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YES, MRS. JONES, IN THE SUPERMARKET YOU CAN
GO SHOPPING FOR TEN DIFFERENT ITEMS AT THE
SAME TIME, BUT NOT IN THE SURGERY!




Aims

At the end of this session the
participant will be able to:

Discuss the need for patient
empowerment in GP

|dentify strategies to empower patients
In the PHC setting

Consider the use of the Expanded
Chronic Care Model



Summary

Patient empowerment
Achieving a balance
Empowering patients

From Patient Centred Model to
Expanded Chronic Care Model



Patient empowerment




Patient Empowerment

The operational definition of the empowerment
of chronic disease patients is improving:

their capacity to better control their health
and life
their abllity to assist :

other patients in improving their lives (peer
support)

chronic disease control programs
health care professionals.



Patient Empowerment

Improving patients’ capacity to take control of
their own care and lives means that:

patients know and understand the
diagnostic process and how to take their
treatment

they are further capable of choosing a
health facility and provider to assist them

they are able to cope with problems
resulting from the disease.
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Information / knowledge
Preferences
Choices

Patient’s

expectations

Achieving a balance

Doctor’s decision
Policies
Health System resources

Patient’s needs

Shared decision




Empowering patients

Implement shared decision
Explain the problem

Use consultation tools
Images, leaflets
Demos, videos

Confirm what the patient understood
Be available for questions and doubts

The role of the PHC team



Empowering patients

Encourage an improvement in knowledge
Provide home reading
Brochures
Leaflets
Web sites
Useful addresses

Involve spouses, relatives and carers

Note: don’t overdo; give only as much
Information as the patient is able or willing to
receive



Empowering patients

Increase Support
Assure accessibility

Keep regular appointments with reasonable
Intervals

Book appointments with PHC professionals
(nurse, social worker, nutritionist, other)

Organise house calls, if necessary



Empowering patients

Enhance autonomy

Support skills learning / how to cope with
the disease

Suggest Patient support organisations
Provide a plan
Written
Discussed, understood and accepted
Specify goals
Provide tools for home monitoring



Asthma



Booklets use clear visuals and simple language (5" to 6" grade) to address
disease-specific adherence barriers and help patients reach their health goals.

Diabetes Example Topics Include:
and
Asthma « Understanding asthma
* How asthma medicines work
Educate
Encourage « Asthma action plan
Empower

» Setting asthma goals
* Medication schedule
 Getting ready for doctor visits

 Asthma care record




Diabetes Mellitus



Migraine



http://j]ama.ama-assn.org/cgi/collection/patient epag




Memory Loss With Aging: What's Normal, What's
Not

How does the brain store information?

Information is stored in different parts of your memory. Information stored in the short-term memory may
include the name of a person you met moments ago. Information stored in the recent memory may include
what you ate for breakfast. Information stored in the remote memory includes things that you stored in your
memory years ago, such as memories of childhood.

How does aging change the brain?
When you're in your 20s, you begin to lose brain cells a few at a time. Your body also starts to make less of
the chemicals your brain cells need to work. The older you are, the more these changes can affect your

memory.

Aging may affect memory by changing the way the brain stores information and by making it harder to recall
stored information.

Your short-term and remote memories aren't usually affected by aging. But your recent memory may be
affected. For example, you may forget names of people you've met recently. These are normal changes.






From Patient Centred Model to
Expanded Chronic Care Model



Patient-Centred Model

1. Exploring both the disease and the iliness
experience

2. Understanding the whole person

3. Finding common ground regarding
management

4. Incorporating prevention and health
promotion

5. Enhancing the Doctor-Patient relationship
6. Being realistic

The patient-centred clinical method (Levenstein et al. 1986)



The Patient-centred clinical
model

The patient-centred clinical method (Levenstein et al. 1986)



THE TRANSFORMATION

Traditional Model

2

Chronic Care Model

SICKNESS CARE MODEL
(Current Approach - Physician Centric)
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Source: KPCMI

» Care is Proactive

» Care delivered by a
health care team

» Care integrated across
time, place and conditions

» Care delivered in group
appointments, nurse
clinics, telephone,
internet, e-mail, remote
care technology

» Self-management
support a responsibility and
integral part of the delivery
system




Chronic care model

The Chronic Care Model (Wagner et al. 1999)



The Expanded Chronic Care Model:
Integrating Population Health Promotion

Community

Build Healthy
Public Policy

Supportve Health System

Environments
Information

Strengthen Y Self-management S Systems
Community Develop elivery System Decision -

Action Personal Skills peS|gn/ Support
Re-orient Health
Services

Prepared
Proactive
Community
Partners
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Practice
Team

Activated Informed Productive

Community Activated < Interactions and
Pati [ '
atient Relatl0n5h|ps

A 4

Population Health Outcomes/
Functional and Clinical Outcomes

Adapted by: Victoria Barr, Sylvia Robinson, Brenda Marin-Link,
Lisa Underhill, Anita Dotts, Darlene Ravensdale (2002)



The Innovative Care for Chronic
Conditions (ICCC) Framework

Innovative care for chronic conditions:
building blocks for action (WHO, 2002)



Who should be involved Iin care?

Hospital

Doctors, nurses and
Social workers

Patient 's family

PHC Teams

Family physicians
Nurses, Receptionists
Pharmacists
Physiotherapists
Psychologists
Social workers, etc

Community

Partners

Health Care Organisations

Patient’s Organisations
NGO’s



Risks and Pitfalls

MUPS
Psychiatric Patients
Children

Patients with severe
conditions

Medicalisation
Disease mongering
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Useful Links

Improving Chronic lliness Care, with the support
of The Robert Wood Johnson Foundation
http://www.improvingchroniccare.orq/

WHO. The Innovative Care for Chronic
Conditions framework (ICCC)
http://www.who.int/diabetesactiononline/about/IC
CCl/en/index.html




