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Facilitator Guide for ICME-M3 Face-to-Face Activities
Jim Thomas
Roles: 	Moderator keeps time and schedule/Administrative
Large Group Facilitator leads large group. (Faculty member/LG facilitator can play dual roles and also be team facilitator). 
	Team Facilitators lead interprofessional teams in groups of 6-8 learners/one per team
	

Intro/Welcome – Large Group—10 minutes
Slide 1
[image: ]	· Students should have completed demographics, pretest & consent.
· Moderator welcomes everyone and introduces faculty
· Team facilitators check attendance and make sure learners are sitting with assigned team. 
· BE SURE TO GET A COPY OF DEMOGRAPHICS, PRETEST & CONSENT FROM EVERY LEARNER BEFORE STARTING.
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[image: ]· Moderator reviews slides 2 & 3














Slide 3
[image: ]


Slide 4 —Large Group
[image: ]· Faculty Facilitator introduces the concept of thinking of health beyond medical care.
· Faculty Facilitator reviews slides 
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[image: ]Faculty Facilitator asks group to call out all the things they can think of that determine health and wellbeing.











Slide 6
[image: ]Health care only accounts for 12% of health outcomes according to a 2010 University of Wisconsin study.
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[image: ]Faculty Facilitator discusses.
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[image: ]· Faculty Facilitator leads learners in brainstorming members of community team.










Slide 9
[image: ]· Faculty Facilitator reminds learners of all the community based team members in the Model of community based integrated health care.
· This team, if utilized well, can address not only the physical but the behavioral factors and social and economic factors affecting health care.

Slide 10The Integrated Person-Centered Geriatric Primary Care model allows patients, caregivers, and their families gain knowledge, skills, tools and confidence to become active participants in their care and health care providers are provided a framework to reach out to individuals by determining what issues, beliefs, values, and contexts of the patient may hinder or support responsibility for health. Vital components include:
· access to care
· Patient engagement in care
· Clinical information systems that support high-quality care, practice-based learning, and quality improvement
· Care coordination
· Integrated, comprehensive care and smooth information transfer across a fixed or virtual team of providers
· Ongoing, routine patient feedback to a practice
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[image: ]Faculty Facilitator reviews components of a well-functioning Interprofessional Team.











Slide 12
[image: ]· Team facilitators distribute Handout of case (in binder pocket).
· Learners read case summary.
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[image: ]Faculty Facilitator leads discussion.
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[image: ]Faculty Facilitator leads discussion.












Slide 15
[image: ]· Faculty Facilitator reviews assignment.
· Team facilitator hands out role tents to learners but not roles.
If there are too many learners for the number of roles, leave out the role of 1) Home Health Representative/Liaison, 2) Dental Hygienst. 
· Learners should set up “role tents” in front of them on table
· Team facilitator will be Community Health Navigator-CHN
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[image: ]· VIDEO
· Team facilitators instruct learners to focus on their assigned role if their role is portrayed in video.
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[image: ]Faculty Facilitator leads discussion.
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[image: ]Faculty Facilitator reviews slide.

Slide 19
[image: ]· Faculty Facilitator reviews slide. 
· Team Facilitator gives Plan of Care template (in binder pocket)
· Small group facilitators act as CHN and lead discussion. 
· To begin meeting, each team member introduces self in the role that has been assigned.
· If not enough time to complete, there is a Care Plan handout that can be distributed.



Slide 20
[image: ]Team facilitators should help learners to evaluate by asking questions listed below.


· What did your team do well? Poorly? 
· What discipline(s) took the lead? Was this appropriate?
· Who wasn’t “at the table” in representing their discipline? 
· Was an effort made to involve all learners in the discussion and planning? 
· Was there any disagreement/conflict in the team? How was that handled?
· Did anyone feel or seem uncomfortable during the process? 
· Did anyone feel left out?
· How did the process feel? 
· What did you do well? Poorly?
· Are you satisfied with your product (the integrated plan of care)? Why or why not?
· Is your plan truly interprofessional?
· Is your plan patient-centered (reflective of the patient’s own goals)?
· How does your plan “stack up” based on what you learned during your clinical rotation and by completing the modules? 
· Ask each team member to state one thing they learned during the process. 
In as much as possible, have them do this self-evaluation. At the end of the discussion, you might add your comments if you feel it would be helpful to the team
· Hopefully all learners will have met the expectations of the ICME experience.  If so, let the team know that all did well and have passed this segment. Praise the team if appropriate (or at least praise the effort). If a learner did not meet expectations, ask them to stay and speak with you, individually.
Slide 21
[image: ]CONCLUSION
1. Collect one copy of the IDT (learners may keep other forms)
2. Thank the learners for their participation.
3. Team facilitator, pass out posttest form and have learners complete. 
4. DO NOT ALLOW LEARNERS TO LEAVE UNTIL THEY HAVE HANDED YOU THE POST TEST.
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Activities for Today

* You will:

—Participate in team discussions and
activities representing your discipline as a
team member involved in the care of the
patient, Mr. Thomas.

—Observe videotaped interactions between
members of Mr. Thomas’ healthcare team.

—Participate in a care planning meeting.

—Critique the meeting.
© LOUISVILLE

Ws Happening Here.
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World Health Organization Definitions
of Health

« Health = “a state of complete physical, mental
and social well-being and not merely the
absence of disease or infirmity”

* Social determinants = the conditions
in which people ar

and age
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What Determines Health/Well-Being?

+ The quality of medical
carereceived?

* Socioeconomic status?
* Race/ethnicity?

* Access to resources?
Physical environment?

Personality and coping
variables?

Quality of caregiving?

Social support? *LOUISVILLE

Ws Happening Here.
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Health Outcome Determinants

m Social and Economic
Factors

MW Health Behaviors

 Health Care

Booske, BC, Athens,JK, Kindig, DA, Park,H, & Remington,PL.. (2010). Different perspectives for assigning
weights o determinants of health. University of Wisconsin Population Health Institute.









Health	Outcome	Determinants	

Booske,BC, Athens,JK, Kindig,DA, Park,H, & Remington,PL. (2010). Different perspectives for assigning 

weights to determinants of health. University of Wisconsin Population Health Institute.   
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How Should Social Determinants of
Health Inform Care of the Older Adult?

* If we address only the physiological changes
and treatment of the disease, we are missing
88% of the factors impacting patient
outcomes

* Holistic patient/family-centered care is
essential if we are to obtain desirable
outcomes

*It takes a team!  -iousvue
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Who Should Be on the Team?

LOUISVILLE

8 Happening Here.
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Members of the Community Team

Patient and Caregiver, Family Members

Clinical Care Team - Physician or Nurse Practitioner,
RN, Clinical Social Worker

Community Health Navigator

Community Organizer

Care Managers

Peer Mentor

Other professionals depending on the patient’s plan
of care (home health, PT, OT, specialist MDs, etc.)

_#LOUISVILLE

It’s Happening Here.
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WHAT IS INTEGRATED PATIENT-CENTERED
GERIATRIC PRIMARY CARE?

An Example of the Model

@ shared-care approach to healthcare]

~ cLouisvile
i TEoUSE
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Interprofessional Team

Shared leadership

Individual and mutual
accountability

Open-ended
discussions, active
problem-solving

Success = collective
work-products

A
_ e LOUISVILLE

It’s Happening Here.
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Introducing
Jim Thomas

Case summary

#LOUISVILLE

8 Happening Here.




image13.png
What social
determinants of
health will
impact Mr.
Thomas’ care?

#LOUISVILLE

8 Happening Here.
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Who should be on
Mr. Thomas' team?

8 Happening Here.
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Next Steps

* Your small group facilitator will assign you a
role on the team caring for Mr. Thomas in the
community

* Think about that role as you view video clips
related to Mr. Thomas' care in the community

* Remember — the p: e
essential member
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Let’s look at Mr. Thomas’
Care in the Community

« First visit with nurse practitioner
* Dental visit
* Health Navigator discussion with NP

* Follow-up witt
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Discuss in Your Teams

* What new information do we have about Mr.
Thomas that will inform his care planning?
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Optimal interdisciplinary team
care includes a Plan of Care that:

timely and patient-centered

is based on comprehensive interdisciplinary assessment of
patient and family

respects patient/family preferences, values, goals and needs
includes professional guidance and supportfor patient decision
making

ensures services provided in accordance with the plan of care
plines important to patient/family care

allows for provision of care in the environment which best meets
the preferences, needs and circumstances of the patient and

family ~ *LOUISVILLE

Ws Happening Here.

includes all di
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Team Assignment

« You will role play a care planning meeting between
Mr. Thomas and his healthcare team.

« Based on your role, you will interact with the other
members of the team, mas and his

granddaughter to develop care.

* Your meeting will

LOUISVILLE
It Happening Hore.
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* You will now debrief and evaluate how well
your team did with care planning.

« Don’ t forget to get the patient and family
member’ s perspectives
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Thank you
TEAM FACILITATORS:

«Collect one copy of the Interprofessional Plan of Care
(learners may keep other forms)

LEARNERS:
«Before leaving complete the survey and consent.
«Thank you for your participation.

UISVILLE

s Happening e,
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ICME
Interprofessional Case Management Eacperience M-3

SponsoredinpartbyHRSAUIQHP28732  *LOUISVILLE
AnnaFaul, Pl e Happein e
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Interprofessional Case Management
Experience
ICME

In this session you will learn about integrated
patient-centered geriatric community care,
conduct a goals of care/family meeting and
“practice ” working with an interprofessional

team to plan the care of a patient with
diabetes and multiple social issues.
Q@LOUISVILLE

It’s Happening Here.
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flourish

a shared-care approach to healthcare










