Description for Breakout Session B and C 

Purpose: The purpose of Breakout Session B is to allow participants to choose from four in-depth information sessions that focus on select components of the Chronic Care Model, clinical information system (registry), decision support, delivery system design, and self-management. Faculty in each session will describe their clinical application of the component; how they tested and implemented the component, barriers they overcame, and outcomes that resulted for themselves and their patients. In addition, one or two teams in the collaborative will present PDSA cycles of changes they tested within the select component. The presentations are repeated for Breakout Session C, thus allowing each team member to attend presentation for two components of the Chronic Care Model. It is suggested that team members divide up the sessions so that all four components of the Model are attended. Use the chart below to help facilitate faculty planning.

	CCM Component 
	Faculty Application of the Component Might Cover
	Team PDSA cycles might highlight the following tests

	CIS (registry)
	Identification of population

Data entry into the registry and retrieval.

Use of clinic flow sheets that incorporate registry data

Use of encounter forms the incorporate registry data

Assignment of team members to specific roles related to the registry

Monitoring system for accuracy and timeliness of data entry
	Identification of the individual patients to include in the registry

Identification system for population charts

Process used to populate the registry

Documentation of registry data in the clinical setting

Data entry into the registry

Getting the registry form back on the chart

Using the registry to sort for patient needs (lab, visit, etc)

	Decision support
	Approval of guidelines for a population

Guideline incorporation into flow sheet

Education of the providers and staff about guidelines

Referral process with a specialist
	Selection of guidelines

Having guidelines readily available on charts

Education of staff about guidelines

Mechanism for patient referral

	Delivery system design
	Setting up a clinic that is specific to one chronic disease (how often, what’s involved, who participates, response)  

Setting up a system of planned visits for patients with a chronic illness (how often, what’s done, patient response)

Clinic team members roles and accountability for completion of guidelines 
	Calling patients for a planned visit

Team member/s implementing a new guideline

Completing a planned visit with several patients

Offering a special clinic day for the chronic illness patients

Team members assigned various components of a patient visit 

	Self management
	Incorporating self-management into the visit (process, forms, roles, outcomes)

Use of the entire team for patient education and self-management support

 System of patient follow-up between patient visits
	Use of self management tools

Provider and staff education

Provider and staff role assignment

Follow-up mechanism after the visit

Group education class

Setting goals with patients
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