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HW#6 
1. Thinking about the protocol you are developing, identify the process and outcome indicators associated with the intervention/program and briefly describe an approach to measuring each.
a. Process Indicators:	
i. Proportion of patients screened for smoking: This can be measured currently in our EMR; you could calculate total number screenings / total number of visits (should be close to 100%) 
ii. Proportion of patients screening positive that are then “handed-off” to the MD by MEA (MD is informed about them). This could also technically be measured by the EMR. After the MEA enters the positive smoking screen, they could then select a template box that says something like “MEA informed primary care provider.” This selected box could also be queried in the EMR and lead to a proportion calculation.
b. Outcome Indicators
i. Proportion of patients screening positive for smoking (and who wish to discuss smoking) who receive MD cessation counseling. This will be more difficult to measure since we are aiming to counsel those patients who would like to dicuss smoking with their providers, but not everyone who screens positive for smoking (currently measured in the EMR). I suppose we could generate a small text box click for the MEAs that allows them to indicate that a patient was interested and they informed the MD. I would want to make sure this was a very easy extra box that wouldn’t significantly add to their work. Then we could query ICD9s for provider counseling, but providers don’t always assign ICD9s for everything they address in a visit.  The best way to review the outcome would be actual chart review. This would be very time consuming, but we could do it on a subset to give some sort of marker of how we are doing.

2. Define one or more “intermediate” outcome measures [reflecting changes in environment, organizational culture, systems of care, patient or public behavior, and/or clinician behaviors] that can inform you about the mechanism by which your intervention achieves its downstream effect on health and inform you about the acceptability of your intervention. 

[bookmark: _GoBack]A patient satisfaction survey would be a way to measure how consistently and well we are doing both screening and counseling in clinic and would allow us to identify barriers to both processes that could inform our other screening and counseling initiatives. The survey could be given to everyone as part of our annual survey – but there would be specific questions about smoking screening and then additional prompts about counseling if someone self identifies as an active or recent smoker. We could also query staff satisfaction at a clinic staff meeting to identify provider and systems barriers.

3. Identify a mixed methods study design and briefly describe the quantitative and qualitative data you will collect for program/intervention evaluation.
In addition to the simple statistical measures I described above, this intervention lends itself very well to a mixed methods study design integrating quantitative and qualitative methods. We could do semi-structured interviews with active smokers in GMC to learn about their perceptions of screening and counseling effectiveness in leading to quit attempts or sustained cessation. Qualitative methods would allow us to identify areas of weakness or lack of cultural competency etc in provider motivational interviewing techniques that could be addressed in education or training initiatives. Patients might also address systems barriers that impeded their ability to receive counseling in clinic (loud room, not enough time, lack of privacy etc). One might argue that qualitative methods interviewing staff might be just as revealing in terms of gaps in training/knowledge and systems barriers. I think if we had to choose one due to resource limitations, the patient perspective is the one in which we would likely gain the most previously unknown information. 

HW #5 
1. Use the COM-B model to identify what needs to change in order for ONE of your selected target behaviors to occur. Note that TDF domains corresponding to each COM-B category are in parentheses, and that some of you may have already done this or aspects of this in Week 4. 
	COM-B Components
	What needs to happen for the target behavior to occur?
	Is there a need for change?

	Physical capability
(Physical skills) 
	Training of medical assistants in screening questions and documentation

Training of providers in MI techniques to counsel patients on smoking cessation.
	Yes, brief trainings must be completed to bolster MEA and provider skills in screening and counseling.

	Psychological capability
(Knowledge; Cognitive and interpersonal skills; Memory, attention and decision processes; Behavioral regulation)
	Training/education of providers in what patient resources exist for smoking cessation.


	Yes – brief review of available resources is necessary given presence of trainees and new hires in clinic setting.

	Physical opportunity
(Environmental context and resources) 
	Creation of space for MEA intake history and vitals
Creation of template within EMR for documentation of history and counseling.
Incorporation into MEA intake checklist 


	Yes, barriers exist in physical space for intervention AND in technology used to document.

	Social opportunity
(Social influences)
	Designation of MEA smoking cessation leader to identify barriers/facilitators of successful screening.

Identify possible resident leader for required QI clinic project.
	Yes – given multiple QI projects in clinic, team leaders will be beneficial in avoiding fatigue and generating interest.

	Reflective motivation
(Professional/social role and identity; Beliefs about capabilities; Optimism; Beliefs about consequences; Intentions; Goals)
	Pre-clinic conference update on low screening and counseling rates, importance of screening/counseling, and process.

Discussion of above information at clinic staff meeting. 

Inclusion of protocol in weekly staff email update.
	YES – required to provide staff information on intervention and solicit feedback on barriers/challenges.

	Automatic motivation
(Reinforcement; Emotion)
	Reinforcement provided through provider tallies on screening/counseling of patient.
	YES – can be added to quarterly 

	Behavioral diagnosis of the relevant COM-B components:
	 List the COM-B categories you want to target with your intervention:
Physical capability, physical opportunity, reflective motivation, automatic motivation.



1. Use the APEASE criteria to identify appropriate intervention functions based on the behavioral diagnosis (See Table 2.3 in Michie et al Chapter 2) 
	Candidate intervention functions
 
	Is the intervention function needed based on the behavioral diagnosis?

	Education
	YES. Provide information on effectiveness of smoking cessation screening and counseling to MEAs and providers.

	Persuasion
	 NO. I think most people working in healthcare recognize smoking cessation is an important health intervention thus I’m not sure that much focus needs to be focused on persuading people on this point. More focus should be focused on making systems to do it efficiently.

	Incentivisation
	YES. Providers are given quarterly tallies of the proportion of panel achieving quality metrics. Smoking cessation counseling could be added to this report in order to motivate higher rates. In addition reports could be generated by team to help incentivize MEA partners.

	Coercion
	 YES – I suppose there could be some sort of non-punitive meeting with QI head of clinic when a provider has particularly low rates of counseling in order to identify challenges and plan for improvement. 

	Training
	 YES. Training in brief motivational interviewing techniques for smoking cessation counseling.

	Restriction
	 No. Can’t think of a way this technique would apply.

	Environmental restructuring
	YES
Providing EMR template to document smoking status.
Provide EMR prompt for smoking cessation counseling for active smokers who indicate interest to MEA.

	Modelling
	 YES. Could find a local DPH clinic that may have achieved particularly high rates for screening and counseling and provide this information to clinic staff during initial trainings.

	Enablement
	 YES. Provide mechanism for warm hand-off to behavioral health team for patients with interest in additional cessation counseling.

	 
Selected intervention functions:
	 List the selected functions your intervention(s) will serve. Select based on APEASE criteria (affordability, practicability, effectiveness/cost-effectiveness, acceptability, side-effects/safety, equity).
Based on the APEASE criteria, I think it would be reasonable to chose all the intervention functions I describe above. The greatest barriers in terms of affordability and practicability may be faced with the EMR implementation.


 
  3. For one of the intervention functions you selected, select a specific behavior change technique you will employ in your intervention strategy and specify how it will be delivered. See Table 3.3 in Chapter 3 of Behavioral Change Wheel (Michie et al) for list of most frequently used behavior change techniques for each intervention function.
a. BCW Intervention Function: Enablement
b. Behavior Change Technique:  Team work/ Collaboration
c. Mode of delivery (i.e., intervention details):
To increase the means and/or reduce barriers to providing smoking cessation counseling we will increase provider support for counseling through collaboration with the behavioral health team. If a provider only has a few minutes to begin motivational interviewing techniques for smoking cessation but he patient expresses ongoing interest, a warm hand-off can be completed where the patient is introduced to an (available) BHT counselor who can continue the dialogue on supporting the patient in cessation attempt and identifying external resources for cessation.

HW#4
1. Identify an individual (e.g., patient or provider) or group (e.g., community group or organization) that contributes to or is involved in the principal behavior you are attempting to change. Specify the desired behavior change (who needs to change what, when, where and how)?
The primary care provider (physician or nurse practitioner) is the primary target for behavior change. The desired behavior change is the provision of smoking cessation counseling at every visit with an active smoker who has indicated an interest in discussing smoking to the MEA. This intervention may necessitate a change in the PCP’s use of time for the visit, or deviation from what the provider had originally planned to focus on in that particular meeting. It may also take away time available for discussion of other health issues or results that the patient would like to prioritize. The change will occur in the preplanning of the visit for any patient who has smoking as a possible problem; it will also occur during the visit in the prioritization of time; and it will occur after the visit as the provider develops an action and follow-up plan for smoking cessation. 
Medical Assistants (MEAs) are also targets for behavior change as the screening question will be added to the list of initial clinical data they collect before the visit. MEAs will also have to provide a verbal handoff of this information to the PCP.
2. Using any of the individual explanatory theories in “Theory at a Glance”, develop an explanatory model for the target behavior (above) that you will be attempting to influence with your intervention.  This can be an extension/based on previously published literature or your best guess of expected findings.  Figures are always very useful... keep it simple. You can also use the logic model of the problem concept as presented in Bartholemew and Mullen (Five roles for using theory and evidence in the design and testing of behavior change interventions). Be sure to include components beyond the individual, such as suggested by the socio-ecological model.
Logic Model of the Problem Behavior and its Determinants:
Problem Behavior: low rates smoking cessation counseling to active smokers in primary care.









Health problems
· higher total pack years of smoking
· increased rates of CV disease due to smoking
· increased risk of malignancy related to smoking
Behavioral Factors
· failure to disclose smoking status to provider
· failure to seek assistance with smoking cessation


Personal determinants (patients)
· Patient embarrassment of discussing stigmatized condition
· lack of motivation to change behavior
· lack of confidence in ability to change behavior
· competing priorities for time at visit (want to discuss low back pain etc)
· concerns about efficacy of treatments for smoking cessation

Environmental Factors
· failure of PCPs to provide smoking cessation counseling
· failure of PCPs to provide NRT or medications to assist in cessation
· lack of discussion with patients about clinical importance of smoking cessation





Non Behavioral Factors
· physical dependence on nicotine making it difficult to quit
· lack of insurance coverage for nicotine replacement OR pharmacologic treatment for cessation
· barriers to scheduling timely visit with PCP
· language barriers between provider and patient making counseling difficult
Personal determinants (provider)
· lack of time during visit
· competing priorities for visit time
· lack of confidence in counseling 
· feeling that counseling and other interventions are not effective
· lack of knowledge about patient’s smoking status 
· lack of knowledge of patient’s motivation to change





3. Create your own version of Table 1 from Michie et al (Making psychological theory useful for implementing evidence based practice: a consensus approach) that reflects some of the different theoretical domains and interview questions, tailored to the behavior you want to change. Be sure to select several domains likely to be of interest based on the literature or your experience/best guess. 








	Domain
	Construct
	Interview Question

	Knowledge
	Knowledge of importance of smoking cessation

Knowledge of current low rates of counseling
	Are PCPs aware of USPSTF recommendation for smoking cessation counseling?
Are PCPs aware of patients’ smoking status?
Are PCPs aware of how to document smoking status and counseling attempts in the EMR?

	Skills
	Counseling Competency

Interpersonal Skills

Confidence in use of EMR
	Have PCPs been trained in basic motivational interviewing techniques?
Have PCPs been trained in where to look for smoking status in EMR?
Have PCPs been trained to document counseling in a template in EMR? 

	Self Standards
	Provider identity as primary care provider

Social group norms in valuing preventative medicine
	Providers buy in to USPSTF guidelines?
Providers agree screening/counseling should happen at all visits?

	Self Efficacy
	Control over time use during clinic visit
Belief in effectiveness in providing intervention
	What barriers have PCPs encountered in providing counseling?
Are PCPs confident they can provide intervention despite barriers?

	Anticipated Outcomes
	Consequences
Reinforcement
Incentives
	What are the anticipated costs of providing counseling to active smokers at all visits?
What would happen if counseling is not provided?
Do they believe that counseling leads to smoking cessation?

	Motivation and Goals
	Goal priority
Commitment
	Are there personal or clinic incentives to complete screening and counseling?
Does achieving this task conflict in any way with other important goals providers wish to achieve?

	Memory, Attention & Processing
	Memory for Task
Control over Decision Making
	How will providers remember to do the counseling?
How much attention during the visit will be given to counseling?


	Environmental Resources
	Time constraints
Clinic resources
	How will resources in the clinic help or hinder the task?
Are there written ducational resources for smoking cessation?
Are there enough MEAs to complete screening and handoff to PCP?


	Social Influences
	Social norms
Leadership/Champions
Team Work
Organizational Structure
	Is it standard to expect MEAs to complete screening?
Will MEAs help others in screening process if one person has competing clinical duties?
Will PCPs have a project champion to model behavior?

	Emotion
	Stress
Burnout
	Will additional EMR prompts lead to frustration or provider fatigue?
Will addition of new QI initiative lead to burnout?

	Behavioral Regulation
	Goal setting
Self monitoring
Feedback
	Are there any individual incentives for the task?
Will providers and MEAs receive feedback on screening and counseling rates?

	Nature of Behavior
	Breaking old habits
Stages of change
	Will prompt at beginning of session conflict with past provider styles of counseling?
Will behavior change require multiple reminders or announcements?
How long will progress be monitored?




HW#3
1. Based on Shortell’s article “An empirical assessment of high-performing medical groups: results from a national study", describe the organization/system in which your intervention will take place using the specific predictor measures within Environment, Resource acquisition, Resource deployment and Quality-centered care (Table 1).

a) Environment: The 1M clinic is an adult medicine clinic operating within the department of public health’s consortium of community clinics. It is an academic clinic physically located within a hospital that is both an academic center and a public hospital. The environmental forces are related to SFGH’s dual status as an academic teaching institution and an institution that provides health care to the city and county of San Francisco serving primarily low-income diverse patient populations.
b) Resource acquisition: The clinic is funded through public insurance payers (MediCal, Medicare, Health San Francisco), small grants, and I believe a portion of the City’s General Fund. The ongoing renovation is paid through general bonds, voted on by the public through Proposition A. The clinic’s ability to acquire additional funds at any given time depends on the DPH budget and reimbursement from insurance payers. Stakeholders who apply for grants also add to the potential resources of the clinic. San Francisco Health Plan (SFHP), a managed MediCal plan, is the payer for the majority of patients in 1M clinic and does have some funds targeted towards quality metrics and QI projects. It is possible they might have interest in this project, particularly if it becomes a pay for performance metric. Others have also suggested potential grant sources of funding through UCSF Tobacco Research Center or Hearts Grants.
c) Resource deployment: I need to confirm some of this information, but my understanding is that an annual budget for the clinic needs to be approved by the executive board –often funds that are designated for key operating costs like salaries for staff. Less concrete resources like utilizing IT support to assist in altering the EMR does not require this level of administrative approval. Deployment of clinical staff (MD, RN, MEA) to participate in these types of activities also does not require approval beyond agreement within the clinic staff. We will deploy all of our fulltime MEA staff to engage in this intervention (10 people).
d) Commitment to Quality Centered Culture: The clinic has a quality and safety committee led by one of the leaders in the country on outpatient QI and patient safety. Residents are required to complete a QI project during their three year outpatient training and many faculty members and other staff are involved in ongoing QI implementation projects. There is no direct compensation for participation, but the department has received various grants for these activities. 

2. Discuss which of these factors might serve as barriers to successful implementation of your intervention, and how you will try to design an intervention to overcome these barriers.

I think the SFGH environment and commitment to quality-centered culture of care are real advantages to working within this community. Resources acquisition and deployment are likely the biggest challenges to any implementation project in 1M clinic. The clinic is already working with a less efficient EMR due to limited funds for a more expensive product. While I do think we can create a template for smoking cessation counseling and education in ECW, it may be harder to capture the data for program assessment. As others point out, provider fatigue with electronic prompts will also be a barrier.

In addition, PCP to MEA ratios are limited by the annual budget for clinical staffing and this impacts the MEA’s ability to carry out this screening protocol. Providers have many time constraints during a standard clinic visit due to late rooming of patients, late patient arrival, highly variable no-show rates, and many competing priorities. Behavioral health providers have some availability for smoking cessation, but it is not clear if this is as effective as PCP delivered counseling. If time becomes a significant barrier, we will utilize the BHT team to deliver the intervention in separate scheduled follow-up sessions.

The availability of high quality, appropriate education level, and language concordant education materials is also impacted by discretionary funds that the clinic may or may not have access to in a given year.


HW #2:
1. Define the community/communities for your project and explain why each is a stakeholder for your study. 

The community for my project includes the clinical staff of the 1M clinic at SFGH including medical assistants, nurses, primary care providers (physicians & nurse practitioners), and behavioral health team. These are key stakeholders because any intervention I propose will directly impact their clinical work flow and patient care. These providers also share a common goal of improving clinical care and adherence to evidence-based guidelines. 

The community also includes computer technology providers who assist staff in improving the electronic medical record (ECW) utility in clinical care. These individuals will be essential in providing information on the capabilities of ECW, designing automated charting options, and recording our progress.  

Patients who are current smokers are also key stakeholders for this project – screening and counseling will impact their desire, readiness, and available tools for smoking cessation.

Payers – the largest managed MEDiCal program of patients at 1M is the San Francisco Health Plan (SFPH). SFHP shares the incentive to improve health of its enrollees and smoking cessation is an evidenced-based intervention that reduces mortality.

2.    Describe your plan for approaching potential community partners to ask for their involvement.

Since my initial submission of this project proposal, the clinic has begun to implement a version of my proposed plan (I obviously was not the only person bothered by this discrepancy). I will discuss future iterations with clinic medical director Dr. Claire Horton who is spearheading the current innovation. I will also gather information from other stakeholders through clinical staff meetings and team huddles.  

I will set up independent meetings with ECW support staff to learn program capabilities and limitations and their availability to assist in implementation.

3.    Identify which stages of your project you'll incorporate community input, and describe what types of input you'll solicit.

Design: Given a version of this screening protocol is being implemented in the clinic already, I will meet with key stakeholders who are already working on design and implementation. Specifically, our medical assistants are now being asked to provide the 1-800-no-butts brochure to any patient who identifies as a current smoker AND to verbally inform the provider IF the patient would like to discuss smoking cessation during the visit. This current innovation does not involve alterations to the EMR nor electronic prompts to document provider counseling, which I would like to add.

Ideally we would have explored provider and staff perspectives of how to best implement a screening system through a qualitative process prior to implementation; however, we could still do that particularly if this becomes an iterative process with an evolving screening and treatment protocol.

Implementation: As above, I will now survey providers on efficacy of the first iteration of screening protocol described to identify potential improvements or barriers.  We can also survey patients on their experience with the smoking screening protocol and counseling (if applicable). 

Dissemination: We would provide assessments of the intervention to staff at clinic meetings, to the wider DPH clinic community – partners who might be interested in implementing similar models, and to patients. We are going to be starting a patient portal soon, which would be a nice way to disseminate information to patients. 

4.    Name three ways you plan to share your results, beyond writing an academic article or presenting at an academic conference.

Here are some ideas for dissemination:
1. Policy brief for primary care clinics with recently implemented EMRs
2. Present screening data at monthly clinic meeting
3. Blog post on the Department of General Internal Medicine Blog --- http://mission-healthequity.blogspot.com/

HW #1
What evidence are you proposing to translate into practice?

A. Justify that this evidence is “ready for translation.” 
Tobacco use is the leading cause of preventable death in the United States.[footnoteRef:1] Screening for smoking and providing cessation counseling to active smokers is recommended by the Centers for Disease Control (CDC) and the US Preventative Task Force (USPTF)[1] There is strong evidence to support this recommendation given smoking cessation improves mortality[2]. Healthcare provider counseling leads to greater patient quit rates, but smoking cessation counseling can be difficult to implement in primary care practices due to competing priorities.[footnoteRef:2] Team-based approaches and documentation in the medical record may lead to greater provider recognition of smokers and counseling opportunities[footnoteRef:3]. I propose a provider prompt for the documentation of cessation counseling when a patient has reported smoking status on the initial encounter with the medical assistant and interest in discussing smoking with a provider.   [1:  CDC.  Smoking-attributable mortality, years of potential life lost, and productivity losses – United States, 2000-2004. MMWR 2008; 57(45):1226-1228.]  [2:  Schroeder SA. What to do with a patient who smokes. JAMA 2005; 294(4):482. ]  [3:  Boyle R, Solberg L, Fiore M. Use of electronic health records to support smoking cessation. Cochrane Database Systematic Review 2014; 12.] 

B. Identify a single, key behavior change target for your translational activity.
San Francisco General Hospital recently integrated a new outpatient electronic medical record system in which multiple members of the team can document patient information. Medical assistants screen patients for smoking during the initial examination and document smoking status in the chart. Recently, medical assistants are now providing the No BUTTS smoking cessation pamphlet to all active smokers and informing providers if a patient would like to discuss smoking during the visit. I would like to add clinical documentation of patient counseling on smoking cessation that involves a direct link to patient education materials.
2. Conduct a “gap analysis” of your target behavior.  Look to diverse sources for “best guess” estimates if specific measures are not available.
A.  What is the quality (performance) gap?

From 2005-2008 62.7% outpatient visits for US adults involved screening for tobacco use (17% by current smokers).[footnoteRef:4] Among patients who screened positive for active tobacco use, 20.9% received brief counseling during their physician visit. There were differences in screening and counseling by age, ethnicity, and insurance status. I do not have data for screening in SFDPH primary care clinics, but I will plan a chart review of family medicine clinic as a representative baseline (intervention already ongoing in our clinic). [4: Jamal A, Dube SR, Malarcher AM, et al. Tobacco Use Screening and Counseling during Physician Office Visits Among Adults – National Ambulatory Medical Care Survey and National Health Interview Survey, United States, 2005-2009. June 15, 2012 / 61(02); 38-45.
] 


B. What is the outcome gap?
Brief counseling from a healthcare provider increases smoking quit rates by 1-3% (not including pharmacologic assistance).[footnoteRef:5] If 1% of smokers at 1M clinic quit this would be approximately 1% of 6000 total smokers, we could expect approximately 60 people to quit per intervention leading to improvements in mortality and reduction in smoking related illness.  [5:  Stead LF, Buitrago D, Preciado N, et al. Physician advice for smoking cessation. Cochrane Database Systematic Review. May 13, 2013.] 

3. Is there evidence that changing performance will improve health ?
Smoking cessation is associated with decreased cardiovascular risk and overall mortality.[footnoteRef:6] [6:  Anthonisen NR, Skeans MA, Wise RA,et al. The effects of a smoking cessation intervention on 14.5-year mortality: a randomized clinical trial. Ann Intern Med. 2005;142(4):233–239.

] 

 


1.	Counseling and interventions to prevent tobacco use and tobacco-caused disease in adults and pregnant women: U.S. Preventive Services Task Force reaffirmation recommendation statement. Ann Intern Med, 2009. 150(8): p. 551-5.
2.	Anthonisen, N.R., et al., The effects of a smoking cessation intervention on 14.5-year mortality: a randomized clinical trial. Ann Intern Med, 2005. 142(4): p. 233-9.
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