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Presentation Notes
This diagram was drawn on a table cloth at a world café event by people with long terms conditions. They said life is like this green wavy line with lots of ups and downs. The orange vertical lines represent their contacts with the health service which not only last a very short time ; over a year about 3 hours compared to 8757 hours when the person is managing things themselves but they occur regularly and often unrelated to the needs of the individual – they may be up or down. 

There is a great deal of evidence that what goes on in those contacts is not as useful as it might be to the individual involved in terms of supporting them to live their lives with their long terms conditions. In only between 30 – 50 % of these visits do staff even discuss self management  or ask about the individuals goals  for their health. This represents not only poor quality but poor use of resources – The year of Care programme set out to see if this time could be used more effectively and productivity via personalised care planning using diabetes as an exemplar. 
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+“Self management support can be viewed in
two ways: as a portfolio of techniques and
tools that help patients choose healthy
behaviours; and a fundamental
transformation of the patient-caregiver
relationship into a collaborative partnership.’

+Bodenheimer T, MacGregor K, Shafiri C (2005). Helping Patients
Manage Their Chronic Conditions. California: California Healthcare

Foundation.
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SLIDE 3: What Is Supported Self-Management?
 
Supporting self-management is very different from telling patients what to do. Being a good ‘self-manager’ is very different to following the doctor’s orders.
 
To be effective at managing their own health, a patient must have a central role in determining their care, one that fosters a sense of responsibility for their own health.
 
A health services that supports people to manage their condition ensures that they have the confidence and the skills to do so. Supporting self management involves providing encouragement and information to help people understand their condition, monitor symptoms and take appropriate action. This may include:
 
involving people in decision making
promoting healthily lifestyles 
providing education about conditions and self care
motivating people to look after themselves
setting goals and checking whether these are achieved over time
proactively following up goals
providing opportunities to share and learn from other people

There are all sorts of things that nudge our behaviour. Will power may help. But for most of us most of the time, it really isn’t enough.
 
A little bit of audience participation: raise your hand if you have you ever determined to go to a gym regularly or to shed a few pounds? Now keep your hand raised if you were still using the gym regularly six months later 
 
That’s why gyms charge you an annual fee. They know that those new year’s resolutions will soon wane, so they want your money up front. 
 
Weightwatchers understands it too. That’s why their model is built around peer support. And it works in the digital age too: [Natalie can you insert the name of the web site you use – and which I failed to use!] not only provide you with information and tools to help you understand what you can do and to measure your progress, but have also adopted a facebook approach, allowing you to share your progress with an online community that can support and encourage you.
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Figure 1: The four principles of
person-centred care
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* Routine consultations in primary care
focus on the biomedical agenda set by
QOF where the practitioner is the expert
and the patient agenda unheard

« Socialize patients in becoming passive
subjects of “surveillance”

Chew-Graham et al BMC
Family Practice 2013,
14:103
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Presentation Notes
Modern medicine has been faced with the global challenge of increasing NCDs. Most of the policies and direction of travel has been towards the medical management  of these conditions and driving the dominance of these left sided conversations, undermining our ability to embrace the right hand approaches. This  has, I believe, created a crisis of unsustainability.

EBM, Sacketts original vision. Lead to guideline proliferation. Created a massive care gap where these guidelines were not getting in to practice.

Gap addressed by Crossing the Chasm. Financial incentivising clinicians to deliver “quality”. Proactive systems of care, disease registers, recall systems, use of technology to collect data for audit and improvement.

Probably achieved that in the first 2 years of QOF.

In Scotland we are fortunate to have health policies emerging over the last 5 years which are helping to swing the pendulum back to a more productive and sustainable model.

Talk to slide.
Invest in improvements that will help us embrace more of  the right hand side.

Of course what we need is a system that allows us to embrace enabling approaches whilst retaining our biomedical responsibilities and I believe the HoC describes that system. It provides a framework for improvement that enables people, carers and families to be in the driving seat of their care working alongside a collaborative team of  whoever they determine will help them live well. 





It is not about one or the other, it is about aligning what is
effective in medical terms with the values, capabilities
and preferences of individuals.

When aligned the evidence suggests adherence,
satisfaction, empowerment and health outcomes improve.
Prevailing medical culture and policies have overly
promoted the disease model at the expense of enabling,
person- centred care '
Driving the design of systems around diseases and dat
rather than people |
This is creating an unsustainable and costly bu
medical responsibility r
Need to build a new system that supports
healthcare professionals to combine their:
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"This really is an innovative approach, but I'm afraid
we can't consider it. It's never been done before.”
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Thank You for listening
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