task Force and is available online (see:   http://www.teachpopulationhealth.org/ and http://www.teachpopulationhealth.org/interprofessional-crosswalk.html).  
It includes four modules foundations of population health, clinical preventative services and health promotion, clinical practice and population health, health systems and policy with links to relevant resources.  In addition, they prepared a curriculum development guide for health professions faculty that has suggested learning activities for interprofessional learners mapped to the (2010) IPEC competencies and the curriculum framework.  
population health curriculum development guide. 
· Case studies on population-oriented prevention are available from the Association for Prevention Teaching and Research.  
http://www.aptrweb.org/?CaseStudiesCPOP
2. Published articles
Allan, J., Barwick, T. A., Cashman, S., Cawley, J. F., Day, C., Douglass, C. W., ... & Meyer, S. M. (2004). Clinical prevention and population health: curriculum framework for health professions. American Journal of Preventive Medicine, 27(5), 471-476. doi: http://dx.doi.org/10.1016/j.amepre.2004.08.010.
American Academy of Family Physicians (AAFP) American Academy of Pediatrics (AAP) American College of Physicians (ACP) American Osteopathic Association (AOA)  
Joint Principles of the Patient-Centered Medical Home (2007).  Retrieved from http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/PCMHJoint.pdf.
Association for Prevention Teaching and Research (n.d.).  C-POP Case Studies.  Retrieved from: http://www.aptrweb.org/?CaseStudiesCPOP.
Association for Prevention Teaching and Research (2015).  Advancing interprofessional clinical prevention and population health education.  A curriculum development guide for health professions faculty.  Retrieved from:  http://www.teachpopulationhealth.org/interprofessional-crosswalk.html.
Association for Prevention Teaching and Research, Interprofessional Healthy People Curriculum Task Force (2004).  Clinical prevention and population health curriculum framework.  Retrieved from:   http://www.teachpopulationhealth.org/.
Barr, V. J., Robinson, S., Marin-Link, B., Underhill, L., Dotts, A., Ravensdale, D., & Salivaras, S. (2003). The expanded Chronic Care Model: an integration of concepts and strategies from population health promotion and the Chronic Care Model. Healthcare Quarterly, 7(1). doi.org/10.12927/hcq.2003.16763.
Berwick, D. M., Nolan, T. W., & Whittington, J. (2008). The triple aim: Care, health and cost. Health Affairs, 27(3), 759-769. 
Crabtree, B. F., Nutting, P. A., Miller, W. L., Stange, K. C., Stewart, E. E., & Jaén, C. R. (2010). Summary of the National Demonstration Project and recommendations for the patient-centered medical home. The Annals of Family Medicine, 8(Suppl 1), S80-S90. http://dx.doi.org/10.1370/afm.1107.
Gottlieb, J. (2003).  Tools for teaching COPC.  Retrieved from:  https://depts.washington.edu/ccph/pdf_files/Ch%206.pdf.
Health Service Psychology Education Collaborative. (2013). Professional psychology in health care services: A blueprint for education and training. American Psychologist, 68, 411-426. doi:10.1037/a0033265.
Interprofessional Education Collaborative (2016). Core competencies for interprofessional collaborative practice: 2016 update. Washington, DC: Interprofessional Education Collaborative.
Institute for Healthcare Improvement (2016).  IHI Open School Online Courses.  Retrieved from:
http://www.ihi.org/education/ihiopenschool/Courses/Pages/default.aspx.
Kaprielian, V. S., Silberberg, M., McDonald, M. A., Koo, D., Hull, S. K., Murphy, G., ... & Weigle, N. J. (2013). Teaching population health: a competency map approach to education. Academic medicine: journal of the Association of American Medical Colleges, 88(5), 626. doi: 10.1097/ACM.0b013e31828acf27.
Katon, W. J., & Seelig, M. (2008). Population-based care of depression: team care approaches to improving outcomes. Journal of Occupational and Environmental Medicine, 50(4), 459-467.
Kindig, D., & Stoddart, G. (2003). What Is Population Health? American Journal of Public Health, 93(3), 380–383.  doi: 10.2105/AJPH.93.3.380.
Liaw, W. R., Bazemore, A. W., & Rankin, J. (2015). Teaching Population Health in the Digital Age: Community-Oriented Primary Care 2.0. J Community Med Public Health Care, 2(003).
Mauer, B.J. (2009).  Behavioral health/primary care integration and the person-centered healthcare home.  Retrieved from:  http://www.integration.samhsa.gov/BehavioralHealthandPrimaryCareIntegrationandthePCMH-2009.pdf.
Mullan, F., & Epstein, L. (2002). Community-oriented primary care: new relevance in a changing world. American Journal of Public Health, 92, 1748-1755. doi.org/10.2105/AJPH.92.11.1748.
National Academies of Sciences, Engineering, and Medicine (2016). A framework for educating health professionals to address the social determinants of health. Washington, DC: The National Academies Press. doi: 10.17226/21923.
Robert Graham Center (n.d.).  Community oriented primary care curriculum. Retrieved from: http://www.graham-center.org/rgc/maps-data-tools/tools/copc.html
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Ethics 
Description of the Topic
Health care professionals should be well-informed about the contributions of their own and other health professions to quality health care. Research on interprofessional practice demonstrates that teamwork skills, including a willingness to share each discipline’s unique body of knowledge with other health care clinicians, is an important factor in achieving positive patient outcomes and  enhancing job satisfaction (Greiner & Knebel, 2003; Tricco, Antony, Ivers, et al, 2014;  Zwarenstein, Goldman, & Reeves, 2009).  
Ethics are a shared concern among health care professions. Reviewing and discussing ethical issues serve as an ideal vehicle for learners from different professions to gain understanding of their own and one another’s professions (McDaniel, Belar, Schroeder, Hargrove, & Freeman, 2002). 
Prerequisite Learning 
Prior to participating in this module, we expect learners to have acquired the following information: 
· Knowledge and understanding of own profession’s code of ethics
· Knowledge of the standards of ethical and legal practice within their own profession.
Interprofessional Competencies in Ethics
This module presents interprofessional learning experiences for learners to explore complex dilemmas encountered in primary care practice.  Learners will reflect on their personal and professional values related to interprofessional ethical concerns.  As a result of participating in these activities, learners will be able to actively engage in ethical decision-making in the practice of behavioral health in primary care.
Learning Outcomes (Ethics)
The learning outcomes are paired with a sample assessment activity in a later section.  
Learning outcome 1:  Participants will demonstrate knowledge of the Interprofessional Education Collaborative competency domain (IPEC, 2016) in the context of ethics in a primary care setting.
Learning outcome 2: Participants will describe the Interprofessional Collaboration domain (IPEC, 2016) and topical areas, concentrating on Competency 1: Work with individuals of other professions to maintain a climate of mutual respect and shared values. (Values/Ethics for Interprofessional Practice)
Learning outcome 3:  Participants will describe the roles health service psychologists and other health professionals may serve in primary care, and ethical concerns related to these roles.
Learning outcome 4:  Participants will demonstrate knowledge of one’s own and others’ professional ethical codes, principles and practices.
· Explore personal and professional values related to interprofessional practice and ethical decision-making.
· Identify ethical concerns within the scope of their professional role in varied health and human services settings, with a focus on primary care.
· Describe commonalities and differences in the ethical principles in health and human services professions.
Learning outcome 5:  Participants will describe at least one ethical decision-making framework.
Learning outcome 6:  Participant will discuss a process for interprofessional ethical decision-making.
· Identify the ethical, legal, and cultural issues related to interprofessional decision-making within primary care.
Learning outcome 7:  Identify resources and strategies to support ethical and interprofessional practice.
Recommended Content for this Module (Ethics):
Interprofessional collaboration and learning takes place in the context of interpersonal relationships, so active participation is necessary for the learners to learn “with, from and about each other.”  Learners should have opportunities to identify and problem-solve ethical issues resulting from disciplinary assumptions in primary care, including lack of role clarity and poor communication.  Self-reflection and evaluation are key components of interprofessional practice and should be on-going processes in the module.  
Exercises that use case-based information and require interprofessional, interpersonal interaction are highly recommended.  Role plays, interviews, shadowing professionals, or conducting primary care site visits are examples of activities that can emphasize ethical, legal, and cultural issues and principles of primary care practice.  Learning outcomes are paired with a sample activity.  
The following content areas are included:
1. Interprofessional collaboration in primary care  
a. Read the Interprofessional Education Collaborative monograph (IPEC, 2016).  
b. Discuss the Interprofessional Education Collaborative competency domain (IPEC, 2016) in the context of a primary care setting.
c. Describe the IPEC 2016 Interprofessional Collaboration domain and topical areas, concentrating on Competency 1: Work with individuals of other professions to maintain a climate of mutual respect and shared values. (Values/Ethics for Interprofessional Practice).
	ACTIVITY/EXERCISE
· Working with at least one other learner from a different profession: 
· Identify 3 sub-competencies from the Competency 1 -Values/Ethics that you believe are relevant to/evident in primary care. 
· Note three examples of how you see the sub-competency demonstrated in primary care practice (2 positive examples, 1 negative example).  
· Generate a strategy to address the negative exemplar.


d. Describe primary care and the roles health service psychologists may serve.  Resource: American Psychological Association. Psychologists and primary care clinicians: How we can work together. Retrieved from: http://www.apapracticecentral.org/business/collaboration/primary-care.aspx
	ACTIVITY/EXERCISE 
· Identify a health care learner or professional (medical/physician, nurse, physician’s assistant, etc.). Share the APA handout “Psychologists and primary care clinicians” with them.  Discuss their ideas about the advantages and challenges of working with psychologists.  Pose possible ethical dilemmas and discuss.


2. Codes of Ethics 
a. Name key principles of one’s own code of ethics.
b. Identify commonalities and differences in codes of ethics and key principles across professions and discuss implications of shared and distinct content for work in primary care.
	ACTIVITY/EXERCISE 
· Complete the module Got ethics? Exploring the value of interprofessional collaboration through a comparison of profession specific codes of ethics.  
Resource may be retrieved from:
Akerson E, Stewart A, Baldwin J, Gloeckner J, Bryson B, Cockley D. Got ethics? Exploring the value of interprofessional collaboration through a comparison of profession specific codes of ethics. MedEdPORTAL Publications. 2013;9:9331. http://dx.doi.org/10.15766/mep_2374-8265.9331


3. Ethical Decision-making Frameworks
a. Demonstrate knowledge of ethical decision-making models/frameworks.
	ACTIVITY/EXERCISE 
· Each learner on an interprofessional team identifies an article with ethical decision-making framework from his/her own or another profession. Learners compose an annotation of the article to share with their teammates.  Together the team applies the frameworks described to a patient presentation in a primary care setting.  


4. Ethical Decision-making
a. Practice case-based ethical decision-making.
i. Address cultural considerations in practice.
ii. Determine who is the “patient” or focus of the assessment and intervention (e.g., is it the individual, family, or community).
5. Cultural awareness and ethics
a. Suggested resource: Khalili, Orchard, Laschinger & Farah (2013). 
b. Cultural competency is identified as a specific sub-competency for successful interprofessional collaborative practice (IPEC, 2016). 
c. The definition provided in the Cultural Competence Education for Students in Medicine and Public Health: Report of an Expert Panel reads, “Cultural competence is defined in the broader context of diversity and inclusion as the active, intentional, and ongoing engagement with diversity to increase one’s awareness, content knowledge, cognitive sophistication, and empathetic understanding of the complex ways individuals interact with systems and institutions.” (p.1, Milen, as cited in Cultural Competence Education for Students in Medicine and Public Health: Report of an Expert Panel, 2012).
d. Suggested resources:  
· National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care (CLAS Standards; 2013a).  
· Blueprint for advancing and sustaining CLAS policy and practice (2013b).  
· A Compendium of Primary Care Case Studies (World Health Organization, 2009)
· Khalili, Orchard, Laschinger & Farah (2013). 
	ACTIVITY/EXERCISE 
· Discuss how to recognize and respect the unique cultures, values, roles/responsibilities, and expertise of other health professions when engaging in interprofessional practice.

· Discuss how to identify the ethical, legal, and cultural issues related to interprofessional decision-making within primary care.

· Learners will participate in a discussion of ethical decision making that takes into account issues identified in these two activities and then reflect on the impact of that discussion on themselves and on the team.

· Interprofessional dyads of learners identify a time when they perceived a colleague (learner or professional) who acted in a way that did not respect their profession.  Using information from a relevant article, discuss what factors may have influenced the perception and/or the actions of their colleague. Should a given dyad not have such an example to share, the faculty can provide an example.


6. Identify resources and strategies to support ethical and interprofessional practice.
	ACTIVITY/EXERCISE 
· Ask learners to register and complete a profile at the National Center for Interprofessional Practice and Education (no cost).  Learners are to 
· Compose an annotation for the site.
· Identify a resource relevant to ethics in primary care and present it to the class. Learners can carry out a search of the National Center website looking for articles, case studies, videos, etc. that can be used in this presentation


7. Technology and ethics
a. The use of technology is now commonplace in clinical settings to efficiently collect data, enhance intervention effectiveness, monitor progress, and deliver health education. In addition, advances in technology are enabling practitioners to provide responsive health care to underserved populations and remote locations.  However, the use of technology raises a number of ethical and professional considerations for health service psychologists including the use of EHR, patient portals, as well as social media in health care.  
	ACTIVITY/EXERCISE 
· Using clinical experiences and examples provided by faculty, learners in interprofessional teams create composite case scenarios that illustrate ethical and professional dilemmas involving technology in primary care.


b. Suggested readings:
· American Psychological Association (2013). Guidelines for the practice of telepsychology. Retrieved from: http://www.apa.org/practice/guidelines/telepsychology.aspx 
· American Psychological Association Practice Organization. (2010). Telehealth: Legal basics for psychologists. Good Practice, 41, 2-7.
· American Psychological Association Practice Organization. (2012). Social Media: What’s your policy. Good Practice, Spring/Summer, 10-18
· Baker, D. C., & Bufka, L. F. (2011). Preparing for the telehealth world: Navigating legal, regulatory, reimbursement, and ethical issues in an electronic age. Professional Psychology: Research and Practice, 42 (6), 405-411. http://dx.doi.org/10.1037/a0025037.
Assessment of Learning Outcomes (Ethics)
Assessment of interprofessional initiatives is crucial to build our understanding of the impact on patients, clinicians, and systems of care.  A variety of assessment strategies can be used to note change in the learner’s knowledge, skills, and attitudes.  The strategies (experiential exercises, case presentations, interviews/shadowing, etc.) and measures can provide formative and summative assessment information.
The Health Care Team Challenge (HCTC) is a comprehensive, highly interactive process that supports clinical and ethical decision-making and provides both formative and summative evaluations.  It can be modified to suit program needs.  There are journal articles, HCTC implementation guides, and numerous videos that can be compiled as a set of local resources.  Below is a source from the AAMC MedEd Portal:
Richardson B, Gersh M, Potter N. Health care team challenge: a versatile model for interprofessional education. MedEdPORTAL Publications. 2012; 8:9287. http://dx.doi.org/10.15766/mep_2374-8265.9287.
The following activities may be used to assess the learning outcomes for this module:
Learning outcome 1
Participants will demonstrate knowledge of the Interprofessional Education Collaborative competency domain (IPEC, 2016) in the context of ethics in a primary care setting.
	· Interprofessional learner team members generate an Interprofessional Collaboration in Primary Care Jeopardy game using the information from the Interprofessional Education Collaborative: Core Competencies for Interprofessional Collaborative Practice 2016 Update (IPEC, 2016).  (See, for example, https://www.jeopardy.rocks/ to create a gameboard.) 


Learning outcome 2
Participants will describe the Interprofessional Collaboration domain (IPEC, 2016) and topical areas, concentrating on Competency 1: Work with individuals of other professions to maintain a climate of mutual respect and shared values. (Values/Ethics for Interprofessional Practice)
	· Interprofessional learner team members create a presentation for the class (30 minute to one hour) describing the information in the Interprofessional Education Collaborative: Core Competencies for Interprofessional Collaborative Practice 2016 Update document.  Interprofessional learner teams conduct the presentation together.


Learning outcome 3
Participants will describe the roles health service psychologists and other health professionals may serve in primary care, and ethical concerns related to these roles.
	· Interprofessional learner team members create annotated lists of resources for use by professionals (at least 5) and patients (at least 5) on a common presenting issue in primary care (sleep disturbance, obesity, smoking cessation, diabetes, adherence with medication regime, etc.)  Learners exchange their lists and discuss their profession-specific roles in a possible intervention using one or more of the resources.


Learning outcome 4
Participants will demonstrate knowledge of one’s own and others’ professional ethical principles and practices.
· Explore personal and professional values related to interprofessional practice and ethical decision-making.
· Identify ethical concerns within the scope of their professional role in varied health and human services settings, with a focus on primary care.
· Describe commonalities and differences in the ethical principles in health and human services professions.
	· Interprofessional learner team members list 3 personal values that are reflected in their respective roles in primary care.  Identify an ethical dilemma that would create moral distress, given the stated values.  Share and consult with other team members to explore the dilemma and possible resources for resolution and deeper understanding.
· Resource: Kalvemark,S., Hoglund, A T , Hansoon, M.G., Westerholm, P, & Arnetz, B. (2004) Living the conflicts-ethical dilemmas and moral distress in the health care system. Social Science & Medicine, 58, 1075-1084. doi.org/10.1016/S0277-9536(03)00279-X.  
· Interprofessional learner teams go to "Physicians Top 20 Ethical Dilemmas (See http://www.medscape.com/features/slideshow/public/ethical-dilemmas). Read the dilemma and discuss its relevance to your role in primary care practice.


Learning outcome 5
Participants will describe at least one ethical decision-making framework.
	· Interprofessional learner teams go to the MEDSCAPE - ETHICS: Today’s (?) Hot Topic webpage.  The page lists a variety of news articles with ethical concerns.  Select two or three articles most related to work in primary care and interprofessional teamwork.  First, engage in a conversation about the article, then select an ethical decision-making framework and conduct a second discussion following the framework chosen.  Learners and faculty then discuss the quality and helpfulness of the framework.


Learning outcome 6
Participants will discuss a process for interprofessional ethical decision-making.
· Identify the ethical, legal, and cultural issues related to interprofessional decision-making within in primary care.
	· Interprofessional learner teams interview a professional practicing in primary care.  Ask the clinician to identify the primary ethical, legal and cultural issues they confront and describe the strategies and resources they use to address them. Learners write a paper describing the content of their interview.


Learning outcome 7
Identify resources and strategies to support ethical and interprofessional practice.
	· Interprofessional learner teams read Bodenhmer and Sinsky (2014), "From triple to quadruple aim: Care of the patient requires care of the clinician."  Conduct literature search for their profession on self-care (may search under term "impaired professional" as well).  
· Discuss focused on how each profession provides support for professionals to engage in self-care and focus on personal well-being 
· Faculty can provide case study material based on local issues and culture where patient puts practitioners at odds with one another.
Reference:
Bodenheimer, T., & Sinsky, C. (2014). From triple to quadruple aim: Care of the patient requires care of the clinician. The Annals of Family Medicine, 12, 573-576. doi.org/10.1370/afm.1713.  


Resources and References (Ethics)
1. General information
The topic of interprofessional ethics affords health service professionals opportunities to acknowledge values-related differences in perceptions of professions and to explore the complex interactions of individuals, teams, and organizations in meaningful, everyday contexts. 
Selected resources that are aligned with the learning outcomes are noted below. Of course, the resources can be used to address multiple learning outcomes. 
Websites
· American Institutes for Research. (2010). TeamSTEPPS Teamwork Perceptions Questionnaire (T-TPQ) Manual. Washington, D.C.: American Institutes for Research.
· Centre for the Advancement of Interprofessional Education. (n.d.) Retrieved from
 
http://caipe.org.uk/ 

· National Center for Interprofessional Practice and Education. (2015). Home page. 
 
Retrieved from https://nexusipe.org
· SAMHSA-HRSA Center for Integrated Health Solutions (n.d.). Behavioral health in primary care. Retrieved from http://www.integration.samhsa.gov/integrated-care-models/behavioral-health-in-primary-care 
This comprehensive site is full of publications, webinars, and video resources, such as the Quick Start Guide to Behavioral Health Integration
http://www.integration.samhsa.gov/resource/quick-start-guide-to-behavioral-health-integration
(Also view the Primary Care in Behavioral Health domain on this site.)
· Interprofessional Professionalism Collaborative. (n.d.) Retrieved from     
  
http://www.interprofessionalprofessionalism.org/index.html 

Videos

· TED Talk - Health care should be a team sport
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Leadership and Interprofessional Teams
Description of the Topic
Until recently, healthcare teams were organized around a singular leader, usually one person who had the administrative authority and social capital to guide the team in its daily operations within the organization. Eventually, it became clear that this model of leadership posed critical limitations to the effectiveness and functioning of the team, and can even threaten patient safety and patient health. More recent conceptualizations of leaders and leadership in healthcare contexts emphasize a more shared, or collaborative form of leadership, in which leadership functions move from person to person based on the expertise needed at a given situation and time, rather than position or title. 
This module presents contemporary models of leadership in interprofessional healthcare teams, describes typical structures and functions of leaders, and addresses some of the assumptions behind these models and considerations for their implementation. 
Interprofessional Competencies in Leadership

Please refer to section three of the module outline.  

Learning Outcomes (Leadership and Interprofessional Teams)
Learning outcome 1: Compare the structure, function, strengths, and limitations of past and contemporary models of interprofessional leadership.
Learning outcome 2: Describe key traits and behaviors of leaders that facilitate the effectiveness of interprofessional teams in primary care.
Learning outcome 3: Recognize the effect of current and emerging technologies on the work of leaders on interprofessional teams.
Learning outcome 4: Describe how the diverse backgrounds of interprofessional team members and diverse organizational cultures can influence leadership on teams.
Recommended Content for this Module (Leadership and Interprofessional Teams):
The following sections detail content that is recommended for an interprofessional education experience focused on leadership.  For each section of this module relevant learning activities and resources are provided following the description of the content that should be included.  
1. Conceptualizations of leaders and leadership
a. Traditional model (Kezar, Carducci & Contreras-McGavin, 2006) (see Table 1)
i. Based on a vertical structure, with a formally identified leader at the apex of the team.
ii. Has a hierarchical process, with mandates emanating from the leader to the other team members (i.e., followers).
iii. Power and influence is based on position and role.
iv. The leader is solely responsible for the functioning of the team.
v. Research has documented that in this model, team members tend to report more frustrated expectations and dissatisfaction (Harris et al., 2016) .
b. Contemporary models (see Table 1 and Table 2)
i. Based on a more lateral or horizontal structure.
ii. No permanent, formally identified leader, but instead, the leadership role is shifted from person to person depending on needs in the current situation, as in “dynamic delegation” (Klein et al., 2006); in fact, at times there may be a need for a single leader, and at other times a need for multiple leaders concurrently, and shifts in roles of each individual (Friedrich et al., 2009).
iii. Process is more collective, distributed; also referred to as “clinical democracy” (Long et al. 2006), to reflect a focus on collective goals and decision making; no longer a hierarchy, but instead a “heterarchy” (Aime, Humphrey, DeRue, & Paul, 2014).
iv. Power and influence are based on knowledge or expertise; more balanced, mutually held, and fluid.
v. The team is responsible for the functioning of the team.
vi. Teams operating within this model tend to have less conflict, more consensus, more trust, and more cohesion (Bergman et al., 2012); more effective when complexity is high, time is critical, and task load is high, because any one leader, however competent, is likely unable to handle the large number of leadership tasks that are required (see review by Friedrich, Vessey, Schuelke, Ruark, & Mumford, 2009; also Bienefeld & Grote, 2014; Kunzle et al., 2010).
c. Assumptions/preconditions of contemporary conceptualizations
i. The team faces (and must respond to) the twin demands of team performance (task accomplishment) and team development (team maintenance); therefore, every team member must have the knowledge and skills to pay attention to and understand team process.
ii. All professional team members must be prepared to assume a leadership role when needed; this implies that all team members must understand what a leadership role entails and must have the skills to put it into action.
iii. Success of the team depends on mutual buy-in and respect.
1. Members value one another for their unique skills and expertise.
2. This presumes that team members are knowledgeable about skills, knowledge, and experience of other team members.
iv. The success of the team depends, to some degree, on the extent to which the larger organizational culture in which the team is embedded also acknowledges the primacy of the team.
1. Even when an individual team functions in a collaborative way, it still may exist within a healthcare organization or system that emphasizes more hierarchical leadership in its procedures and policies, making shared leadership more difficult.
2. Examples include:
a. a policy requiring a referral from a physician before another clinician can see the patient;
b. an institutional culture that uses clinicians’ first names versus a tacit expectation that some clinicians must be referred to by their title (e.g., “Dr.”);
c. policies that give the ultimate administrative or legal responsibility for decisions made by the team to an individual;
d. distinction between who can offer input (all team members) and who makes the decision (the physician) (Lingard et al., 2012).
d. Cautions and caveats about contemporary conceptualizations
i. Shared leadership makes critical the detailed, clear, and timely communication among team members.
ii. Leaders trained in and accustomed to more traditional models may feel threatened by loss of power in shared models; new models may challenge some clinician’s sense of professional identity and autonomy (Harris et al., 2016).
iii. Clinicians who are accustomed to having a certain kind of relationship with a patient or family may wonder about losing that relationship to other clinicians if roles are more fluid.
iv. Resistance to shared leadership can take many forms; power dynamics can reinforce traditional relationships and thwart efforts to develop more collaborative approaches to care.
1. Leaders (and followers) can wield subtle types of power that either promote or impede collaborative process (French & Raven, 1968)
a. Position power –the ability to reward or coerce, based on the legitimacy of position.
b. Person power – based on expert power (expertise, skills) and referent power (person is admired, liked, respected).
2. Closure strategies (Baker et al., 2011) can reinforce hierarchies.
a. Exclusionary – a dominant profession uses power to control entry to its profession and create a monopoly over knowledge and skills.
b. Demarcationary – a dominant profession controls boundaries between related professions to secure its position and power in the professional hierarchy.
v. Contextual circumstances, such as time pressures and logistical pragmatics, may create a demand for a more paternalistic or directive style among team members, which impedes genuine collaboration.
vi. Despite fluid roles, there nonetheless remains a need for accountability.
1. Someone must create the team and be responsible for ensuring its success (Friedrich et al., 2009).
2. The team must be prepared to identify someone who is prepared for “boundary spanning” responsibilities that take him/her out of the immediate team and require that person to function as part of other teams within the same organization (e.g., committee work where the team’s interests are represented; service on a team at a higher level in the organization) (Marrone, 2010).
	ACTIVITY/EXERCISE
· Review definitions of leadership. Examine what is emphasized in each and evaluate how they correspond with different models of leadership (see Table 3).
· Review the video on leadership by General Stanley McChrystal (https://www.ted.com/talks/stanley_mcchrystal?language=en). Identify the key features of effective leadership that McChrystal outlines. Discuss how these features would be more or less helpful in the context of an interprofessional primary care team. Discuss how these features might be difficult to achieve in that same context.
· Use a case study from IHI to discuss “authority gradients” that influence who is high on the totem pole of authority and who is low. 
· http://www.ihi.org/education/ihiopenschool/resources/Pages/Activities/AHRQCaseStudyLowontheTotemPole.aspx
· Describe the hierarchy in a medical setting in which you’ve worked. What is hierarchy based on?
· status/rank
· title
· education
· experience
· money
· Imagine you are working on an interprofessional primary care team. Develop a checklist and a procedure to ensure that all patient’s needs have been addressed before the patient departs from your clinic. (adapted from Lamb & Clutton, 2010) Consider the following questions when developing your procedure and checklist. 
· Who should be involved?
· Where/when should it happen?
· What information should be shared?
· Who should lead the process?
· What challenges do you anticipate?


Recommended resources for this section
Burke, S., Stagl, K.C., Klein, C., Goodwin, G.F., Salas, E., & Halpin, S.M. (2006). What type of leadership behaviors are functional in teams? A meta-analysis. The Leadership Quarterly, 17, 288-307. doi:10.1016/j.leaqua.2006.02.007.
Orchard, C., & Rykhoff, M. (2015). Collaborative leadership within interprofessional practice. In Forman, D., Jones, M., & Thistlewaite, J. (Eds.) Leadership and collaboration: Further developments for interprofessional education (pp. 71-94). New York: Palgrave Macmillan. doi.org/10.1057/9781137432094_5.  
2. Other contemporary frameworks for leadership
a. Situational leadership
i. The basic tenet is that different situations demand different kinds of leadership, so leaders adapt their style to the situation (Blanchard et al., 2013).
ii. Two primary dimensions manifest in leadership style: directive behaviors and supportive behaviors (more details about this model, and a schematic of it, can be found in Blanchard et al., 2013).
1. Low supportive + low directive: leadership involves delegating; followers are high in competence and high in organizational commitment and therefore need relatively little explicit directing.
2. High supportive + low directive: leadership involves supporting behaviors that reinforce actions, but followers need little explicit direction.
3. Low supportive + high directive: leadership involves directing followers to accomplish tasks; followers are low in competence and low in organizational commitment and therefore need more direction.
4. High support + high directive: leadership involves coaching, offering guidance and reinforcing behaviors.
b. Functional leadership
i. Whoever satisfies the team’s needs to develop and achieve its goals (i.e., its primary functions) is considered the leader (and that may change over time); leadership is focused on how to help the team function so it achieves its goals.
ii. Because it focuses on whoever helps achieve team goals, it is an inclusive model that recognizes the leadership role may be dispersed across people.
iii. Leaders take certain actions, do certain things, function in specific ways, to help the team be effective and achieve its goals.
1. examples
a. define the mission of the team
b. provide feedback
c. manage team boundaries
d. provide resources
e. support social climate
2. See Moregeson and colleagues (2010) for an explanation of the 15 team leadership functions they have identified in the literature.
c. Servant leadership
i. Philosophy in which leaders “…are encouraged to build and strengthen relationships with other team members and appreciate and value the expertise and contribution of other professions in planning and provision of care.” (Neill et al., 2007, pp. 426–427).
ii. Focuses on what motivates leaders; in this case, a desire to promote and enhance other team members; other-directed approach.
iii. Includes the following principles: 
1. listening
2. awareness
3. conceptualization
4. foresight
5. stewardship
6. commitment to the growth of people
7. community building
iv. “[B]egins with the natural feeling that one wants to serve, to serve first. The conscious choice brings one to aspire to lead…The difference manifests itself in the care taken by the servant—first to make sure that other people’s highest priority needs are being served.” (Greenleaf, 1970).
d. Transformational leadership
i. The focus is on how to inspire followers to innovate; to enhance motivation, morale, and performance (Gumusluoglu & Ilsev, 2009).
ii. “Occur[ring] when leaders broaden and elevate the interest for their employees, when they generate awareness and acceptance of the purpose and mission of the group, and when they stir their employees to look beyond their own self-interest for the good of the group.” (Bass & Avolio, 1990, p. 21).
iii. Can consist of a range of behaviors and actions, from those that focus on one-on-one interactions, to more broad attempts to change organizations and policies or cultures.
iv. Involves use of “appreciative inquiry’ (AI; Cooperrider et al., 2000)
1. Strengths-based approach for organizational change where employees and teams discover and develop together best practices together. It amplifies what the team does well, rather than trying to fix what does not.
2. Leaders facilitate shared visions for change, align individual and collective strengths, ensure decision making is distributed.
3. Fulfills human universals (Lamb & Clutton, 2014):
a. to have a voice and be heard;
b. to be seen as essential to the group;
c. to be viewed as unique and exceptional.
e. Authentic leadership
i. New model for which no consensual definition has yet emerged.
ii. Some authors emphasize intrapersonal factors (leader’s self-knowledge, self-regulation, self-concept) whereas others emphasize interpersonal factors (response to followers) or developmental factors (something to be nurtured rather than a fixed trait).
iii. Characteristics (Gardner & Schermerhorn, 2004)
1. Prominence of positive role modeling.
2. Enhancing positive performance through confidence, hope, optimism, resilience.
3. Focus on valuing people and developing their strengths.
f. Summary of these additional models
i. In general, adopt a more other-centered, aspirational focus to how leaders should behave.
ii. However, many of these frameworks nonetheless reinforce a hierarchical model focused on an individual leader (Brewer et al., 2016).
1. There is a (i.e., one) leader.
2. That person may be facilitative while remaining in charge (however positive or charitable or growth-focused that leader is).
3. May have some facets that are beneficial to interprofessional primary care teams.
	ACTIVITY/EXERCISE
· Review definitions of leadership in Table 3. Examine what is emphasized in each definition and describe how they related to the newer, additional models of leadership.
· Review any of the following instruments that measure facets of leadership (scales are available in Northouse, 2016). Discuss what model(s) of leadership they appear to reflect. Discuss whether you think the questions on the instruments are valid measures of leadership skills and competencies.
· Leadership Behavior Questionnaire
· Servant Leadership Questionnaire
· Authentic Leadership Self-Assessment Questionnaire
· LMX-7 Questionnaire
· Leadership Trait Questionnaire
· Collaborative Practice Assessment Tool (Team Leadership subscale)
· Discuss strategies you believe could be used to measure leadership skills and competencies other than self-report questionnaires. What format could those assessments take? What constructs should be included? What information should be collected? What output or feedback should be the product of these assessments? 
· Interview a leader in a healthcare setting. Ask that person how they approach their leadership in their job; what kind of skills do they put into practice as a leader; how they learned these leadership skills. After completing the interview, describe what kind(s) of leadership models this person appears to be following in his/her behavior.


Recommended resources for this section
Morgeson, F.P., DeRue, D.S., & Karam, E.P. (2010). A functional approach to understanding leadership structures and processes. Journal of Management, 36, 5-39. doi: 10.1177/0149206309347376.
Weiss, D., Tilin, F., & Morgan, M. (2014). The interprofessional healthcare team: Leadership and development. Burlington, MA: Jones & Bartlett Learning, LLC.
Chapters on transformational, servant, and authentic leadership can be found in Northouse, P.G. (2016). Leadership: Theory and practice (7th ed.). Thousand Oaks, CA: Sage.
3. Leadership competencies
a. What is defined as a leadership competency in interprofessional healthcare depends, to some extent, on the model of leadership that is adopted.
b. There are some core competencies, however, that are consistent, either explicitly or in terms of the general theme.
c. Effective team leaders excel at both task-focused behaviors and people-focused behaviors (Burke et al., 2006).
i. Task focused:  goal setting, work apportionment, process structuring, adapting to change, information seeking, providing feedback.
ii. People focused:  developing positive climate; facilitating team member development and participation; surfacing, resolving, and harmonizing personal problems; being friendly and supportive.
d. Critical leadership outcomes according to the Direction-Alignment-Commitment model (see Drath et al., 2008 for a schematic of this model).
iii. Direction – widespread agreement in a collective on overall goals, aims, and mission.
iv. Alignment – organization and coordination of knowledge and work in a collective.
v. Commitment – willingness of members of a collective to subsume their own interests and benefit within the collective interest and benefit.
e. Leadership competencies articulated in the Canadian Interprofessional Health Collaborative (2010).
vi. Reflect collaborative and situational models of leadership.
vii. “Within collaborative or shared leadership, learners/practitioners support the choice of leader depending on the context of the situation.”
viii. “Learners/practitioners understand and can apply leadership principles that support a collaborative practice model.”
ix. To support interprofessional collaborative practice, learners/practitioners collaboratively determine who will provide group leadership in any given situation by supporting the following:
1. work with others to enable effective patient outcomes;
2. advancement of interdependent working relationships among all participants;
3. facilitation of effective team processes;
4. facilitation of effective decision making;
5. establishment of a climate for collaborative practice among all participants;
6. co-creation of a climate for shared leadership and collaborative practice;
7. application of collaborative decision-making principles;
8. integration of the principles of continuous quality;
9. improvement to work processes and outcomes.
	ACTIVITY/EXERCISE
· Using the list of skills in Table 4, have learners indicate whether they see each attribute as something they would bring to an interprofessional team, or as something they would need from others on the team (adapted from Negandhi et al., 2015)
· Effective communication is an important facet of a well-functioning interprofessional primary care team. Friedrich et al. (2009) propose that leaders can use a range of language that is more or less constructive. Type of constructive “leadership language” include the following:
· direction-giving – clarifying goals and expectations
· meaning-making – communicating values and what is important
· empathetic – imbuing communications with positive affect
· Generate examples of each type of leadership language that you think would be 1) constructive and helpful for a team and, then, 2) destructive and not so helpful for a team.


Recommended resource for this section
Section on Collaborative Leadership in Canadian Interprofessional Health Collaborative. (2010). A national interprofessional competency framework. Vancouver: College of Health Disciplines, University of British Columbia.
4. Cultural awareness and leadership
a. Geographic and regional dimensions of culture
i. Research has shifted from trying to identify universal features of leadership that apply equivalently across cultures to a realization that there are meaningful differences across cultures regarding leadership styles, practices, and preferences (Dickson, Den Hartog, & Mitchelson, 2003).
ii. Could include cross-national cultures, regional differences within cultures, and more micro differences among smaller groups.
iii. Based on the original work by Hofstede (1980, 2001), who identified five major dimensions on which cultures differ.
1. Power distance
a. The extent to which there are power differences across individuals and groups; and the extent to which a society (or group) accepts the fact that power is distributed unequally; hierarchical structure versus egalitarian structure.
b. Power distance can influence expectations and preferences regarding leadership, how acceptable/typical are certain patterns of leader behavior, and how willing subordinates are to express disagreement.
2. Uncertainty avoidance
a. A society’s (or group’s) reliance on social norms and procedures to alleviate the unpredictability of the future.
b. Can influence how much individuals and leaders are willing to take risks and the extent to which they value predictability and rule following versus improvisation.
3. Individualism-collectivism
a. Degree of cohesion in a society or group, and extent to which responsibility for the fate of an individual is dependent on themselves or on the group; autonomy versus embeddedness.
b. Can influence expectations for how both leaders and individuals act; that is, acting out of self-interest versus interests of the group.
4. Masculinity-femininity
a. Relative importance of values such as assertiveness, self-confidence, and forcefulness.
b. Different organizational contexts may call for different kinds of leadership along these dimensions.
c. Incorporates the idea of “gender egalitarianism,” minimizing gender role differences (in fact, some counter that gender differences are much less – if at all – meaningful in contemporary contexts).
5. Long-term—short-term orientation: whether the vision for the future is on more distal versus proximal goals and values.
iv. Global Leadership and Organizational Behavior Effectiveness (GLOBE) Studies offer their own set of cultural dimensions (House, Hanges, Javidan, Dorfman, & Gupta, 2004).
1. Uncertainty avoidance – relying on social norms, rituals, and procedures to avoid uncertainty.
2. Power distance – extent to which people agree that power should be shared unequally.
3. Institutional collectivism – whether culture identifies with broader societal interests rather than individual goals.
4. In-group collectivism – degree to which people express pride, loyalty, and cohesiveness in their organization or family.
5. Gender egalitarianism – promotes gender equality.
6. Assertiveness – degree to which people are determined, assertive, confrontational in social relationships.
7. Future orientation – planning, investing, delaying gratification.
8. Performance orientation – encouraging and rewarding group members for improved performance and excellence.
9. Humane orientation – encouraging and rewarding group members for being fair, altruistic, generous, caring.
v. In a primary care team, differences could manifest themselves in:
1. the degree to which people are willing to challenge other team members;
2. whether and how people seek guidance on decisions (e.g., inviting participation versus not).
b. Gender
i. Women face challenges at all levels as they try to ascend in an organization; traverse a “leadership labyrinth.”
1. Due to differences in human capital, such as education, employment opportunity, competing demands at home, less access to resources and leaders at work.
2. Gender differences in style, self-promotion, negotiation.
3. Prejudice based on gender stereotypes, biased perceptions.
ii. May manifest itself in how women are considered and consider themselves in leadership roles.
c. Age differences
i. Clinicians working in primary care will likely interact with team members from different generations, each with their own historical experience, cultural context and references, and perhaps attitudes about hierarchy, power, and obeisance.
ii. Teams will need to negotiate relationships across generations (e.g., older team members being managed or supervised by younger team members; older patients with behavioral norms and expectations that may differ than those of their younger clinicians).
d. Psychological diversity
i. Interprofessional teams may consist of people with different kinds of learning styles, informational needs, and cognitive skills that intersect with other facets of diversity (Gerras & Clark, 2011).
ii. This kind of diversity may promote more creative thinking and less potential for groupthink.
iii. Can present challenges, however, to team coordination, conflict resolution, and collaboration
Recommended resources for this section 
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5. Technology and leadership
a. Leadership of virtual teams (Crane, Downes, Irish, Lachow, McCully, McDaniel, & Schulin, 2009)
i. Communication may be synchronous and/or asynchronous.
ii. Leader must ensure access to information, while securing privacy and confidentiality.
iii. Potential blurring of professional and personal time boundaries that may challenge leaders and followers alike.
b. Many new workers entering healthcare are natural networkers because of their exposure to social technologies throughout their lives; they are likely to expect collaborative networking, not hierarchical, in their professional lives as well.
c. Emerging communication technology is as much about encouraging social interaction and communication as it is about information transmission (Austin et al., 2007); as peer and lateral relationships become more important outside of the workplace, team members will come to expect those kinds of relationships inside the workplace as well (Willis, 2008).
d. Communication with other team members, other clinicians, and patients/family members will occur on new platforms, on new devices, and in ways we cannot yet predict.
i. Increasing availability of information and communication tools likely to be available via broadband, wireless, and a variety of hand-held devices that will transmit real-time text, audio, and video.
ii. Evolving speed and access to information may change the decision environment in which leaders and teams operate; more information, available more rapidly, which has the potential to improve patient care but also has the potential to overwhelm leaders and team members in a deluge of information.
iii. With this access, more people may be able to play a role in decision making.
iv. Leaders and teams will need to keep up to date with technological changes.
Assessment of Learning Outcomes (Leadership and Interprofessional Teams)
The following methods may be used to assess the learning outcomes in this module.  
Learning outcome 1

Compare the structure, function, strengths, and limitations of past and contemporary models of interprofessional leadership.
	· Describe the basic philosophy, approach, or goals of 3 models of leadership and, for each, list 2 potential benefits and 2 potential drawbacks that style of leadership may have on interprofessional practice.
· Describe an experience from your life in which you interacted with a leader. Identify the model of leadership that best describes that person’s actions. Describe why that model of leadership fits. Describe another model of leadership that would have been different from that person’s.


Learning outcome 2
Describe key traits and behaviors of leaders that facilitate the effectiveness of interprofessional teams in primary care.
	· Create a list of 4 traits or characteristics of a leader that would facilitate effective interprofessional team interactions. For each trait/characteristic, give an example of a specific behavior (i.e., something another person might observe) that would represent that trait/characteristic in action, and describe how it would benefit an interprofessional team.
· Interprofessional teams are often responsible for 1) accomplishing tasks in the service of a patient, and 2) maintaining the functioning and health of the team itself. For each of those responsibilities, describe an element of effective leadership that would help accomplish it.


Learning outcome 3
Recognize the effect of current and emerging technologies on the work of leaders on interprofessional teams.
	· Describe two recent technological innovations or developments likely to be used in a healthcare setting. Identify how those innovations or developments could enhance the functioning of an interprofessional team and how they might interfere with the functioning of an interprofessional team.
· Describe a recent technological innovation or development that has emerged in society more generally. Explain how that innovation or development is likely to influence the attitudes and behaviors of not only the people on an interprofessional team, but also patients and caregivers with whom they are likely to interact.


Learning outcome 4
Describe how the diverse backgrounds of interprofessional team members and diverse organizational cultures can influence leadership on teams.
	· An interprofessional team typically has several goals it is trying to achieve or tasks it is trying to accomplish. Choose 2 goals/tasks of an interprofessional team and, for each, describe how differences in attitudes and beliefs based on team members’ backgrounds could affect the team’s ability to accomplish those goals/tasks. Describe how a team leader might approach addressing those differences on the team.
· Interprofessional teams are embedded in larger healthcare systems that can influence how those teams operate and function. Describe a policy or procedure that would facilitate the functioning of an interprofessional team, and describe a policy or procedure that would hamper the functioning of an interprofessional team. Describe how a team leader could address those policies and procedures to ensure team effectiveness.
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Table 1. Traditional and contemporary models of leadership.
	Dimension
	Traditional Models
	Contemporary Models

	Structure
	· Vertical
· Individual leader sits at apex of the team
	· Horizontal/lateral
· Leader shifts from person to person depending on expertise needed

	Process
	· Hierarchical
· Leader directs followers
	· Collective, shared, distributed
· “Clinical democracy”

	Power & influence
	· Based on position, role, credential
	· Based on knowledge and expertise

	Responsibility for the team
	· Falls primarily to the leader
	· Falls to the team itself


Table 2. Principles of shared leadership (Registered Nurses’ Association of Ontario, 2013)
1. Promote a shared leadership process that is based on the belief that at different times and depending on the need, situation and requirements, different people assume the leadership role and there are times when the nominal leader might not even be visible.
2. Structure a learning environment that supports continuous self-development and reflection. The team members are encouraged to learn together and from each other, and to cultivate practices of open-mindedness, mutual trust, seeking constructive feedback, and viewing conflict as an opportunity for growth.
3. Supporting relationships and interconnectedness that value honesty, mutual respect, expecting the best from others, and the ability to exercise personal choice. Shared leadership focuses on facilitating the ability of the team to live those values towards a shared vision that allows people to set common goals and direction.
4. Fostering shared power that implies a shared responsibility and accountability for decision making and for learning. Power is found at the center of the team rather than at the top of the hierarchy.
5. Practicing stewardship and service focuses on ensuring that the interests and needs of others are being served rather than focusing on personal power and control.
6. Valuing diversity and inclusiveness implies respect for individual differences which will result in freedom to learn together and for the exercise of collective ownership.
Table 3. Definitions of leadership and what they imply about leadership on interprofessional teams.
	Definition
	Vertical                        Horizontal
Hierarchical                      Shared

	A.  “…the process of influencing others toward the attainment of one or more goals.” (Frederickson & Nikitas, 2011, p. 346)
	1          2          3          4          5

	B.  “…the appropriate and ethical influence exerted by one individual to alter, modify, or change the reactions, attitudes, or behaviors of other individuals to maintain or further core values of the health professions.” (Gabel, 2014, p. 848)
	1          2          3          4          5

	C.  “…serial emergence of temporary leaders, depending on the task(s) facing the team and the knowledge, skills and abilities of the team members.” (Bligh et al., 2006, p. 306)
	1          2          3          4          5

	D.  “…selectively utilize skills and expertise within a network, effectively distributing elements of the leadership role as the situation or problem at hand requires.” (Friedrich et al., 2009, p. 933)
	1          2          3          4          5

	E.  “Leadership is a process whereby an individual influences a group of individuals to achieve a common goal.” (Northouse, 2016, p. 6)
	1          2          3          4          5

	F.  “The act of stimulating, engaging, and satisfying the motives of followers that results in the followers taking a course of action towards a mutually shared vision.” (Boseman, 2008, p. 36)
	1          2          3          4          5

	G.  “…a dynamic, interactive influence process among individuals in groups for which the objective is to lead one another to the achievement of group goals.” (Pearce & Conger, 2003, p. 3)
	1          2          3          4          5

	H.  “…fundamentally oriented around the satisfaction of critical team needs...in the service of enhancing team effectiveness.” (Morgeson et al., 2010)
	1          2          3          4          5


Table 4. Leadership competencies.
Although what is required from a leader can fluctuate from circumstance to circumstance, some scholars have suggested that there are overarching attributes that make for a good leader. In the list of attributes below, check the box that indicates whether the competency is something you are strong in and would bring to an interprofessional team, or whether you would want the interprofessional team to contribute, since you do not (cannot) have skill with every potential emotion and thought.
	Competency
	I would bring this to an interprofessional team
	I would need this from an interprofessional team

	a)  Self-awareness
	
	

	b)  Sense of mission
	
	

	c)  Ability to regulate emotions
	
	

	d)  Commitment and motivation
	
	

	e)  Decisiveness
	
	

	f)  Courage
	
	

	g)  Communication skills
	
	

	h)  Innovation encouragement
	
	

	i)  Strategic & tactical planning
	
	

	j)  Collaboration
	
	

	k)  Ability to establish a path forward
	
	


Quality Improvement  
Description of the Topic
Quality improvement (QI) consists of systematic (i.e., well planned, data driven) and continuous actions (in daily work) that lead to measurable improvements in care and health outcomes for individuals and populations.  To improve healthcare, QI must be everyone’s job.  
“Quality improvement is the combined and unceasing efforts of everyone – healthcare professionals, patients and their families, researchers, payers, planners and educators – to make changes that will lead to better patient outcomes (health), better system performance (care), and better professional development”…“Everyone in healthcare really has two jobs when they come to work every day:  to do their work and to improve it” (Batalden, & Davidoff, 2007).  
Interprofessional Competencies in Quality Improvement
Improvement in healthcare is an interprofessional, collaborative process that requires the expertise from each team member.  Various professions provide advanced training in certain of the content areas presented in this module later in their sequence of training as is appropriate to a given profession. Here we introduce quality improvement and offer learning objectives at several levels of competency.  For our health care system to improve, QI competencies are required for all health care professionals (IOM, 2003; Headrick, et al., 2013).
Per the (then) Institute of Medicine (IOM, 2003): “All health care professionals should be educated to deliver patient-centered care as members of an interdisciplinary team, emphasizing evidence-based practice, quality improvement approaches, and informatics.”
The current module provides the context and resources to develop the following foundational QI competencies deemed central to effective participation on improvement teams:
· A professional commitment to quality and continuous improvement in keeping with IOM aims.
· Shared knowledge and skills for how to make improvements in healthcare (using the science of improvement)
· An appreciation for the importance of systems thinking and approaches for effective improvement efforts and delivery of high quality care.
The current module’s content is aligned with IPEC Core Competencies for Interprofessional Collaborative Practice – particularly values/ethics and team/teamwork sub-competencies.  
The current module’s competencies in Quality Improvement may be encompassed within specific discipline’s competencies.  For example, they are part of the following Health Service Psychology competency domains:
· Scientific Knowledge and Methods & Research/Evaluation
· Professional Values and Attitudes & Reflective Practice
· Interdisciplinary/Interprofessional Systems 
Learning Outcomes (Quality Improvement)
Learning outcome 1: Participants will be able to describe key concerns regarding healthcare quality and the importance of quality improvement in healthcare.  Specifically, participants will be able to: 
a. Summarize key challenges to quality and safety in the US healthcare system, including the significance of the IOM’s (1999) To Err is Human and (2001) Quality Chasm report.
b.  Identify the IOM’s quality dimensions (potential aims for improvement efforts) and describe the importance of pursuing these aims.
Learning outcome 2:  Participants will be able to describe the importance of systems thinking for effective implementation of quality improvement efforts.  
Learning outcome 3: Participants will be able to identify the key components of the Model for Improvement framework (Langley et al., 2009).  Specifically, participants will be able to:
·  Identify the Model for Improvement’s 3 Fundamental Questions 
· Describe the 4 components of the PDSA cycle
Learning outcome 4 (optional): Participants will be able to demonstrate basic knowledge and skills necessary for implementation of the Model for Improvement.  Note:  This learning outcome (and associated curriculum content) involves more depth of knowledge and understanding including the expectation for application of QI skills.  Implementation of process analysis tools (i.e. flow chart, cause-and-effect diagram) affords active/experiential learning regarding systems thinking, interprofessional practice, and the importance of effective collaboration on improvement teams (learning outcome 2).  Accordingly, we would recommend inclusion of examining a process using process analysis tools.
· Participants will be able to write a SMART aim statement.
· Participants will be able to identify outcome, process, and balancing measures.
· Participants will be able to examine a process using process analysis tools. 
· Participants will be able to complete a flow chart (process map).
· Participants will be able to organize information into a cause-and-effect (Fishbone) diagram.
Recommended Content for this Module (Quality Improvement):
The current module provides an overview of historical context for and drivers of quality improvement in health care as well as foundational knowledge and skills for effective future participation on quality improvement teams. The content is geared to graduate-level health professions learners (e.g., medical students, psychology graduate students, nurse practitioner students, etc) including those who are pre-clinical.  The content could readily be adapted for more advanced learners by including module content pertinent to Learning Outcome 4 and the supplemental content at the end of the module (i.e. Key Driver Diagram & Run Charts).  For advanced learners with clinical experience, we would encourage application of knowledge and skills through project-based learning (i.e. implementation of small scale improvement project in a clinical context).  
This module offers a recommended outline for presenting Quality Improvement.  These sections include links to pertinent online education modules from the Institute for Healthcare Improvement (IHI).   Each IHI Open School lesson includes narrative, video, and quizzes/post-tests (see: http://www.ihi.org/education/IHIOpenSchool/Pages/default.aspx).  An IHI Curriculum Overview can be accessed at: http://www.ihi.org/education/IHIOpenSchool/Courses/Documents/Course%20Catalog.pdf.
The Institute for Healthcare Improvement (IHI) provides resources at low or no cost, to assist others in improving health care.  In 2008, the IHI launched the Open School for Health Professionals.  Open School aims to create an interprofessional education community that gives learners across health professions the skills to become effective change agents in health care improvement.  Open School offers online courses in improvement capability, patient safety, and person/family centered care.  Course content from IHI’s Open School is available to registered users.  Registration is free for faculty members and learners.  To obtain free access, you must specify your faculty/learner status when you register with IHI. 
1. What is Quality? Do we need to improve it?  And if so, what needs to improve?
	ACTIVITY/EXERCISE
What is quality in healthcare?  Quality in primary care?
· Ask learners to reflect on their own (or family) experiences with healthcare.  What does quality in healthcare mean to you?  What about quality in primary care?  What gaps in quality have you or your family members experienced?  Have class participants share and discuss their experiences of and perspectives about quality.  During this discussion be sure to have a scribe document key elements of quality (or lack thereof) shared by class members on individual post-it notes to be used during Part II of What is Quality? Exercise.


a. The IOM definition of Quality:  “The degree to which health care services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”  
b. Broadly speaking, Quality in Healthcare is demonstrated by:
i. Health outcomes (not only individual outcomes, but also population health outcomes)
ii. Patient experience 
1. Note that the scope of patient experience is broadly defined by the IOM’s six dimensions that will be will be addressed later in this module.  
Health Outcomes (Quality)
iii. The Value of Care =   ---------------------------------
Cost 
iv. The “Triple Aim” framework refers to the simultaneous pursuit of improving the patient experience of care and the health of populations, and reducing the per capita cost of health care (Berwick, Nolan, Wittington, 2008).
	ACTIVITY/EXERCISE
· Keeping these components of quality in mind (outcomes, patient experience, and cost), ask learners to assess the quality of healthcare in the US.  Allow for conversation about perspectives and then, if not already discussed, transition discussion to IOM’s seminal reports about safety and quality.


c. Seminal IOM reports
i. Attention to challenges to quality and safety in US healthcare began roughly at the turn of the century with the IOM’s seminal reports.  These landmark papers galvanized the conversation about quality and error in our health care system.  
ii. The first report – “To Err is Human” in 1999 identified medical error as a major threat to public health.
	ACTIVITY/EXERICISE
· Assign the IHI Open School Module Patient Safety (PS) 101:  Lesson 1 (30 minutes) Understanding Medical Error and Patient Safety
· Have learners watch lesson 1 in advance of class and write brief thought papers (reactions to module content).  Discuss their reactions / perspectives in class.
· Or, watch lesson 1 in class & discuss


iii. The second paper, 2001’s “Crossing the Quality Chasm” report, highlighted the substantial gap between expected and actual care. 
	ACTIVITY/EXERCISE
Assign:

· The IHI Open School Module on Quality Improvement (QI) 101 Lesson 2 (30 minutes)  
· The Institute of Medicine’s Aims for Improvement 
· Have learners watch lesson 3 in advance of class and write brief thought paper (reactions to module content).  Discuss reactions / perspectives in class.
· Or, watch in class and discuss.


iv. Key take-home message: “Between the healthcare we have and the healthcare we could have lies not just a gap, but a chasm.”  In the Crossing the Quality Chasm seminal paper, the IOM called for fundamental and transformational change in health care delivery to address the extensive shortfalls in the quality of and safety of our healthcare.  For more depth of discussion about Quality Chasm report, have the class read Berwick’s (2002) User’s Manual for the IOM’s ‘Quality Chasm’ Report.
v. Ensure learners are aware of six IOM Dimensions that are potential aims for improvement.
1. Safe, timely, effective, efficient, equitable, patient centered (STEEEP acronym)
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Adapted from: Institute of Medicine (2001).  Crossing the quality chasm:  A new health system for the 21st century.  Washington, DC:  National Academies Press
	ACTIVITY/EXERCISE
What is Quality? Exercise (Part II) 
· Match the IOM dimensions to learner experiences of quality (and lack thereof) previously discussed and documented on post it notes.
· Monitor if learners include discussion of all the IOM dimensions (i.e. potential aims for improvement)?  If not, encourage coverage/discussion about each.  Note:  Equity is the most frequently forgotten dimension of quality and a substantial problem in our healthcare system.


vi. Additional evidence/resources for discussion about quality, safety, and patient centered care.  Consider assigning each learner one of these articles to read – and then have learners give 5 minute “lightning talks” to report the key findings/recommendations and share their reactions with each other.
1. Studies documenting failure to provide indicated outpatient care for adults and children: McGlynn et al., 2003 and Mangione-Smith et al., 2007, respectively.
2. Medical Errors as 3rd leading cause of death:   Makary & Daniel, 2016.
3. Davis et al.’s, (2005) vision of patient centered primary care, and Berwick’s (2009) perspective on what patient-centered should mean.
4. The IHI White Paper on Achieving Health Equity
	ACTIVITY/EXERCISE
What Are Barriers to Quality (and Safety)? 
· Discussion:  Have learners discuss their perspectives about barriers to quality and safety.  
Guide discussion to include barriers such as:  
· Information overload (explosion of evidence base and complex technology) 
· Fragmented care / working in silos with associated risks for communication errors and coordination gaps 
· Problems with communication are the common root cause for medical errors.  Patient handoffs are particularly high-risk moments for communication failures that yield problems in the quality and safety of care. 
· Variation in care and inefficiencies in care processes
· Human infallibility – to be expected
· Complexity of healthcare!
· Culture that blames individuals or “bad apples” … 
· Seeking to blame individuals for systems problems sets the stage for secrecy and avoidance (which is a substantial threat to safety and quality in that system).  Better to maintain a culture that understands that the typical root cause for errors is system failures.  
· A fair and just culture: (1) encourages accountability in the context of the system; (2) provides for psychological safety; and (3) maintains a focus on continuous learning/improvement of the system.  To improve healthcare, it is important to maintain a fair and just culture that fosters effective teamwork (wherein “we are all in this together and we all have each other’s backs - as a team”) rather than pointing fingers of blame when problems (or opportunities for system improvement) arise.  
Key take home message:  When the goal is to improve safety and quality, health professionals and administrators must shift from thinking of errors and gaps in quality as individual people problems (“bad apples”) – and instead identify the systems problems or processes, including communication processes, that can be improved.


vii. Consider the following resources:
i. Why do errors happen and how can we prevent them--the IHI Video (~ 4 minutes) http://www.ihi.org/education/ihiopenschool/resources/Pages/Activities/WhyDoErrorsHappen.aspx
ii. See also this blog about medical errors: 
https://blogs.scientificamerican.com/guest-blog/the-real-cause-of-deadly-medical-errors/
2. Healthcare as a complex system
a. A QI principle to always keep in mind is the importance of the system – particularly at the local level (clinical microsystem) wherein you want to make an improvement.  
i. Introduction to the clinical microsystem by Paul Batalden, M.D.  http://clinicalmicrosystem.org  (~ 2 minutes)
ii. Central Law of Improvement: “Every system is perfectly designed to get the results it gets” - Paul Batalden, M.D.
	ACTIVITY/EXERCISE
· Recommend the IHI Open School QI 101 Lesson 3 (30 minutes):  Changing Systems with the Science for Improvement


b. Pioneers in Quality Management:  W. Edward Deming and Walter Shewart are known as founders of the Science of Improvement.  They developed processes and methods for industry / manufacturing.  Shewhart is known for the PDSA cycle (see subsequent content on Model for Improvement) and Deming was a student of Shewart.
a. Deming’s “System of Profound Knowledge”
i. Improvement depends on much more than having the right scientific evidence at hand. It requires change at the level of systems of care and knowledge about how to make changes.  
ii. Deming described the following four components of knowledge as necessary for improvement:
1. Appreciation of a system
2. Understanding of variation
3. A theory of knowledge
4. Psychology of how people interact with each other and systems
c. Health care pioneers such as Donald Berwick, M.D., Paul Batalden, M.D., and Brent James, M.D. moved health care beyond quality assurance practices to quality improvement – drawing on the work of quality pioneers and practices in industry.  
d. In a complex system such as healthcare, providing high quality care requires attention to the structure and systems of care, reliable and effective processes, interdisciplinary teamwork, and a commitment to continuous improvement.  For change to be an improvement, health professionals must take into account the local context of the system being improved.  
e. Ineffective communication (across settings and between professionals) is frequently a problem in the quality and safety of health care.  Communication gaps and errors are particularly common during transitions or hand-offs  Development of structured, reliable, and effective communication practices (e.g., SBAR, I-PASS) as well as collaborative coordination and teamwork are key improvement targets to improve systems of care.
i. SBAR is the acronym for a standardized communication used for situational briefings 
1. Situation:  What is going on with the patient? (5-10 second punch line)
2. Background:  What is the (pertinent) clinical background or context?
3. Assessment:  What do I think the problem is?
4. Recommendation:  What do I think needs to be done for the patient?
ii. An important aspect of SBAR is the recognition that all health care professionals have expertise and need to be assertive in making recommendations when relevant.  Facilitating a non-hierarchical structure is important to ensure that team members speak up and communicate  information needed for safe and high quality care.  
iii. I-PASS handoff bundle to standardize verbal handoffs (see www.ipasshandoffstudy.com)
1.  I:  Illness Severity
2.  P:  Patient Summary
3.  A:  Action List
4.  S:  Situation Awareness and Contingency Planning
5.  S:  Synthesis by receiver
f. Most changes will not happen without the support of people. Effective improvement leaders work to develop a shared vision that is meaningful.  Keeping those who key to implementation engaged and informed from the beginning is important to the success of improvement efforts.  
g. Organizational leadership and improvement team leaders play a vital role in system functioning/teamwork and the effectiveness of quality improvement efforts.  Team functioning is impacted by communication style and authority gradients.  Leadership practices that support effective teamwork, productive attitudes (including non-hierarchical), and effective processes are important to creating the culture necessary for quality improvement. 
h. Use the IHI Open School Course QI 105 Leading Quality Improvement 
	ACTIVITY/EXERCISE
Ask learners:  What happens if a leader/management develop a vision for change without talking to anyone in the microsystem who is going to implement it – and then give the team instructions to implement?  (These kind of leaders are likely missing key information about the facts on the ground that are important for successful implementation, and there is limited “buy in” from those crucial to implementation…).  It is a problematic way to start an improvement effort.


i. QI is a frontline, context driven activity, implemented by practitioners (and leaders) who want their care to be better.  For quality aims to be realized requires each and every practitioner to be a QI leader in his or her local practice settings.  
3. How to Improve 
a. Recommended IHI Open School Course 
QI 102 How to Improve with the Model for Improvement.
It will take 90 minutes for learners to complete all five IHI Open School Model for Improvement lessons:
  - Lesson 1:  Overview of Model for Improvement (15 min)
  - Lesson 2:  Setting an Aim (15 min)
  - Lesson 3:  Choosing Measures (20 min)
  - Lesson 4:  Developing Changes (20 min)
  - Lesson 5:  Testing Changes (20 min)
Lesson 5 prompts learners to propose and carry out a small test of change as their own personal improvement project.  Have learners complete a Personal Improvement Project including developing aims, measures, and a change to test in keeping with Model for Improvement.  Viewing Open School QI 102 course lessons 1 through 5, and see brief written overview and whiteboard lessons from IHI. (The links can be found in Resource section at end of current document).  See below for overview of key points and components of Model for Improvement framework.
b. Quality improvement (QI) consists of systematic and continuous actions that lead to measurable improvements in care and health outcomes for individuals and populations.  It is the “connector” – the knowledge and skills to take the best evidence and put it into practice at the local level. Improving healthcare is a skill-based activity.  The “Model for Improvement” is a powerful framework to improve healthcare processes and outcomes. It is based on Three Fundamental Questions that define the endpoint and drive the improvement effort.  These questions are combined with Plan-Do-Study-Act Cycles and a systems mindset.
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Adapted from: Langley G.J. et al. (2009). The improvement guide:  A practical approach to enhancing organizational performance – Second Edition.  San Francisco, CA:  Jossey-Bass.
c. To effectively answer Model for Improvement fundamental questions one must engage with individuals (key stakeholders) at the local level (where care is happening) and learn about what is happening, how it is happening, and what are feasible improvement opportunities.  Engaging well with key stakeholders is key to effective improvement efforts – for buy in, understanding of processes, and more generally feasibility for implementation and sustainability.
i. Who is a Stakeholder?  Any person, group, or organization who could be impacted, or cause an impact on, the proposed improvement effort(s).
ii. Keep in mind patient/family as key stakeholder.  It is important to develop a shared vision for change that is patient/family centered (i.e. co-created with patient/families). 
d. Fundamental Question 1:  What are we trying to accomplish? 
i. The first step is to identify a general area to improve (including cultivating a vision for change) and then narrow the focus to develop a specific, concrete destination or “SMART Aim” that addresses How Good, By When, For Whom?  (See SMART Aim Worksheet activity.)
ii. Your Aim Statement answers the first question (What are we trying to accomplish?) and includes a measure which answers the second question (How will you know a change is an improvement?) 
1. Keep in mind IOM dimensions when developing vision and aim(s) for improvement.
2. Aims need to be clear enough to guide the effort and important enough to motivate/excite participants.
	ACTIVITY/EXERCISE
Potential areas for improvement in Primary Care 
Discussion followed by Team Activity:  
· Have learners discuss and select an idea for improvement.  
· This idea for improvement in Primary Care: What will it look like? What will be happening every day? What is the hoped for experience for patient/family?  Describe in rich detail to create a vision for change.
· Then translate a feasible element of this improvement vision into a SMART Aim that could guide an improvement effort) (Plan to use this improvement idea again later for process tools).


For a brief paper see Davis, Schoenbaum, and Audet’s (2005) vision of patient centered primary care.  Also see Health Affairs Blog by Rick and O’Malley (2015) on Measuring W Matters in primary care.
e. Fundamental Question 2:  How will you know a change is an improvement?
i. QI projects include outcome, process, and balancing measures
1. Process: Are we doing what we said we would?
2. Outcome: Is that taking us where we need to go? 
3. Balancing: Are changes leading to unintended consequences (e.g., problems elsewhere in system)?
ii. Improvement takes place over time.  Plotting and studying your measurement data over time via a run chart or control chart (rather than relying on summary statistics) is the most effective means to learn from data to guide improvement (see of Perla, Provost, & Murray, 2011).  Assign this article to learners and discuss especially Figure 2 on page 48 that examines summary statistics versus time-ordered data.
f. Fundamental Question 3:  What changes can we make that will result in an improvement?

i. Seek specific, identifiable, and substantive changes.  Changes need to be specific so that they can be described, planned for, measured, and examined.  They must be achievable with existing resources.
ii. Examine the current system through process analysis.  On the basis of this learning, identify possible targets for change.  Process analysis helps an improvement team to develop a shared model or understanding of the system and helps to develop ideas for change.  
1. Process analysis tools include the Flowchart and Cause-and-Effect Diagram    
a. Recommend developing a conduct flowchart and cause and effect diagram activities in interprofessional teams.  It is important to complete process analysis with a range of individuals in the microsystem who are involved in and understand the process. 
b. A flowchart or process flow map shows a set of activities or steps (the process) – such as the flow of a patient through a system.
http://www.ihi.org/resources/pages/tools/flowchart.aspx

	ACTIVITY/EXERCISE
Team Exercise:  
· Create a flowchart:  How to make a banana split (be sure to include all the steps, including resources needed)?
· Create a flowchart:  Experience of primary care ideal (follow up from improvement in primary care discussion)


c. Cause & Effect Diagram (also known as Fishbone or Ishikawa diagram) is used to identify factors that influence an outcome (e.g., possible causes of a problem in a system).  It guides the team to understand that there are many possible causes that impact an outcome.  It helps to identify areas for improvement.  http://www.ihi.org/resources/pages/tools/causeandeffectdiagram.aspx
	ACTIVITY/EXERCISE
Team Exercise:
· Create Cause-and-Effect Diagram:  Examine barriers to going to the gym to work out every day
· Create Cause-and Effect Diagram:  Examine contributors to challenging patient care experience (patient care problem to be solved)


4. Plan-Do-Study-Act (PDSA) Cycles: The PDSA cycle gives us a way to quickly test and learn from changes.  Short cycle tests/pilots are best in complex systems.
a. Plan:  Design the test (be specific – who, where, when, what, how?) and make predictions 
b. Do:  Run the test
c. Study:  Summarize what was learned
d. Act:  Decide what action is warranted based on data.  Adopt, Adapt, or Abandon?
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Adapted from:  Langley, G.J., Moen, R.D., Nolan, K.M., Nolan, T.W., Norman, C.L., & Provost, L.P. (2009). The improvement guide:  A practical approach to enhancing organizational performance – Second Edition.  San Francisco, CA:  Jossey-Bass. 
e. A PDSA cycle for examining improvement within a system is similar to individual outcome/process monitoring as part of our daily work in evidence-based practice.  See therapy/intervention processes embedded within PDSA framework below. 
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5. Cultural awareness and QI
a. The following IOM Dimensions:  Equity & Patient Centered Care (as well as Access) are key considerations and aims for quality improvement efforts.
i. Discuss how to achieve these aims for maximum impact on population health (i.e. integrated care/medical home, taking care to community)
b. The “how” of improvement depends on context, and culture is a crucial contextual factor that should continually guide improvement efforts.  Contextual factors to consider include dominant language and resources such as where they live, financial situation, level of education, transportation.
c. To promote Equity, pay strong attention to the patient / family experience / engagement, particularly for underserved
d. See the IHI White Paper on Achieving Health Equity.
6. Technology and QI
a. Technology provides access to information about health care on the internet (e.g., Choosing Wisely).  Allows consumers to make informed decisions (and increases clinician/organization/system accountability).
b. Technology has an important and productive role to play to improve quality and safety. The Electronic Health Record has the potential to make care more reliable, safe and efficient
i. Reduce/manage complexity (help with information overload)
ii. Communication (support ease/reliability of communication)
iii. Help people to do right thing with high reliability (standardization)
1. Decision-support tools
2. Reminders
3. Hardstops
c. Important to apply technology to improve stable systems.  Do not automate a bad system.  
d. Technology that is unreliable is worse than none at all
e. See AHRQ link on Heath IT integration in primary care
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/health-it/index.html  

f. See link for blog about experience of Health IT
http://geekdoctor.blogspot.com/2016/05/a-multi-stakeholder-discussion-in.html?m=1 

SUPPLEMENTAL CONTENT FOR PROJECT-BASED LEARNING:   
The following supplemental content is provided for advanced learners to be able to implement a quality improvement project using the Model for Improvement.  
Key Driver Diagram 
Learning Objective:  Participants will be able to complete a Key Driver Diagram
· The Key Driver is an important tool to organize and focus an improvement effort.  It is a way to conceptualize an issue and its system components (i.e. develop theory of change).  
· See Key Driver Diagram Worksheet and IHI video about using Key Driver
http://www.ihi.org/education/ihiopenschool/resources/Pages/Activities/GoldmannDriver.aspx
	ACTIVITY/EXERCISE
· Create Key Driver Diagram for SMART aim: “I will lose 5 pounds by one month from today.”


· Evaluate improvement data 
· Learning Objective:  Participants will be able to describe the benefits of a run chart for ongoing evaluation of improvement efforts and create a run chart
·  Review Run Chart Rules for Special Cause (see Perla, Provost, Murray, 2011, and following IHI resources:
· http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Whiteboard7.aspx
· http://www.ihi.org/resources/Pages/Tools/RunChart.aspx
Measurement for Improvement vs for Research & Accountability
Learning Objective:  Participants will be able to differentiate measurement for improvement from measurement for research & accountability.
· Measuring for improvement is distinct from measurement for research or accountability (or judgment).  Each is fundamentally different in terms of purpose, methods for data collection, and strategy for evaluation.  
· The following IHI link distinguishes measurement for improvement from measurement for research.  http://www.ihi.org/resources/pages/howtoimprove/scienceofimprovementestablishingmeasures.aspx
· The table below is an adaptation of Solberg and colleages (1997) depiction of the “Three Faces of Performance Measurement.”  It summarizes  key distinctions among measurement for accountability (or judgment), research, and improvement.  
	
	ACCOUNTABILITY
	RESEARCH
	IMPROVEMENT

	 AIM:
	Comparison, choice, reassurance, spur for change
	Discover New knowledge
	Improvement of Care
(Bring new knowledge into daily practice)

	 METHODS:
Testing Strategy
	No tests
	One large test
	Sequential tests 
(PDSA’s)

	Sample / Measures
	Obtain 100% of available relevant data; precise & valid measures
	Gather as much data as possible “just in case”; 
precise and valid measures 
	“Just enough” data, 
small sequential samples; measures easy to collect and approximate 

	Flexibility of Hypothesis
	No hypothesis
	Fixed hypothesis
	Hypothesis flexible; changes as learning takes place

	Determining if change is an improvement
	No change focus
	Hypothesis, statistical tests (t-test, F-test, chi square, p-values)
	Run charts (or Shewhart control charts)


Adapted from: Solberg, LI, Mosser, G., & McDonald, S. (1997).  The three faces of performance measurement:  Improvement, accountability, and research.  Joint Commission Journal of Quality Improvement, 23(3), 135-147.
Assessment of learning outcomes (Quality Improvement)
Each IHI Open School lesson includes a posttest to assess achievement of educational objectives.  A score of 75% is required to successfully complete a lesson.
· Lesson 5 of IHI Open School Course QI 102 prompts learners to carry out small test of change for their own Personal Improvement Project (PIP) – see PIP Worksheet
· It allows for assessment of knowledge/skills for development of SMART aim, identification of measures, use of process analysis tools.
Quality Improvement Knowledge Application Tool Revised (QIKAT-R).  Singh et al. (2014) developed the QIKAT-R instrument to evaluate learner achievement in QI via a user-friendly, validated tool with good reliability.  The QIKCAT-R is a case-based assessment wherein learners are prompted to identify an aim, a measure, and one focused change for improvement.  The scoring rubric focuses on the three subsections (Aim, Measure, Change) of the Model for Improvement.  The original QIKAT has been used across professions and developmental learning stages and for interprofessional education (e.g., Ladden, Bednash, Stevens, & Moore, 2006).   If the QIKAT-R rubric is used for assessment of learning outcomes, be sure to review the rubric in advance to ensure all elements covered are sufficiently addressed by the curriculum content selected for use. 
Assessment of Quality Improvement Knowledge and Skills (AQIKS; Doupnick, Ziniel, Glissmeyer, & Moses, 2015).  The AQIKS assessment tool is a brief, case-based written assessment designed to measure QI competencies among learners engaged in QI in a clinical environment.  It is based on the Model for Improvement framework. While meant for advanced learners in a clinical context, the case vignettes and some of the structured questions and scoring rubrics are likely to be useful for the current module’s guided discussions and team activities.
Team activities (use vignette and corresponding QI worksheet or activity) to demonstrate knowledge/skills:
SMART Aim Worksheet
Name that IOM Dimension game
Measures Worksheet
Faces of Performance Measurement game
Flow Chart Practice
Cause & Effect (Fishbone) Diagram Practice
After activity, have class discuss the potential value of interprofessional improvement teams working together to develop aims and measures for improvement and collaborate to construct process flow chart, fishbone, and key driver diagram.
The following activities may be used to assess the learning outcomes for this module: 
Learning outcome 1
Participants will be able to describe key concerns regarding healthcare quality and the importance of quality improvement in healthcare.  Specifically, participants will be able to:
· Summarize key challenges to quality and safety in the US healthcare system and the significance of the IOM’s (1999) To Err is Human and (2001) Quality Chasm reports. 
· Identify the IOM’s quality dimensions (potential aims for improvement efforts) and describe the importance of pursuing these aims
	· Have participants give a two minute “elevator talk” about Quality & Safety and IOM reports
· Have teams or individuals identify IOM dimensions to target for improvement when presented with case material (e.g. QIKAT-R, AQIKS, or other vignettes)
· Practice Testing (“Team Flashcard Challenge”)
· What does STEEEP stand for?
· Why is it important to improve?


Learning outcome 2
Participants will be able to describe the importance of systems thinking for effective implementation of quality improvement efforts.  
	· Reflect back to the initial class discussions about experiences of quality (or lack thereof) in healthcare. 
· How was the system functioning?  What might you want to better understand about the processes?  How could you learn more?
· Identify ideas for improvement (and points for intervention) with systems thinking and teamwork in mind (What IOM dimensions are these?)
· Complete a one page essay onthe importance of systems and interprofessional teamwork for quality care and quality improvement efforts.
· Given the concepts of key stakeholders and cause and effect diagrams, have learners interview key stakeholders for a given outcome and develop a cause and effect diagram based on what they have learned from these stakeholders.  


Learning outcome 3
Participants will be able to identify the key components of the Model for Improvement Framework.  Specifically, participants will be able to:
· Identify the Model for Improvement’s 3 Fundamental Questions 
· Describe the 4 components of the PDSA cycle
	· Complete IHI Lessons 
· Complete a Personal Improvement Project
· Practice Testing (Team Flashcard Challenge)
· 3 Fundamental Questions?
· Steps in PDSA cycle?


Learning outcome 4 (optional)
Participants will be able to demonstrate basic knowledge and skills necessary for implementation of the Model for Improvement
· Participants will be able to write a SMART aim statement.
· Participants will be able to identify outcome, process, and balancing measures.
· Participants will be able to examine a process using process analysis tools. 
· Participants will be able to complete a flow chart (process map).
· Participants will be able to organize information into a cause-and-effect (Fishbone) diagram.
	· Complete IHI Lessons
· Personal Improvement Project
· SMART Aim Worksheet
· Measures Worksheet
· QIKAT-R tool/vignettes
· AQIKS tool/vignettes
· Demonstrate use of process analysis tools.  Complete in teams and give each other feedback.
· Flow Chart
· Fishbone


Resources and References (Quality Improvement)
1. General information
Additional QI Curriculum and Resources available on MedEdPortal 
· 7733 A QI curriculum for internal medicine residents
· 9229:  Four-day family medicine resident quality improvement curriculum 
· 10211:  Teaching quality improvement on the wards
· 10385:  Developing a quality improvement and patient safety toolbox
Websites:
· Institute for Healthcare Improvement http://www.ihi.org
IHI Open School 
http://www.ihi.org/education/IHIOpenSchool/Pages/default.aspx
IHI Curriculum Overview can be accessed at: http://www.ihi.org/education/IHIOpenSchool/Courses/Documents/Course%20Catalog.pdf
IHI Resources outside of Open School that cover Model for Improvement
http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
At this link can obtain well-done written overview of fundamentals of Model for Improvement:
http://www.ihi.org/resources/Pages/AudioandVideo/MikeEvansVideoQIHealthCare.aspx?utm_campaign=tw&utm_source=hs_email&utm_medium=email&utm_content=15106452&_hsenc=p2ANqtz-8J8Zrf4n27L5GxxwUVYtI3LMNuL33B3-4eMUK8byPkk807twfPkg7sibLVOsxgM_lWpjZw0MoyKAQpKv9AHq6RPG6QQjuquanLVufoh3T6lP-fapk&_hsmi=15106452
Animated / fast-paced IHI whiteboard video that introduces concepts of QI in health care. ~ 8 minutes:
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Whiteboard3.aspx
Brief whiteboard clip – Model for Improvement (Part1) ~ 3 minutes:
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Whiteboard4.aspx
Brief whiteboard clip – Model for Improvement (Part 2) ~ 3 minutes:
· Quality and Safety Education for Nurses (QSEN) www.qsen.org
QSEN link includes overview of expected QI competencies for nursing and an interprofessional QI curriculum.  This curriculum incorporates IHI modules and a Personal Improvement Project.  It is an excellent syllabus with focus on interprofessional learning activities available at site.  
· New Yorker Articles by Atule Gawande.  For example:  The Bell Curve
http://www.newyorker.com/magazine/2004/12/06/the-bell-curve
· Health Affairs Blog by Rick and O’Malley (2015) on Measuring what matters in primary care:  http://healthaffairs.org/blog/2015/10/06/measuring-what-matters-in-primary-care/
· Agency for Healthcare Research and Quality (AHRQ)  http://www.ahrq.gov
· Annual National Quality reports: http://www.ahrq.gov/qual/measurix.htm
· National Quality Forum (NQF)  http://www.qualityforum.org
· Revised Standards for Quality Improvement Reporting Excellence
· SQUIRE 2.0 Guidelines:   http://www.squire-statement.org/index.cfm?fuseaction=page.viewPage&pageID=471&nodeID=1
2. Published articles
Batalden, P.B., & Davidoff, F. (2007).  What is “quality improvement” and how can it transform healthcare?  Quality & Safety in Health Care, 16, 2-3. doi.org/10.1136/qshc.2006.022046.
Berwick, D.M. (1996).  A primer on leading the improvement of systems.  British Medical Journal, 312, 619-622. doi.org/10.1136/bmj.312.7031.619.
Berwick, D.M. (2002).  A users Manual for the IOM’s ‘Quality Chasm’ Report.  Health Affairs, 21(3), 80-90.  doi.org/10.1377/hlthaff.21.3.80.
Berwick, D.M. (2009).  What ‘patient centered’ should mean:  Confessions of an extremist.  Health Affairs, 28(4), 555-565. doi.org/10.1377/hlthaff.28.4.w555.
Berwick, D.M., Nolan, T.W., & Wittington, J. (2008). The triple aim:  Care, health, and cost.  Heath Affairs, 27(3), 759-769. doi.org/10.1377/hlthaff.27.3.759.
Davis, K., Schoenbaum, S.C., & and Audet, A. (2005).  A 2020 vision of patient centered primary care.  Journal of General Internal Medicine, 20, 953-957. doi.org/10.1111/j.1525-1497.2005.0178.x. 
Doupnick, S., Ziniel, S., Glissmeyer, E., & Moses, J. (2015).  The assessment of quality improvement knowledge and skills (AQIKS).  MedEdPortal Publications, 11:  10255. doi.org/10.15766/mep_2374-8265.10255.
Greiner A.C. & Knebel E. (Eds.).  Institute of Medicine (2003). Health professions education:  A bridge to quality.  Washington, DC:  National Academies Press
Headrick, L.A., Baron, R.B., Pingleton, S.K., Skeff, K.M, Skylar, D.P., Varkey, P., Wong, B.M., Davis, N.L., Englander, R., & Davis, D.A. (2013).  Teaching for quality:  Integrating quality improvement and patient safety across the continuum of medical education.  Report of an Expert Panel.  Washington, DC:  Association of American Medical Colleges.
Institute of Medicine (1999).  To err is human.  Washington, DC:  National Academies Press.
Institute of Medicine (2001).  Crossing the quality chasm:  A new health system for the 21st century.  Washington, DC:  National Academies Press. 
Ladden, M.D., Bednash, G., Stevens, D.P., & Moore, G.T. (2006).  Educating interprofessional learners for quality, safety and systems improvement.  Journal of Interprofessional Care, 20, 497-505. doi.org/10.1080/13561820600935543.
Langley, G.J., Moen, R.D., Nolan, K.M., Nolan, T.W., Norman, C.L., & Provost, L.P. (2009). The improvement guide:  A practical approach to enhancing organizational performance – Second Edition.  San Francisco, CA:  Jossey-Bass. 
Makary, M.A. & Daniel, M. (2016).  Medical error – the third leading cause of death in the US.  British Medical Journal, 353, i2139. doi.org/10.1136/bmj.i2139.
Mangione-Smith, R., DeCristofaro, A.H., Setodji, C.M., et al. (2007).  The quality of ambulatory care delivered to children in the United States.  New England Journal of Medicine, 357, 1515-1523.  doi.org/10.1056/NEJMsa064637.
McGlynn, E.A., Asch, S.M, Adams, J. et al. (2003).  The quality of healthcare delivered to adults in the United States.  New England Journal of Medicine, 348, 2635-2645. doi.org/10.1056/NEJMsa022615.
Ogrinc, G.S., Headrick, L.A., Moore, S.M., Barton, A. J., Dolansky, M.A., & Madigosky, W.S. (2012).  Fundamentals of healthcare improvement:  A guide to improving your patients’ care, Second edition. Oak Brook, IL:  Joint Commission Resources and Institute for Healthcare Improvement.
Perla, R.J., Provost, L.P., & Murray, S.K (2011).  The run chart:  A simple analytic tool for learning from variation in healthcare processes.  British Medical Journal, 20(1), 46-51. doi.org/10.1136/bmjqs.2009.037895.
Singh, M.K., Ogrinc, G., Cox, K.R., Dolansky, M., Brandt, J, Morrison, L.J., … Headrick, L.A. (2014).  The quality improvement knowledge application tool revised (QIKAT-R).  Academic Medicine, 89, 1386-1391.  
doi.org/10.1097/ACM.0000000000000456.
Solberg, LI, Mosser, G., & McDonald, S. (1997).  The three faces of performance measurement:  Improvement, accountability, and research.  Joint Commission Journal of Quality Improvement, 23(3), 135-147.
Tapscott, D. & Ticoll, D. (2003). The naked corporation:  How the age of transparency will revolutionize business.  New York, NY:  Penguin Group.
Wolfson, D., Santa, J., & Stass, L. (2014).  Engaging physicians and consumers in conversations about treatment overuse and waste.  A short history of the Choosing Wisely Campaign.  Academic Medicine, 89(7). doi.org/10.1097/acm.0000000000000270.
Wyatt R., Laderman, M., Botwinick, L., Mate, K., & Whittington, J. (2016).  Achieving health equity:  A guide for health care organizations.  Institute for Healthcare Improvement White Paper, Cambridge, MA: IHI.

Change the Payment, Change the Care: The Role of Payment and 
Financing on Healthcare Delivery
Description of Topic
Healthcare financing has been defined by the World Health Organization (WHO) as the “function of a health system concerned with the mobilization, accumulation and allocation of money to cover the health needs of the people, individually and collectively.”  Additionally, the WHO defined the purpose of health financing as “to make funding available, as well as to set the right financial incentives to providers to ensure that all individuals have access to effective public health and personal health care” (WHO, 2000). Payment and reimbursement for healthcare services are a large part of healthcare financing and can significantly impact how clinical services are provided within an integrated primary care setting and other medical settings. 

Learning Outcomes in Healthcare Financing
Learners who participate in an educational experience based on the content recommended in this module should be able to demonstrate the following: 
Learning Outcome 1: Describe the historical context that gave rise to the current healthcare finance structure. 
Learning Outcome 2: Describe the fee-for-service model. 
Learning Outcome 3: Describe at least two alternative payment models.  
Learning Outcome 4:  Describe the impact that various financial models have on the learner’s own profession’s and other professions’ ability to provide financially sustainable team-based care to patients in an integrated primary care setting.
Recommended Content for this Module (Healthcare Financing):
This lecture is an introduction to healthcare financing with an emphasis on integrated behavioral health in primary care. The content should provide 1) a brief historical overview of payment in healthcare, 2) a look at the current financial model (fee-for-service), and 3) an exploration of alternative payment models. Lastly, the content should explore how use of various payment models may impact healthcare and the delivery of integrated care.
The following sections detail content that should be included in an interprofessional education experience focused on competencies in healthcare financing. 
1. Healthcare financing – overview
a. Historical context for development of the health insurance and healthcare financing (suggested reading: Cummings, O’Donohue, & Cummings, 2009)
b. History of separation of mental health and physical health care (Miller & Hubley, 2017, in press) 
c. Current healthcare financing (suggested reading: Moses, et al. 2013)
d. Healthcare costs in the United States 
i. Suggested video: Green, J. (Producer), Green, H. (Producer), & Muller, S. (Director). (2016). The Economics of Healthcare: Crash Course Econ #29 [video]. United States: Crash Course. Available at https://www.youtube.com/watch?v=cbBKoyjFLUY
2. Current financial model – fee-for-service 
a. Definition of fee-for-service 
b. What is incentivized in fee-for-service model (e.g. volume-based compensation)
c. Suggested video: Porter, M. (2012). Healthcare systems dirty secrets. Big Think. Available at https://www.youtube.com/watch?v=6vuiYFtK2wo
d. Fee for service in action – examples from various clinician perspectives (psychologist, physical therapist, physician)
	ACTIVITY/EXERCISE
· Suggested exercise: Ask the learners to interview one clinician/practitioner within their own profession and one from a different healthcare profession. Ask each clinician: 1) which clinical procedures/tasks are billable and which ones are not, 2) how billing and reimbursement changes their approach to patient care, 3) if there are restrictions on which patients they can see because of insurance issues, and then 4) share your findings and impressions with the class in a brief 5-minute informal presentation.


a. Clinical expenses outside of fee for service (operational costs, trainings, subclinical behavioral health conditions, etc.)
	ACTIVITY/EXERCISE
· Suggested exercise: Learners interview an office manager at a local primary care practice and ask: 1) about the practice’s current billing and reimbursement practices, activities that are not reimbursed, what types of clinicians they employ, which they do not employ and why not, how the ACA has impacted the practice, and 2) share your findings and impressions with the class in a brief 5-minute informal presentation.


3. Alternative approaches to fee for service (suggested readings: Hubley & Miller, 2016; Kathol, deGruy, & Rollman, 2014)
a. Context for recent changes with the Affordable Care Act (ACA) and CMMS initiatives (suggested readings: Waits, Smith, & Miller, 2013; Miller, Patel, & Talen, 2013)
b. Moving from volume-based to value-based, quality care
c. Suggested video: Kathol R. G. (July 2013). Alternative payment models for sustaining integration. Available at https://www.youtube.com/watch?v=FsbZ2fzQ1F
d. Pay for performance - description and current examples of pay for performance initiatives
e. Capitation/partial capitation – description, historical context, and example of capitation/partial capitation in action
f. Global payment – description and current examples of global payment models in use
g. Bundled payments – description and current examples of bundled payments
h. Potential impact of payment models on health equity – arguments for improving equity and risk for clinicians excluding “high risk” patients
	ACTIVITY/EXERCISE
· Ask learners to find a website or video that describes a novel payment approach being used by a particular healthcare system or organization. They must answer the following questions: Which payment model(s) is the organization using? How is it different from fee-for-service? Does this payment model address behavioral health services? How might it impact your ability to engage in team-based care and the provision of behavioral health services within that organization? Share the information and response to the questions with the class


4. Healthcare financing in integrated primary care (Suggested reading: Blount et al., 2007; Hubley & Miller, 2016; Kathol, Butler, McAlpine, & Kane, 2010; Miller et al., pending publication)
a. Discuss the role of behavioral health in reducing use of high-cost services (e.g. emergency room visits and hospitalization) and reducing overall patient costs
b. Discuss pros and cons of use of fee-for-service and various alternative payment models to support delivery of team-based integrated care
c. Discuss how various payment models may influence patient care
d. Suggested video: Miller, B. (2016). Decisions: Psychology, change, and health policy. Available at: https://youtu.be/dbNModrBkKQ
Assessment of Learning Outcomes (Healthcare Financing)
The following methods may be used to assess the learning outcomes in this module:

Learning Outcome 1
Describe the historical context that gave rise to the current healthcare finance structure. 
	· Write a report of the results of one of the above three exercises. 


Learning Outcome 2

Describe the fee-for-service model.
	· In class quiz – matching payment model with a healthcare system example (additional example quiz questions listed in Wait, Smith, & Miller, 2013).
· Written report of the results of one of the above three exercises. 


Learning Outcome 3
Describe at least two alternative payment models. 
	· In class quiz – match the payment model with a healthcare system example (additional example quiz questions listed in Wait, Smith, & Miller, 2013).
· Write a report of the results of one of the above three exercises. 


Learning Outcome 4
Describe the impact that various financial models have on the learner’s own profession’s and other professions’ ability to provide financially sustainable team-based care to patients in an integrated primary care setting.
	· Demonstrate an understanding of how health care financing (fee-for-service and alternative payment models) can impact care delivery through oral presentation 
· Write a report of the results of the activity/exercise in section 2.


Resources and References (Healthcare Financing)
1. General information
· American Medical Association (AMA) and Center for Health Care Quality and Payment Reform. (2016). Guide to Physician-Focused Payment Models. Available at: http://www.ama-assn.org/ama/pub/advocacy/topics/medicare-alternative-payment-models.page
· Centers for Medicare & Medicaid Services. (2016). MACRA: delivery system reform and Medicare payment reform. Available at: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-MIPS-and-APMs.html
· CAPG The Voice of Accountable Physician Groups. (2016). CAPG’s guide to alternative payment models: case studies of risk-based coordinated care. Available at: http://www.capg.org/index.aspx?page=340
· Health Care Payment Learning & Action Network. Alternative payment models (APM) framework. Available at: https://hcp-lan.org/workproducts/apm-whitepaper-onepager.pdf
· Health Care Payment Learning & Action Network. (January 2016). Alternative payment models (APM) framework - White Paper. Free Webinar available at: https://hcp-lan.org/events/lu-2016-01-12/
· World Health Organization. Health Financing. Articles and additional materials available at: http://www.who.int/topics/health_economics/en/
2. Published articles
Blount, A., Kathol, R., Thomas, M., Schoenbaum, M., Rollman, B. L., O'Donohue, W. T., & Peek, C. J. (2007). The economics of behavioral health services in medical settings: A summary of the evidence. Professional Psychology: Research and Practice, 38, 290-297.
Cummings, N. A., O’Donohue, W. T., & Cummings, J. L. (2009). The financial dimension of integrated behavioral/primary care. Journal of Clinical Psychology in Medical Settings, 16, 31-39. doi: 10.1007/s10880-008-9139-2.
Hubley, S. H., & Miller, B. F. (2016). Implications of healthcare payment reform for clinical psychologists in medical settings. Journal of Clinical Psychology in Medical Settings, 23, 3-10. doi:10.1007/s10880-016-9451-1.
Kathol, R. G., Butler, M., McAlpine, D. D., & Kane, R. L. (2010). Barriers to Physical and Mental Condition Integrated Service Delivery. Psychosomatic Medicine, 72(6), 511-518. doi:10.1097/PSY.0b013e3181e2c4a0.
Kathol, R. G., deGruy, F., & Rollman, B. L. (2014). Value-Based Financially Sustainable Behavioral Health Components in Patient-Centered Medical Homes. The Annals of Family Medicine, 12(2), 172-175. doi:10.1370/afm.1619.
Miller, B. F., & Hubley, S. (2017, in press).  The history of fragmentation and the promise of integration:  A primer on behavioral health and primary care.  In M. E. Maruish (Ed.), Handbook of psychological assessment in primary care settings (2nd ed., pp. xx-xx).  New York, NY: Taylor & Francis.
Miller, B. F., Ross, K. M., Davis, M., Melek, S. P., Kathol, R., & Gordon, P. (2016). Payment reform in the Patient-Centered Medical Home: enabling and sustaining integrated behavioral health care. American Psychologist, (pending publication).
Miller, B. F., Patel, K. K., & Talen, M. R. (2013). Advancing integrated behavioral health and primary care: the critical importance of behavioral health in health care policy. In M.R. Talen and A. Burke Valeras (eds.), Integrated Behavioral Health in Primary Care: Evaluating the Evidence, Identifying the Essentials (p 53-62). New York, NY: Springer Science. doi: 10.1007/978-1-4614-6889-9_4.
Moses, H., Matheson, D. H. M., Dorsey, R., George, B. P., Sadoff, D., & Yoshimura, S. (2013). The anatomy of health care in the United States. Journal of American Medical Association, 310, 1947-1963.
Waits, J. B., Smith, L., & Miller, B. F. (January 2013). Health Care Reform. FP EssentialsTM, Edition No. 404. Leawood, KS: American Academy of Family Physicians. 
World Health Organization (WHO). The World health report, 2000. Health systems: improving performance. Geneva: WHO; 2000. Available at http://www.who.int/whr/2000/en/whr00_en.pdf?ua=1.

Health Policy and Advocacy
Description of Topic
This module defines health policy and political advocacy and the knowledge, skills and attitudes required to become a competent member of the health care workforce prepared to advocate for quality health care at the Federal, State and local level. Political advocacy activities for health care professionals are provided throughout this module. The importance of Federal, State and local advocacy for each profession is discussed as well as advocacy for interprofessional, team-based, integrated care throughout the health care system. The Patient Protection and Affordable Care (ACA; Public Law No: 111-148, Mar 23, 2010) and its focus on interprofessional healthcare are central to the topic with the understanding that elements of a law may change with changes in political leadership at the Federal level. Interprofessional healthcare is expected to be a key component of our quality healthcare system no matter what the political and funding issues maybe.
Organization and Goals of the Health Policy Module
This module offers an outline for presenting health policy and advocacy. Local educational philosophy and approach to pedagogy and desired local learning outcomes will have a direct impact on the final outline and the depth of focus for each topic included.
Exercises are presented for in class activities that stimulate cross-profession discussion of the importance of understanding health policy, healthcare reform, politics, and advocacy for each profession and in support of an integrated healthcare team. Learners, working as interprofessional teams, will collaborate to prepare to advocate for an integrated healthcare system.
Possible national and local advocacy caveats.  All learners and faculty should review their individual profession's ethics code and core values regarding either direct mention of advocacy or political involvement or ethical implications that might be related to involvement in advocacy activities or political involvement. Learners and faculty should review their own institution’s rules regarding involvement in political advocacy to ensure that any activities recommended in this module are within the bounds of their institution’s regulations (e.g. are there rules regarding using university\institutional time or email for certain ‘political’ activities).  Discussion of these two issues should occur very early in this module to help learners and faculty attend to both potential ethical issues and institutional limits regarding advocacy. Often the discussion will lead to personal versus professional issues related to both politics in general and advocacy involvement. Focusing on healthcare politics and advocacy can be helpful in this discussion.
Interprofessional Competencies in Health Policy
Interprofessional education routinely involves coursework and service learning activities that allow learners across professions to learn and work together to better understand each other’s professions and the clinical knowledge and skills that they each bring to the patient care system (see for example, Bridges, Davidson, Odegard, Make and Tomkowiak, 2011; IPEC, 2016). 
Carrying out advocacy activities to impact healthcare policies (federally, state-wide, locally) enables interprofessional learners to share a common experience outside their usual direct clinical service activities.
Along with the psychology advocacy references provided, note that other professions have similar approaches.  Integrate other disciplines’ foci and discussthese readings and their applicability to other classroom activities.  Advocacy curriculum and approaches across professions also provide a rich set of concepts and examples that can be integrated into a comprehensive syllabus (Nursing, Tomajan, 2012; Physical therapy; http://www.apta.org/PolicyResources/ ; Medicine with a learner focus,  http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/advocacy-policy.page? )
Thus, each member of the healthcare team, and the team as a whole, should be competent to: 
1. demonstrate awareness of social, political, economic and cultural factors that impact individuals, institutions and systems, and,
2. use one’s awareness of these factors in the context of direct service provision to promote change at the institutional, community or societal level. 
3. work as an interprofessional team to advocate for changes to and support of a healthcare system that allows all healthcare professions to practice to the full extent of their scope of practice and ensure that team-based care is integrated into all services areas and funded adequately.
In psychology, advocacy is listed as a competency at the readiness for practicum, readiness for internship, and readiness to enter practice for all health service psychologists (see, http://www.apa.org/ed/graduate/guide-benchmarks.pdf ). These competencies can be adapted and adopted for the interprofessional discussion.
· demonstrate awareness of social, political, economic and cultural factors that impact individuals, institutions and systems, and use one’s awareness of these factors in the context of direct service provision to intervening to promote change at the institutional, community or societal level.
The Health Service Psychology Education Collaborative (HSPEC, 2013) listed “advocacy” as one of the knowledge and skill sets (competence) expected of a health service psychologist. The HSPEC goes on to say (P. 426): “Advocacy (Local, State, and National) Advocate for psychology’s role as a science and a profession in health care. Advocate for research that contributes to the evidence base to support practice and for evidence-based practice. Advocate for quality health care at the individual, institutional, community, and systems levels in public and private sectors. Advocate for equity and access to quality health care services for patients. Commentary. Although an important component, advocacy is not confined to legislative activities. It also includes advocacy for patients’ rights, equity in health care services, and quality of care.”  These competencies also can be adapted and adopted for the interprofessional discussion.
Both the benchmarks for competency and the HSPEC competencies set an individual and 
programmatic challenge to ensure these competencies are included in the curriculum. Local syllabi can take these nationally accepted competencies and tailor their implementation to a local curriculum, providing an opportunity to work with faculty from other professions to incorporate their advocacy competencies and help learners develop a team-based understanding of advocacy with specific actions that can be taken to demonstrate competence. 
Learning Outcomes (Health Policy and Advocacy) Knowledge, skills, and attitudes, and their integration that learners can demonstrate upon completion of this module.
Learning outcome 1 (health policy and the ACA): Describe recent changes to the healthcare system via healthcare reform and the ACA, including implications of those changes on interprofessional healthcare.
Learning outcome 2 (the value of advocacy):  Demonstrate the value of advocacy to support quality health care. Learners will be able to clearly state their values, pro or con, regarding health policy and advocacy. They will be able to present a rationale for integrated, interprofessional team based care in preparation for advocating for quality care.
Learning outcome 3 (knowledge of components of successful advocacy): Describe the basics of advocacy and identify key elements needed to engage in successful advocacy activities.
Learning outcome 4 (skills required for putting advocacy knowledge into successful practice):
· Prepare Op-Ed pieces supporting (1) the inclusion of their own profession in ongoing healthcare services and healthcare funding and (2) the inclusion of funding for, and a focus on, interprofessional healthcare.  
· Learners will (1) to describe the clinical services of each other profession on their team and (2) write an Op-Ed supporting the importance of inclusion of one of the other professions on the team.
· Learners will present a five-minute advocacy “talk” to a Congressperson – this talk will highlight (1) the rationale supporting funding for interprofessional team services and (2) offer both data and a clinical vignette to illustrate the points.
Recommended Content for this Module (Health Policy and Advocacy):
This module presents why health policy and advocacy are included as competencies for the entire healthcare workforce. Resources and readings are suggested.  Classroom based exercises are offered throughout this module to help individuals learn both the knowledge base of health policy, its impact on the healthcare system, and the advocacy skills needed to be a competent advocate for quality care.  These activities are designed to support each team to build another link in their interprofessional support system – working together for quality healthcare at the broader healthcare system level.
1. What is health policy?
a. “Health care has always been a controversial policy area, but over the last decades it has become a major issue in all developed nations. Ageing populations, the proliferation of new medical technologies, and heightened public expectation and demands, among other factors, have elevated health care to the top of the political agenda … Public policy is defined here as a decision taken by the government or on behalf of it.” (Blank & Burau, 2014).
	ACTIVITY/EXERCISE
· Ask learners to discuss their reaction to the inclusion of “health policy” in this course. Do they have a positive, negative, neutral reaction to this topic as part of interprofessional healthcare?


b. Understanding the U.S. health care system, including what is covered universally 
i. For an overview and readable history see Shi and Singh (2017); a condensed version of their standard textbook on the subject.
ii. Universal Health Care: “Universal health coverage (UHC) means that all people receive the quality, essential health services they need, without being exposed to financial hardship” (WHO, 2015; http://apps.who.int/iris/bitstream/10665/174536/1/9789241564977_eng.pdf?ua=1).
	ACTIVITY/EXERCISE
· Discuss the value, pro or con, of a universal healthcare system. What impact would such a system have on interprofessional healthcare?


c. Watch T.R. Reid present his talk on comparing healthcare systems: T.R. Reid (2014): The Healing of America: https://www.youtube.com/watch?v=nfqBNNAgopY (1:02:18).
i. This video is entertaining and provides a global comparison of the founding and ongoing approaches to healthcare funding and insurance as well as looks at various models of care within the U.S. system vis-à-vis the world. Great overview.
	ACTIVITY/EXERCISE
· Have learners discuss the video and their reaction to the various international models of healthcare and the various models of healthcare in the U.S. In this discussion, ask learners to relate their reactions to their personal values and professional ethics and values as related to health care.


d. The U.S. legislative process (watch nine videos explaining the legislative process)
i. https://www.congress.gov/legislative-process
ii. As a lead in, or introduction to law making, and to capture class attention with a smile: “I’m Just a Bill”
    https://www.youtube.com/watch?v=FFroMQlKiag 

	ACTIVITY/EXERCISE
· Ask learners to briefly discuss why this process might have an impact on their careers, personally and as a part of the larger healthcare system.


2. Patient Protection and Affordable Care Act (ACA; Public Law No: 111-148, Mar 23, 2010:).
a. Berwick (2009) acknowledged the importance of the use of interprofessional, team-based health care. He detailed, for both healthcare professionals and the public, that this type of a healthcare system can coordinate primary care clinicians and healthcare specialists both within episodes of care and for services occurring across episodes of care. Berwick described how a team-based approach is key to the actual quality of ongoing healthcare and the basis for the redesign of a successful, integrated healthcare system.  These comments were built upon Berwick, Nolan, and Whittington’s (2008) introduction to what has been called the “triple aim” of healthcare reform; the triple aim is often seen as the impetus for the wave of healthcare reforms that lead to the passage of the ACA in 2010. Berwick et al highlighted the importance of three goals – (1) decreasing the number of uninsured Americans, (2) improving the quality and efficiency of healthcare, and (3) reducing the overall costs of healthcare. Berwick (2016) offers a challenge to the next steps in health policy development. 
b. ACA content 
i. Suggested readings include Gruber (2011) and watch Gruber’s short video describing the structure of the ACA https://www.youtube.com/watch?v=IF8SiN8Bbh0 
ii. Rozensky (in press) chapter on ACA and health psychology
iii. Monograph by Waits, Smith, & Miller (2013) on essentials of healthcare reform; Reviews ACA with a focus on family medicine. Describes the changes to the healthcare system, Accountable Care Organizations, pay for performance, and advocacy issues of the American Academy of Family Physicians (AAFP).
	ACTIVITY/EXERCISE
· In class discussion; what are the individual profession’s specific issues that can be gleaned from this review? What are the major team-based concepts in health reform that should be used to build your team and advocate for ongoing health reform?


c. See Waits, et al all (2013). What are the shared responsibilities among individuals, employers, clinicians, government and the private sector? How does the discussion by AAFP overlap with Reid’s descriptions of various international healthcare systems?
	ACTIVITY/EXERCISE
· Have learners discuss the pros and cons of a universal system in the US. How does that type of “coverage” impact their profession and the team? What is the impact on patients and their families?


d. Looking at outcomes of the ACA; Obama (2016), author of the ACA, provides the reader a review of the impetus for the law and an assessment of progress since the inception of the Act.
e. The Advisory Committee on Interdisciplinary Community Based Linkages (ACICBL; 2011), in preparation for the writing of the Affordable Care Act, focused its 2010 annual report to the Secretary of the Department of Health and Human Services (DHHS) and Congress on the importance of the education and training of the entire interprofessional healthcare workforce to adequately address health behavior change in order to enhance the quality and cost-effectiveness of the US healthcare system. This document not only helped reinforce the importance of interprofessional education and team-based practice but highlighted behavioral health as a key component to integrated healthcare.  http://www.hrsa.gov/advisorycommittees/bhpradvisory/acicbl/Reports/acicbl_tenth_report_final.pdf
f. Miller, B. F., & Hubley, S. (2017, in press).  The history of fragmentation and the promise of integration:  A primer on behavioral health and primary care.  In M. E. Maruish (Ed.), Handbook of psychological assessment in primary care settings (2nd ed., pp. xx-xx).  New York, NY: Taylor & Francis.
g. Possibly the most far reaching functional trend in healthcare is the ACA’s focus on interprofessionalism. The ACA directly recognizes the importance and impact of interprofessional education, training, and care on quality health care and cost effectiveness (cf., Section 3502, Establishing Community Health Teams to Support The Patient-Centered Medical Home). The ACA makes funding available to establish community-based, interprofessional (primary) health care teams that may include behavioral and mental health clinicians (including psychologists). Also detailed in the Act are interprofessional, integrated disease prevention and health promotion services (including funding for clinical teaching settings such as academic health science centers and community-based teaching health centers) and interprofessional models of health care that can include integration of physical and behavioral/mental health services). In the ACA; where’s interprofessional healthcare discussed? Where’s your own profession mentioned and in what contexts? https://www.gpo.gov/fdsys/pkg/BILLS-111hr3590enr/pdf/BILLS-111hr3590enr.pdf 
	ACTIVITY/EXERCISE
· Classroom discussions can range from asking teams of learners to formally present their understanding of the ACA and its impact on the current system to having various teams assume a pro or con position on the ACA and “debate” the changes with a rapprochement as the goal.


3. What is advocacy?
a. Review the American Psychological Association’s (APA’s) online CE course regarding advocacy. The first module on an Introduction to Advocacy is a free resource (http://apa.bizvision.com/category/psycadv) that introduces advocacy while the other modules have a fee. Those modules include the US Federal legislative and regulatory process, effectively informing and influencing policy makers, and state and local advocacy activities. These presentations can be used to prepare the faculty member(s) teaching this course to present concepts and activities on advocacy to interprofessional learners. 
b. Review APA (2014) for a general review of advocacy, the structure of Congress and how initiatives are funded.  This resource includes written materials on the Federal system and how a bill becomes a law, as well as sample letters, etc. that can be used as in class assignments to help prepare learners to become advocates. It focuses on successful ways to advocate with Congress and offers rules that can be presented in class in preparation for advocacy oriented activities. While psychology- oriented, these lessons can be adapted to an interprofessional team of learners. Advocacy curriculum and approaches across professions also provide a rich set of concepts and examples that can be integrated into a local syllabus (Nursing, Tomajan, 2012; Physical therapy; http://www.apta.org/PolicyResources/ ; Medicine with a learner focus,  http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/advocacy-policy.page? )
	ACTIVITY/EXERCISE
· Ask the class to discuss their opinion on the topic of advocacy and if it should be included in their education as a competency.


c. Local institution, local government, state, federal
	ACTIVITY/EXERCISE
· A classroom discussion. Choose a health care topic germane to the local learning environment. Have the teams each make a list of Federal, State, local government, and local service system (hospital, Academic Health Center) issues that pertain to that specific topic. Make certain that they list profession-specific issues and the team-based issues surrounding integrated care regarding the topic. Ask each of the teams to prepare a two-minute “elevator” talk for their Congressperson and present the list and talk to the class.


4. Cultural awareness and health policy
a. Health disparity, social determinants, underserved, uninsured
i. It is noted that, key drivers of health reside in our everyday living conditions; “upstream” governmental interventions can lead to local changes in social determinants of health (Carey & Crammond, 2015). The National Academies of Sciences, Engineering, and Medicine (2016; http://www.nap.edu/read/21923/chapter/1) has provided a framework for educating health professionals to address the social determinants of health. They include a model that incorporates “policy advocacy” (p 44) that includes community and political mobilization that has direct impact on service delivery that can ameliorate the impact of health disparities and thus can improve population health. The National Academies document can be used as part of the preparation and deep background on health disparities and advocacy.
	ACTIVITY/EXERCISE
· Have the learner interprofessional teamlearner role-play approaching their local healthcare system and advocate for a community-based service clinic to reach the underserved?
· How would each interprofessional team of learners approach their local state representative with a data-based “argument” to present a bill to the State legislature to secure funding for the local clinic in #1, above?


ii. Sheu, et al (2010) present a discussion of an interprofessional health disparities course focused on issues surrounding chronic Hepatitis B infections.  Learners read this article, and then, in small, interprofessional team groups, discuss the strengths and weakness of this curriculum, how they would bring their own profession’s expertise to this treatment approach, and how they would approach this problem as a team.
iii. Review Bridges, et al (2011) and determine whether it is feasible, locally, to arrange for each interdisciplinary team of learners to engage with a local family in the community and prepare and provide a team-based approach to addressing issues of health disparities and\or issues of social determinant of health with that family.
5. Technology related to health policy 
a. Informatics and specific health policy
i. HITECH: Buntin, Jain, & Blumental (2010) detail the intent and content of the sections of American Recovery and Reinvestment Act of 2009 that focus the provisions known as the Health Information Technology for Economic and Clinical Health (HITECH) that were designed as the foundation for restructuring and improving health care delivery better methods of storing, analyzing and sharing healthcare information. Buntin, et al is good background information for the instructor and can be assigned to the learners for review.
	ACTIVITY/EXERCISE
· Of interest for the current module is a discussion regarding the impact of this legislation on the day-to-day sharing of clinical information on the team via electronic health records (EHR). Learners can discuss issues of continuity of care, communicating within the patient care record across professions, and how they might, as individual professions and as a team use information to evaluate the quality of their services.
· Discuss the impact of “telehealth” on patient care and how using electronic means with patients can be done as an interprofessional team.


ii. Tracking bills and resolutions
1. https://www.govtrack.us/congress/bills/ 

2. Official US government Congressional bill tracking https://www.congress.gov/
Assessment of Learning Outcomes (Health Policy and Advocacy)
Individual classroom exercises have been interspersed in the above syllabus to provide formative feedback to learners and teams. The following exercises in Health Policy and advocacy (role plays, vignettes, and visits) may be used as summative assessments of the learning outcomes in this module for both individuals and their teams (see examples of exercises and examples of letters etc in http://www.apa.org/about/gr/advocacy/federal-guide.pdf  -- Guide to Federal Advocacy):
Learning outcome 1 (health policy and the ACA):

Participants will be able to demonstrate knowledge of recent changes to the healthcare system via healthcare reform and the ACA and implications of those changes on interprofessional healthcare.
	· Have each team present a two-minute “elevator” talk about the components of the ACA and their impact on interprofessional care.
· Describing concepts of medical home, accountable care organization, what is meant by patient protection and what is meant by affordable care.
· Ask each team  or individual to describe one of the SCOTUS decisions regarding ACA.  From an interprofessional perspective, write an OpEd in support of that decision.


Learning outcome 2 (the value of advocacy):
Demonstrate the value of advocacy to support quality health care and present the rationale for integrated, interprofessional team based care.
	· Have each team or individual describe why the government should provide direct funds to healthcare teams for the services they provide.
· Have each team of individual respond to this challenge: You’ve been asked to present to your departmental faculty a five-minute talk on why health policy and advocacy should be added to your curriculum.  Faculty members claim that the curriculum is very full and there is no room for more material. On top of that, they want you to explain why an interprofessional approach to health policy and advocacy is worth the time if added to the curriculum.


Learning outcome 3 (knowledge of components of successful advocacy):
Describe the basics of advocacy and identify key elements needed to engage in successful advocacy activities.
	· Have each team or individual choose a clinical topic and prepare a five minute set of talking points to present to your Congressperson. Focusing on a clinical issue and discuss why interprofessional team based care is important.
· Discuss the pros and cons of team based funding for such services; choose a side, and support or no support team funding.
· Have each team, or individual, provide a five-minute talk on the knowledge of, and concepts mastered, to be a successful advocate.


Learning outcome 4 (skills required for putting advocacy knowledge into practice) 
a. Prepare Op-Ed pieces supporting (1) the inclusion of the learners’s own profession in ongoing healthcare services and healthcare funding and (2) the inclusion of funding for, and a focus on, interprofessional healthcare.  
b. Each learner will (1) describe the clinical services of each other profession on their team and (2) write an Op-Ed supporting the importance of inclusion of one of the other professions on the team.
c. Each learner will present a five-minute advocacy “talk” to a Congressperson – this talk will highlight for the Congressperson (1) the rationale supporting funding for interprofessional team services and (2) offer both data and a clinical vignette to illustrate the points.
	· Have each team, or individual write an Op Ed advocating for team based care and funding.
· Write a letter to your Senator. Choose a healthcare topic, a disease, a system’s issue, a funding issue, etc. Explain to your Senator why this is an important health policy issue and why interprofessional education and training and practice are important to quality care and why funding for each is important.  Do this as an individual and then as a team with all signing.
· Visit a local Legislator with a prepared topic – in preparation, discuss and then role play the topic and then visit the Congressperson’s or Senator’s local office or that of your State Senator or State Legislator.  
· Try this as an example: Bicycle helmet effectiveness from a population health perspective; review this unit (on the website) and prepare a five-minute, interprofessional set of talking points to discuss increased research and clinical service dollars with your (role play) Congressperson http://c.ymcdn.com/sites/www.aptrweb.org/resource/collection/53DE38E2-60AA-4EF8-BB3E-9463CF4974B8/cpopBicycles.pdf.
· What are the key elements each profession would present and how do you “sell” team oriented healthcare funding for both prevention and head injury services?


Resources and References (Health Policy and Advocacy)
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http://www.apa.org/health/psychologists-integrated-care.aspx
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American Psychological Association. (2014). A psychologist’s guide to federal advocacy. Washington, DC: American Psychological Association, Education Government Relations Office & Public Interest Government Relations Office. http://www.apa.org/about/gr/advocacy/federal-guide.pdf   
American Psychological Association (http://apa.bizvision.com/category/psycadv)   PsycAdvocate® Module Series - Module 1: Introduction to Advocacy
Berwick, D. M. (2009). What "patient-centered" should mean: Confession of an extremist. Health Affairs, 28(4), w555-w565.

Berwick, D. M. (2016). Era 3 for medicine and health care. Journal of the American Medical Association, E1-E2, Retrieved from: http://jama.jamanetwork.com .
Berwick, D. M., Nolan, T. W., & Whittington, J. (2008). The triple aim: Care, health and cost. Health Affairs, 27(3), 759-769.

Blank, R.H. & Burau, V. (2014). Comparative Health Policy (Fourth Edition). New York: Palgrave Macmillan, St. Martins Press.  https://books.google.com/books?hl=en&lr=&id=tvccBQAAQBAJ&oi=fnd&pg=PP1&dq=define+health+policy&ots=0MAJY755C_&sig=CZTGYXlSG5VUZq3Kh5F2LXMzx18#v=onepage&q=define%20health%20policy&f=false 
Bridges, D.E., Davidson, R.A., Odegard, P.S., Maki, I.V., & Tomkowiak, J. (2011). Interprofessional collaboration: Three best practice models of interprofessional education. Medical Education Online, 10.3402/meo.v16i0.6035 . 
Buntin, M. B., Jain, S.H. & Blumental, D. (2010). Health information technology: Laying the infrastructure for national health reform. Health Affairs, 29, 1214-1219. Doi: 10.1377/hithaff.2010.0503. http://content.healthaffairs.org/content/29/6/1214.full 
Carey, G. & Crammond, B. (2015) Action on the social determinants of health: View from inside the policy process. Social Science & Medicine, 128, 134-141. 
Gruber, J. (2011). Health Care Reform. New York: Hill and Wang. And also watch Gruber’s short cartoon video about the ACA at https://www.youtube.com/watch?v=IF8SiN8Bbh0 
Health Service Psychology Education Collaborative (2013).  Professiona psychology in health care services: A Blue Print for Education and Training. American Psychologist, 68, 411-426. Doi: 10.1037/a 0033265. 

Interprofessional Education Collaborative (2016). Core competencies for interprofessional collaborative practice: 2016 update. Washington, DC: Interprofessional Education Collaborative.
Miller, B. F., & Hubley, S. (2017, in press).  The history of fragmentation and the promise of integration:  A primer on behavioral health and primary care.  In M. E. Maruish (Ed.), Handbook of psychological assessment in primary care settings (2nd ed., pp. xx-xx).  New York, NY: Taylor & Francis.
The National Academies of Sciences, Engineering, and Medicine (2016). A framework for educating health professionals to address the social determinants of health. Washington, DC: The National Academies Press
Obama, B. (2016). United States Health Care Reform. Progress to Date and Next Steps. Journal of the American Medical Association, p E1-E8. Downloaded from http://jama.jamanetwork.com/ on 07/13/2016. doi:10.1001/jama.2016.9797
Public Law No: 111-148, Mar 23, 2010.
Reid, T.R. (2014): The Healing of America https://www.youtube.com/watch?v=nfqBNNAgopY
Rozensky, R.H. (in press). The Patient Protection and Affordable Care Act and Health Psychology.  In E. Klonoff (Ed). The Encyclopedia of Health Psychology: Special Issues in Health Psychology, Volume IV. New York: John Wiley & Sons.
Sheu, L.C., Toy, B.C., Kwahk, E., Yu, A., Adler, J., & Lai, C.J. (2010). A model for interprofessional health disparities education: Learner-led curriculum on chronic hepatitis B infections. Journal of General Internal Medicine, 25 (Supplement2), 140-145. Doi: 10.1007/s11606-009-1234-z.
Shi, L. & Singh, D.A. (2017). Essentials of the U.S. Health Care System, Fourth Edition. Burlington, MA: Jones & Bartlett Leaning.
Tomajan, K., (January 31, 2012) "Advocating for Nurses and Nursing" OJIN: The Online Journal of Issues in Nursing Vol. 17, No. 1, Manuscript 4. http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol-17-2012/No1-Jan-2012/Advocating-for-Nurses.html 
Waits JB, Smith L, & Miller BF. Health (January 2013) Health Care Reform. FP Essentials™, Edition No. 404. Leawood, KS: American Academy of Family Physicians.
WHO (World Health Organization) (2015). Tracking universal health coverage: first global monitoring report. Geneva, Switzerland: WHO. Retrieved from:   http://apps.who.int/iris/bitstream/10665/174536/1/9789241564977_eng.pdf?ua=1
Building the Integrated Primary Care Interprofessional Seminar 
Including Barriers, Challenges, and their Solutions
In this Section we provide recommended steps to build your curriculum. When it comes to implementation of any curriculum across several healthcare professions, with significant coordination of their respective training schedules, there can be a wide range of challenges and barriers that require significant effort to address in advance. This includes identifying local challenges and enlisting an interprofessional team to solve those challenges.   Interprofessional, team-based planning will go a long way to building a successful seminar.
Identify one or more partners in other health professional education programs 
a. To begin, identify a faculty partner within each profession to be included in the IS-IPC.  These individuals will be called upon to champion the IS-IPC within their program and to maintain a level of leadership, as the IS-IPC is built and implemented.   
b. All health professions are currently moving towards greater emphasis on team-based competencies and skills, so finding partners is easier in today’s climate than ever before.  
i. Nursing, medicine, social work and pharmacy are good places to start. . However, local partnerships and professional relations can be used to identify as many professions as interested, including physical therapy, occupational therapy, speech therapy, audiology and veterinary medicine.  All professions have some level of interprofessional expectations in their accreditation standards and quality of care ethics.
c. Selecting partners should be based initially on engaging a coalition of those interested, and including others as the momentum builds. Options for partners include educators at the medical school responsible for coordination of medical learner education and training. Similarly, nursing education coordinators and graduate training directors in any of the other healthcare professions can become partners. They all may want their learners involved early on in their training and often medical educators want their young physicians in training to work on collaborative interprofessional teams and this classroom experience is a good option. Another good option for partners are residency directors in internal medicine, family medicine, and pharmacy.  Like psychology training, these programs with more advanced learners have significant didactic requirements imposed by their accrediting agencies (e.g., ACGME) and are frequently looking for opportunities to participate in collaborative teaching of their residents. If partnerships involve more advanced learners from other professions, the IS-IPC will require adaptation according to the level of these trainees and the likelihood that they will be able to complete assignments outside of the actual seminar time. All professions should be engaged in crafting the IS-IPC and each of its modules.
d. In the event that an academic institution does not have a health science campus and/or does not have specific health training programs for key professions (e.g., no medical school), consider partnering with community health professionals. 
e. Virtual teams and training with other academic institutions if partnership opportunities are limited at the home institution is another option.  
Competency focus 
a. Increase a focus on competencies in professional education, including among accrediting organizations, 
i. Appealing to specific professional competencies required to meet accreditation standards is likely to be an effective way to obtain broad buy-in among colleagues.  
Getting resources from program leadership to support the time necessary 
a. Find a “champion(s)” within the academic institution leadership structure who is willing to provide top-down support and assistance to move the university to the leading edge of interprofessional education. 
b. The faculty member’s willingness to develop and launch the program is also an important aspect in securing the right partners.   
c. Volunteer efforts that are not fully supported by leadership are unlikely to be sustained.
d. Potential incentives for faculty development and participation might include “buy-out” time from administration, university/department funding to attend national meetings, university awards for innovation, publications in educational journals (e.g., MedEdPortal) as a result of developing of curriculum measurement of outcomes, inclusion as a part of promotion and tenure requirements.    
Logistics of sharing the IS-IPC among learners from two or more training programs.  
a. Finding a time, calendar schedule and location for the IS-IPC are challenges, especially with the varied schedules and segments of training (e.g., semesters, quarters, rotations) within each profession’s training program. 
i. It may be necessary to have the length of the IS-IPC correspond with one profession’s rotation period and therefore, have it last for a couple of months rather than a full academic semester.   
b. Having it as a requirement rather than an elective is an important commitment since
i. trainees are likely not yet aware of the importance and value of this type of training.  Younger trainees tend to be focused on developing basic clinical skills.      
ii. In larger training programs (i.e., medical schools), having interprofessional training tied to a particular clerkship or clinical rotation is perhaps the best course of action, in order to keep the IS-IPC a manageable size.   
In what department or school will the course be offered and how will credit be assigned?  
a. Confining the course to a single credit or making it a non-credit requirement is a logical approach in most cases given the tight scheduling of learners and the fact that learners are often already using the maximum available credits for their full-time tuition.
b. Location can also be a tricky issue, 
i. Health sciences are often on a separate campus or may not be part of the institution.     
ii. Rotating locations can be one solution but it often makes sense to the psychology and social work learners to travel to the health science campus, since that venue often sets the most appropriate stage for the learning experience. 
Faculty development
a. Faculty need to be prepared to co-teach with other disciplines’ educators and teach interprofessional learners, including use of interactive learning strategies.
b. Faculty should model collaboration and embrace collaborative learning.
c. Training programs need to be available to faculty regarding effective strategies that can be used when teaching interprofessional seminars.
d. Faculty should consider themselves as interprofessional learners when engaging in interprofessional education.  
The structure and pedagogical method of the IS-IPC is an important issue to consider carefully.  
a. Which faculty member takes a leadership role in the IS-IPC? The IS-IPC offers a great opportunity to model shared leadership among faculty members.
b. The focus should be active learning experiences that simulate team activities in a clinical setting.  An effective approach to interactive learning is to use break-out discussions among smaller teams of learners that simulate the size of a typical healthcare team (i.e., 6-8 learners).   Didactic presentations by faculty should be kept to a minimum, with a goal of 75% of the time spent on interactive learning.   This approach can be facilitated by having learners complete advance reading before class, utilize online modules with posttest quizzes to demonstrate learning, such as the pre-existing free ones available at the Institute for Healthcare Improvement website (www.ihi.org).      
c. Examples of different ways to structure these IS-IPCs can be found in the following resources: 
Falk, A. L., Dahlberg, J., Ekstedt, M., Heslyk, A., Whiss, P., & Dahlgren, M. A. (2015). Creating spaces for interprofessional learning: Strategic revision of a common IPL curriculum in undergraduate programs. Interprofessional education in Europe: Policy and practice, 49-66.
Reeves, S., Tassone, M., Parker, K., Wagner, S. J., & Simmons, B. (2012). Interprofessional education: An overview of key developments in the past three decades. Work, 41(3), 233-245.  DOI: 10.3233/WOR-2012-1298 
Western University of the Health Sciences Ambulatory Team Objective Structured Clinical Evaluation (ATOSCE) Toolkit.  Retrieved from: 
https://www.westernu.edu/interprofessional/interprofessional-resources/atosce-toolkit/
d. Team-Based Learning Curriculum.  A high percentage of medical schools are moving to team-based learning approaches to education. This is an optimal format for an interprofessional seminar due to the emphasis on employing problem solving teams in the classroom and interactive learning vs. passive learning. Faculty approaching medical school partners need to be informed about this approach in advance (see https://medicine.wright.edu/medical-education/faculty-development/team-based-learning/introduction for brief introduction).   
e. Several technologies can be employed to encourage pre-meeting communication and activities in order to keep the focus during the meeting time on interactive learning,
f. Breaking the group into teams that are approximately the size of those found in clinical settings (i.e., ideally 6 – 8 members).  
Reference:
Headrick L.A. (2000). Learning to improve complex systems of care. Collaborative education to ensure patient safety. Report to US Department of Health and Human Services and Congress.  Washington, DC: Health Resources and Services Administration, pp 77–88.
Summary of Challenges and Actions/Strategies 
	Challenge
	Action/Strategy

	Finding partners in other health professional training programs
	Nursing and medicine good place to start.  Do not overlook programs such as pharmacy, dentistry, and physical and occupational therapy and dietetics

	Getting “buy-in” from administration and other program colleagues
	Look for a “champion” within leadership. Focus on being a part of the cutting edge of healthcare training and future need for interprofessional competencies

	Each participating professional program having its own academic schedule
	Accommodate to program with the shortest time segment available 

	Curriculum overload that makes adding new course difficult
	Emphasize 1-credit seminar with most of learning taking place within the seminar

	Providing resources and incentives for participating faculty
	Course buy-out, collecting data to publish outcomes in peer-reviewed outlet, applying for internal or external grant awards for initial design and implementation of the IS-IPC

	Choosing an effective structure and pedagogical approach for the IS-IPC
	Choose approach that engages learners in active small group discussion, paralleling the experience of working in a healthcare team


Appendix A:  Definitions
Integrated Primary Care
 “Combines medical and behavioral health services for the spectrum of problems that patients bring to primary medical care, including stress-linked physical symptoms, health behaviors, mental health or substance abuse disorders.  For any problems, they have come to the right place – [There is] ‘no wrong door’ (Blount, n.d.), and behavioral health professionals are used as consultants to primary care colleagues (Sabin & Borus, 2001; Haas & DeGruy, 2004; Robinson & Rieter, 2007; Hunter et al., 2009)”  (as cited in Peek & the National Integration Academy Council, 2013, p. 9).   
Interdisciplinary
Professionals from different disciplines work jointly when delivering patient care (adapted from Rosenfield, 1992).
Interprofessional
Professionals from different disciplines commit to teach, learn, and work across disciplinary boundaries to plan and provide integrated services.
Interprofessional Education
“When students from two or more professions learn about, from, and with each other to enable effective collaborative and improve health outcomes” (WHO, 2010, p. 13). 
Multidisciplinary
Professionals from different disciplines work in parallel or sequentially when delivering patient care (adapted from Rosenfield, 1992).
Patient-Centered Medical (Health) Home (PCMH)
“An approach to comprehensive primary care for children, youth, adults – a setting that facilitates partnerships between patients and their personal physicians, and when appropriate, the patient’s family.  Emphasizes care of populations, team care, whole-person care – including behavioral health, care coordination, information tools and business models needed to sustain the work.  The goal is health, patient experience, and reduced cost” (American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians and American Osteopathic Association, 2007) (as cited in Peek & the National Integration Academy Council, 2013, p. 9).
Primary Care (PC) 
“The provision of integrated, accessible health care services by an interdisciplinary team of clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community (Institute of Medicine, 1994) (as cited in Peek & the National Integration Academy Council, 2013, p. 9).  
Transdisciplinary
Professionals provide patient care in a way that reflects a blurring of disciplinary boundaries and roles and functions overlap (adapted from Rosenfield, 1992).
Triple Aim 
The goal of health care redesign is to improve the experience of care, improve population health, and reduce health care costs through integrated care (Berwick, Nolan & Whittington, 2008).  
Quadruple Aim 
Expands upon the concepts of the triple aim to add the improving the work life of health care clinicians (Bodenheimer & Sinsky, 2014).  
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� In this Seminar the term “learner” is used generically when referring to students, trainees, and practitioners of all disciplines.






