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My Personalized Health Plan
 
Date: 

I, ________________________________  and   ________________________________      
                 (name of patient)          (name of clinician)

have spoken about my health risks and created the following plan for improv-
ing my health: 

My Health Risks:
concerns that my provider and I have regarding my whole health

1.

2.

3.

Our Shared Health Goals: SMART Goals and Action Steps that my provider 
and I have set to guide us in improving my health

We have gone over some of the details of setting SMART goals, and now 
it’s time for you to set your own with the help of your provider and the 
group! Remember the SMART Goal guidelines, written below, while creat-
ing your goals.

SMART Goal and Action Steps Criteria: 

-	 Specific	-	clear	and	concise	
- Measurable - clear way for knowing if goal is met 
- Action-Oriented – action that is in direct control of the person 
- Realistic – based on what is possible or the person thinks they can do 
-	 Timed	-	contains	a	time	line	for	steps	along	the	way	to	the	final	goal	
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Write the shared goals you have created with your provider below:

Our Short Term Goals: (1-6 months)

Our Longer Term Goals: (6 months-1 year)

Notes: 

This Goal-Setting sheet is an agreement between me and my doctor regard-
ing the goals we have for my health. We will work on these together to 
improve my health over the next year. 

Patient Signature:         ____________________________________________

Provider Signature:       ____________________________________________

Date:
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Recruitment & Referral

The	flow-chart	on	the	following	page	outlines	the	recruitment	and	refer-
ral process for PHP SMAs. Note that the major tasks for recruitment and 
referral leading up to a patient’s enrollment in the group include:

-	 Defining	and	releasing	eligibility	criteria	to	the	entire	practice
- Identifying patients via 3 unique pathways
- Contacting the PCP for approval and referral to SMAs
-	 A	final	eligibility	screen

For a detailed description of best practices for each step, see the de-
scriptions on the following pages.

* Note:
If you are interested in recruiting 
for PHP SMAs to conduct clini-
cal research and need to consent 
patients, please see the Appendix 
for research recruitment protocols.
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Setting Eligibility Criteria
 
After you have chosen your general patient population of interest, you 
can	define	parameters	for	inclusion	and	exclusion	criteria.	This	step	may	
help your group be more clinically homogenous and will help providers 
in your practice identify patients for referral to the SMA more easily.

Example inclusion and exclusion criteria:

Prediabetics:
Patient’s most recent HbA1c score must be between 5.7% and 
6.4%, and taken in the last 6 months. Patient should know that 
they have prediabetes. 

Early Diabetics:
Patient’s most recent HbA1c score must be between 6.5% and 
7.5%, and taken in the last 8 months. Patient should have been di-
agnosed with type 2 diabetes less than 2 years ago. Patient should 
have no amputations or other serious complications from type 2 
diabetes (kidney failure, blindness, etc.). Poor management of type 
2 diabetes is the patient’s most pressing health risk

Out-of-Control Diabetics:
Patient’s most recent HbA1c score must be between 7.5% and 
14%, and taken in the last 8 months. Patient should have a diag-
nosis of type 2 diabetes. Patient should have no amputations or 
other serious complications from type 2 diabetes (kidney failure, 
blindness, etc.). Poor management of type 2 diabetes is the pa-
tient’s most pressing health risk.
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Releasing Eligibility Criteria 
to the Practice
Your entire practice should 
be aware that SMAs are 
going to be occurring, and 
should know which patients 
will be eligible. This will en-
sure that providers identify 
the right patients to refer to 
the SMAs.

Patient Identification
If your practice has an Electronic Health Record (EHR) system, the eas-
iest	way	to	find	eligible	patients	is	to	run a query for patients meet-
ing your eligibility criteria.	Eligible	patients	can	also	be	identified	via	
self-referral and PCP referral.	Put	up	fliers	in	the	clinic	so	that	patients	
can speak to their PCP about the groups or call the scheduler if they are 
interested. Determine how you want to advertise for your groups, and 
how you want to identify eligible patients. 

* Addressing Barriers to Participation
Our	pilot	identified	three	major	barriers	to	
participant: 
- Copay
- Transportation
- Scheduling issues. 
For a low-income patient population, pay-
ing the copay for the SMA appointment 
once per month was sometimes prohibitive. 
If funding is available, we suggest exploring 
opportunities to provide vouchers for bus 
transportation or copay payment at each 
session.
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Self-referral
The	patient	sees	a	flier	in	the	clinic	and	decides	he/she	is	interested	
in the SMA. Patient then contacts the scheduler, who checks that 
they match eligibility criteria and asks their PCP for a referral. Patient 
is added to a SMA group once the PCP approves the referral.

a. OR,	patient	sees	the	flier	and	asks	their	PCP	about	the	SMA.
 PCP can refer patient and notify scheduler if they believe the
 SMA is right for the patient
b.  For example fliers, see the appendix

Direct PCP referral 
PCP	meets	with	a	patient	who	could	benefit	from	the	SMA.	PCP	de-
scribes the SMA to the patient, patient expresses interest, and PCP 
submits	a	referral	to	the	scheduler.	Scheduler	confirms	eligibility	and	
enrolls patient in a SMA group.

1.

 

2.

  

An EHR Query is an effective 
way to identify all eligible pa-
tients. PCPs are sent a list of 
their eligible patients to review 
and mark patients who they 
believe	are	unfit	for	the	SMA.	
Not	being	marked	as	unfit	con-
stitutes an initial referral to the 
SMA	from	the	PCP.	All	“fit”	
patients are sent a letter from their PCP describing the SMA. This can 
be done via regular mailing or electronic mailing if your practice has a 
patient portal. The letter comes from the PCP, and describes the PHP 
SMA to the patient. It lets the patient know that if they are interest-
ed, they should contact the scheduler. For many patients, feeling like 
this is a program their primary care provider recommends increas-
es their motivation to try it out. Example recruitment letters can be 
found in the Appendix

3. 

* Helpful Insight:
If your practice is a patient centered 
medical home, be sure to send these 
letters through the electronic medical 
record. This will serve as documentation 
that you have advertised an enhanced 
service to the patient.
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Contact PCP for Review/Approval
Ensure that however you decide to identify patients, the PCP is involved 
in	the	referral	process	and	notified	when	their	patient	is	enrolled	in	the	
SMA. While patients may be eligible based on their clinical metrics, be-
havioral concerns could keep a patient from thriving in a group setting. 
A patient should not be added to the SMA without a referral from their 
PCP.  This allows for coordination of care; PCPs will know which of their 

patients are going to be con-
tacted about the SMA, which 
patients enroll in the SMA, and 
can play a part in encouraging 
their patients to participate.

PCP or Designee Fills Out 
Care Coordination Form
Personalization is key to the 
referral process, and we have 
created a “Care Coordination 
Form”	to	serve	as	a	template	
for the referring provider. The 
form asks the referring pro-
vider to highlight the patient’s 

main	health	risks,	and	highlight	specific	reasons	for	why	the	PHP	SMA	
is an ideal management strategy for the patient. This will help the PHP 
SMA provider create a therapeutic plan and ensure care coordination.
The form should be completed by the PCP or a designee (such as a 
nurse or a resident) and sent to the provider leading the PHP SMA prior 
to	the	patient’s	official	enrollment	in	the	group.	See the appendix for an 
example Care Coordination Form and a detailed description of how to 
fill it out.

* Helpful Insight:
Calls to eligible patients are an excellent 
addition to your recruitment protocol if 
your clinic has the bandwidth. This en-
tails calling patients who have not read 
their electronic letters in the patient 
portal or who received a letter but have 
not reached out. Phone calls are an op-
portunity to assess a patient’s willingness 
to commit to the SMA. Having an honest 
discussion with the patient about their 
bandwidth for making change and com-
mitting to the group can ensure that you 
don’t enroll patients who 1) don’t under-
stand the program or 2) don’t have time 
to commit to the groups.



Duke Center for Research on Personalized Health Care                       CC-BY-NC-SA 4.0                     10

Patient is Referred to Group 
and Final Eligibility Screen
Once the recruitment starts, the 
scheduler will have an ongoing 
list of patients who have been 
identified	and	approved	by	their	
provider for the SMA. Before the 
scheduler contacts these referred 
patients to the group, they 
should:

 1.	Confirm	that	the	patient	has	been	referred	by	their	PCP	
 2.	Confirm	that	the	patient	is	eligible	to	participate

In this way, the scheduler serves as quality control, ensuring that the 
groups	get	filled	with	approved,	eligible	patients. 

Enrollment
After we’ve ascertained that the patient has been referred and that they 
are eligible, the administrator schedulerr can call the patient and sched-
ule them to an SMA group. Depending on how many groups your prac-
tice wants to run, there may be multiple days of the week and times for 
the patient to choose from. Be sure to remind them that the SMA ses-
sions are recurring, so they should pick a group that will meet on a day 
and at a time that will work for them long-term. 

* Note:
We have also found it helpful to have 
providers refer patients to the SMA at 
any	time	(not	just	before	the	first	group	
cohort begins) to develop a wait list for 
the groups. Provider referral is an effec-
tive strategy for enrolling a patient who 
may be recently diagnosed or struggling 
with diabetes management and need an 
extra push to join the groups.
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 Group Creation
 Tips for adding patients to
 groups:

- Try to maintain an even male 
 to female ratio if possible,
 remembering that the priority
 is just scheduling patients to
 a group that will work with
 their schedule 

- Make sure that the patient has their calendar in front of them when
 you are discussing dates
- Keep an organized enrollment log so that you know which patient
 is in each group (for an enrollment log template, see Appendix)

Reminder Calls
We have found that once a patient is enrolled in the group, a reminder 
call or patient portal email is the most effective way to get them to the 
groups. Try to have the scheduler place reminder calls one to two days 
prior to the MB-PHP SMA session.

Track Attendance
As each SMA session comes and goes, be sure to track which patients 
came. This data will be key for your practice in determining things like 
no-show rates or identifying areas for improvement. A simple grid in 
excel can be helpful here.

Progress Note
The progress note closes the communication loop between the PCP and 
the	PHP	SMA	provider.	After	the	final	SMA	session,	the	PHP	SMA	pro-
vider will send the PCP a note documenting the patient’s progress over 
the course of the SMA sessions. 

* Tip:
We	HIGHLY	suggest	over-filling	your	
PHP SMA groups to account for attrition. 
Because this is a closed cohort pro-
gram, you cannot add patients midway 
through the 8 sessions. It is much easier 
to account for attrition early, rather than 
dealing	with	the	financial	repercussions	
of not having enough attendees at later 
sessions.


