£\

Chronic Disease
Self-Management

~_

Implementing the Stanford Model

Presented by:

Susan Miles and Peggy Dunbar
Co-chairs

Self-Management Working Group

| ep— — -

Living a

Healthy Life
~ Chronic
Conditions

e e R e

-



Provincially-sponsored
Initiative

Collaboration between DoH Departments of
Primary Health Care and Acute and Tertiary Care

Implementation Plan--phase in over 3 years

Stanford Self-management Working group
members, representatives from:

+ Health Charities

. Mental Health Services--DoH
+ Primary Health Care--DoH

+ District Health Authorities

+ Provincial Programs



[What |t | S e

Developed at Stanford University, California,
US-t ested and eval uat ed

Recognizes that although different chronic
nealth conditions may have different

ohysi cal |l mpacts on a
often cause similar problems related to:
+activities of daily living (ADL)

+Interactions with the health care system,

+ communication with family and friends, and

+  dealing with negative emotions such as fear,
anxiety, and depression.




Does not replace traditional patient
education; it is complementary to and
reinforces such education

Participants give and receive support from
others

Sessions highly interactive, aimed at
managing more effectively--skills mastery,
modeling, and group problem solving
strategies



[CDSI\/IP Assumptions

People with chronic condition:

+ Have similar concerns and problems

+ Must deal not only with their disease(s), but also
with the impact on their lives and emotions

Lay people with chronic conditions, given a

det ai | ed eader 0s manu

CDSMP as effectively, if not more

effectively, than health professionals

The process, or the way the CDSMP is
taught is as important, if not more important,
than the subject matter that is taught




Evaluated in published studies

Randomized study of > 1,000 subjects.

Findings (people who took the program,

when compared to people who did not):

+ Improved their healthful behaviors (exercise,
cognitive symptom management, coping and
communications with physicians)

+  Improved health status (self-reported health,

fatigue, disability, social/role activities, and
health distress)

+  Decreased their days in hospital



Definition of Self -
[I\/Ianagement

The tasks that individuals must undertake
to live well with one or more chronic
conditions. These tasks include having the
confidence to deal with medical
management, role management and
emotional management of their conditions.

Report of a Summit. The 1st Annual Crossing
the Quality Chasm Summit. September 2004



Chronic Disease Self
Management

Professional Led (self-management support)

+ Provision of knowledge, skill training, patient
centered goal development.

Peer Led

+ Trained peer leaders helping other build their
own capacity to manage their chronic condition.

NnWhen professionals teach,
| ay | eaders | ead, peopl e



Chronic Disease
[Self-Management Program

A Six weekly sessions of two and a half hours
lead by trained peer leaders.

A For people with any type of chronic health
condition (Nova Scotia will encourage
across chronic diseases, not necessarily
disease-s peci fi ¢ progr amse
A These programs do not replace, but
complement existing disease-specific
programs.



Chronic Disease
[Self-Management Program

Led by pairs of lay persons with
chronic health conditions

Leaders receive a 4 day training
workshop

Leaders foll ow a sc
Manual (The process is what Is most

|l mportant ée)



What do people learn in self -
[ management programs?

Information
A From the program
A From other participants

Practical Skills

Getting started skills (e.g., exercise)
Action plans (goal setting)
Problem-solving skills

Communication skills

Working with health care professionals
Dealing with anger/fear/frustration
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Prracti-cad Skl |
Dealing with depression

Dealing with fatigue

Dealing with shortness of breath
Evaluating treatment options

Coanitive Technigues
Self-talk
Relaxation techniques
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CDSMP Workshop Overview
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Overview of self-management
and chronic health conditions

Making an action plan

Using your mind to manage
symptoms
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Feedback/problem-solving
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Difficult emotions

Fithess/exercise
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Better breathing

Pain

Fatigue
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CDSMP Workshop Overview ( ¢ o
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Nutrition

Future plans for health care

Communications
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Medications

Making treatment decisions

Depression
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Working with your health care
professional

Working with your health care
system
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Future plans
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In Nova Scotia - Chronic Disease
Self-Management Program

AVH and CEHDHA (DHA 3 & 4 ):

Trained peer leaders in May 2007 (12 AVH; 3 CEHDHA).

AVH Trained another 3 peer leaders and 2 Master Trainers
April 1-4, 2008. CEHDHA trained 2 Master Trainers March 17-
20, 2008

AVH started to advertise to recruit participants for programs in
February. Ready to hold first session!

DHA4,5,6, 7, &8

Trained peer leaders (and potential Master Trainers) March
17-20, 2008 (30 people). Included both peer and health
systems persons.

DHA 6, ready to hold first session!
DHA1, 2,3, &9

Trained peer leaders (and potential Master Trainers) April 1-4,
2008 (24 people). Included both peer and health systems
persons (including 2 people from PEI).



[Next Steps

Recognized need for self-management within a
Chronic Disease Management Strategy

DHAs set own pace for implementation

Supports provided centrally and at the DHA
evel--branded materials (posters and
orochure), 1-8 00 | I ne e

n parallel, ore and implement self-
manageme rograms

Increase awareness of CDSMP among
providers--promote usage and referral




