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Introduction

OneWorld Community Health Centers Promotora Program will use a medical model approach to integrate informal helpers offering emotional support and guidance for patients with chronic diseases or depression/mental health diagnosis in a culturally respectful manner. Promotores may also provide support/education /information and assistance for patients in prenatal/breastfeeding, pediatric or other services provided by OneWorld.

Promotores will assist providers so that services respond and are sensitive to the cultural differences and special needs of the population by assisting providers in understanding cultural mores reflected by the patients. Promotores will assist the patients in understanding the directions given to improve their condition. Promotores will participate on a clinic team and provide appropriate information to providers regarding the patients assigned for follow-up and support services. Promotores will be the bridge between the clinic and the community.

Program Description

The Promotora Program is designed to include present and future capacity as resources permit.  A medical model approach will provide for follow-up with patients diagnosed with chronic diseases to assist in controlling the disease by providing support and encouragement in a culturally appropriate manner for the patient’s carrying out the self management goals or where provider was concerned regarding the patient’s understanding of directions. In addition, OneWorld will provide promotores for prental/breast feeding, pediatrics, depression/mental health and community outreach and special projects (such as Liberty School Obesity prevention Program) as additional funding becomes available.

Medical/Chronic Disease : Designated promotores will provide medical follow-up for those patients for whom the provider is concerned regarding the patient’s understanding of directions given and the patient has been determined to have a chronic disease; e.g.; diabetes, hypertension, cardiac, asthma.

Prenatal and infant/breast feeding: Designated promotores will provide prenatal follow-up for patients being seen by the midwife program to ensure understanding of directions and ability to follow directions and follow-up on at risk infants through twelve months of age.

Pediatrics: Designated promotores will provide pediatric follow-up for those patients for whom the provider is concerned regarding the health and developmental status of toddlers, children and adolescents.

Community Outreach: Designated promotores will provide outreach in the community to inform residents of the services available at OneWorld Community Health Centers and assist them in accessing these services and enrolling in the Kids Connection Program.

Behavioral Health/Mental Health: Designated promotores will provide follow-up with patients who providers determine are depressed or are considered at risk of becoming depressed due to their life situation.

Domestic Violence: Designated promotores will provide support for those patients who are involved in domestic violence situations and will assist them in accessing domestic violence services available in the community. Patients will be referred by providers or social workers. These promotores will be available for domestic violence prevention support.

Special Projects: Designated promotores will be assigned special responsibilities related to the project; i.e.; Obesity prevention at Liberty School, Kids Connection. They will also provide outreach in the community related to OneWorld Community Health Centers.

The Promotora Program will be a competency-based program where all promotores will be expected to meet basic competencies. Those promotores providing specialized follow-up will be provided basic training in the designated area and will be expected to meet the competencies for that area.

Promotores will be expected to follow program procedures and assist patients in planning what they need to do to follow the providers’ directions/orders.  This will mean assisting the patient in problem-solving and determining the steps they will need to take to meet the providers’ directions.

Program procedures will include

1) referrals from a OneWorld provider

2) services including follow-up visits or contacts

3) collaboration with or referral to other OneWorld services – social work, etc

4) collaboration with outside agencies

5) referral to outside services

6) feedback to referring provider – participation on team

7) discontinuation of promotora services

Referrals

Referrals will be made by the provider to the promotora working on their team. The referral form will indicate diagnosis and reason for referral. (Note: until promotora capacity is increased, Promotoras will only be following patients with diabetes, hypertension, dyslipidemia and cardiovascular disease. 
Diabetic patients will be referred due to one of the following:

1) Upon initial diagnosis,

2) When A1C is > 7,

3) Concern regarding medications or proper blood sugar testing,

4) To set self management goals,

5) When the patient is not up to date on all recommended testing,

6) When the patient has been lost to follow-up for over three months,

7) Need to develop a plan for physical activity.

Hypertension patients will be referred when blood pressure is not controlled

1) To set self management goals

2) When the patient is not up-to-date on all recommended testing

3) When the patient has been lost to follow-up for over three months

4) Need to develop a plan for physical activity

Patients with dyslipidemia will be referred when

1) The patient’s LDL is above their goal

2) Need to develop a plan for physical activity

3) Need additional guidance relating to diet

4) To set self management goals

Patients with cardiovascular diagnosis will be referred

1) To set self management goals

2) Need to plan for physical activity

3) When the patient has been lost to follow-up for over three months

Patients with depression will be referred

1) Initial diagnosis is made

2) Did not attend 2 week follow-up visit

3) Did not attend 4 week follow-up visit

4) To set self management goals

5) When patient is lost to follow-up for over three months

6) Need to develop a plan for physical activity

Services

Individual education for patients with a chronic disease will be provided by the promotora. Education will relate to proper nutrition/diet, increased physical activity and appropriate use of medications and determining self management goals with consultation with the nurse educator.  An action plan for the patient to meet the self management goals will be developed by the promotora with the patient.

Group sessions will be provided for support, exercise, and nutrition by the nurse educator with assistance by promotores. These sessions will be provided monthly and self management goals will be monitored. Promotores will encourage patients to participate in group sessions, will call patients to inform or remind them of groups, and will assist other medical staff in leading the groups.  Promotores may organize and lead regular exercise programs including walking and aerobics groups.

Home visits may be provided when the patient is originally referred to determine the status of the home environment and the patient’s support system at the discretion of the provider. Additional home visits will be made when determined by the provider. During the initial home visit the promotora will assess the resources available to the patient and the living conditions, family support, social support, literacy level, language spoken by others in the home. 

Follow up home visits will be used to determine progress on meeting self management goals for nutrition/diet, physical activity, and medication usage. The promotora will provide support and encouragement for continuance of activities or make suggestions for changing activities to meet self management goals. Home visits will be continued based on the need of the patient and the direction of the provider.

PROCEDURES FOR IMPLEMENTING PROGRAM

COMMUNICATION/INTERVIEWING TECHNIQUES

1) Preview patient information on PECS system prior to home visit or phone follow-up: self management goals- medications- provider- need for appointments, etc.

2) Introduce self to patient and establish rapport.

3) Establish a comfortable and quiet interviewing environment:

· Sit at table or in chairs where you can have eye contact

· Ask patient to shut off TV so both of you can concentrate on conversation.

· If children are present, try to sit in area where they are not apt to interrupt.

4) Identify and address language barriers

5) Use appropriate eye contact and body language

6) Use plain language instead of jargon or medical terminology

7) Use open-ended questions that can’t be answered yes or no.

8) Use active listening skills – verify what you heard to the client

9) Explain confidentiality policy and exceptions.

10) Advise patient of legal rights/immigrant policy

11) Obtain a signed release/waiver from client when making home visit.

12) Explain the purpose and process of the interview/home visit.

· Review progress on self management goals relating to diet and physical activity.

· Review medications and blood sugar testing

· Assist in determining how to meet self management goals

· Determine problems/barriers to meeting self management goals.

13) Determine, evaluate and prioritize needs with the client

14) Develop patient action plan for meeting self management goals and give copy to the patient.

15) Clarify patient needs and concerns by verifying what you heard and repeating it back to the patient.

16) Determine whether patient is eligible for additional services at OneWorld; i.e., social work, behavioral health, nurse education.

17) Seek consultation from nurse educator or supervisor, if needed.

18) Inform patient about what will happen next -  monthly contacts.

ORIENTATION TO ONEWORLD COMMUNITY HEALTH CENTER

1) Discuss OneWorld’s services
· Explain services offered – clinic/behavioral health/dental/eye/nutrition/
social services/education/promotora

· Explain agency schedule of services (specific clinic days)
· Inform patient about what to expect during visits to OneWorld
· Give patient information on OneWorld resources, handouts, etc.
· Explain how to use OneWorld’s services in non technical language
· Explain appointment protocol: cancellation policy, hours, after hours
· Explain emergency procedures
· Explain caregiver team approach (physician, nurse educator/.promotora)
COORDINATING PATIENT CARE

1) Keep a Patient File for Promotora Program.

· Document client history/information progress

· Note information/handouts on OneWorld provided 

· Follow established OneWorld legal guidelines – confidentiality.

· Provide information to team during huddle sessions.

· Store patient files securely in locked cabinet.

2) Develop a plan of care – action plan with patient 

· Include self management goals and activities patient will use to achieve self management goals – coordinate with nurse educator.

· Follow-up with patient – home visit or phone call.

· Provide patient with copy of action plan and put a copy in patient’s chart.

.

3) Track patients

· Make and keep appointments (home visits or phone follow-up)

· Review treatment to date on PECS file and Promotora/Nurse Educator Plan of Care.

· Refer patient to other services.

· Determine with supervisor or provider discontinuing service due to patient’s failure to cooperate or temporarily discontinue service due to patient leaving country for a short period of time.

4) Provide referrals for other services

· Explain to patient the purpose and procedures of referrals

· Explain referrals and how they will benefit the patient.

· Provide information about the referral agency or OneWorld service.

· Identify and address possible patient barriers to accessing referrals – i.e.; language or transportation.

· Call referral agency or notify OneWorld service regarding referral and to advocate for patient access and track access.

5) Maintain referrals

· Develop and maintain a community resource/referral notebook

· Establish and maintain contact with referral agencies and key contacts

· Coordinate with OneWorld social services and behavioral health staff.

· Provide information to referral sources on OneWorld’s Promotora Program.

DOCUMENT AND REPORT PATIENT INFORMATION

1) Document Patient Information
· Explain to patient what you are documenting
· Explain how the information will be used.
· Record patient information on encounter form
· Write general notes for self
· Follow established charting protocols: date, sign, initial.
· Place original encounter form in OneWorld’s patient file.
· Note any anticipated problems or changes in the patient’s home environment and support system in the patient’s medical chart.
· Place copy of encounter form in Promotora Program file.
· Enter encounter information in PECS file.
· Maintain Promotora Program files until closed- then follow clinic procedures for closed files.
2) Report Patient Information

· Review cases with supervisor daily or weekly as scheduled.
· Review cases prior to encounter with nurse educator
· Provide information to clinic team at huddle sessions
· Report and discuss with supervisor suspected child abuse, elder abuse, or domestic violence. Follow clinic procedures for reporting to authorities.
