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Delivering improved support 
for people with long-term conditions 
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Feel satisfied with care? 

HCP: Respected and valued? 

Feel listened to/involved? 

Do what they are told? 

Take tablets as prescribed? 

Outcomes as good as could be? 

 

 

 

 

 

 

Is there really a problem? 



Mr Malcolm Multimorbidity 

Type 2 diabetes 

Previous heart attack 

Chronic kidney disease 

Atrial fibrillation 

Tremor ?Parkinsons 

Ex-smoker 

Some breathlessness 

Dizzy at times 

Prostatism 

Irregular bowels 

Itchy rash 

Some forgetfulness 

2 admissions in past 6 months 

 

 

Amlodipine 
Aspirin 

Atorvastatin 
Betnovate 

Codeine 
Cod Liver Oil 

Digoxin 
Fenofibrate 

Fish Oils 
Gliclazide 
Lactulose 

Lansoprazole 
Lercandipine 

Metformin 
Paracetamol 

Quinine 
Ramipril 

Salbutamol 
Senna 

Sitagliptin 
Tamsulosin 
Tiotropium 





Cardiology 

Bastion 

Dermatology Peel 

Diabetes Manor 

Kidney Keep 

Chest Court 

Gastro Villa 

Chateau de 

Chirurgiae Citadel of 

the Elderly 
Neurology Palace 
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“I vow to protect the honour of my ology” 



You need a 
nebuliser 

You need an 
operation 

You need 
insulin 

You need 
steroids 

You need a 
colonoscopy 

You need an 
MRI 

You need 
anticoagulation 

You need 
dialysis 

You need a 
pacemaker 
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What’s 
important 

to you, 
Malcolm? 

Well, er… I am a 
bit lonely… 
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Well, er… I am a bit lonely…  
We can’t get out so much with my pain… 

My wife, Hilda, is not so well either…  
It’s all getting me a bit down, actually… 

I’m worried they are going 
to suggest I need to move to 

a home, and will split  
Hilda and I up 
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How do we make 
better conversations  

the norm for all? 



‘…but we do that already…’ 



I am a 
good 

technical 
surgeon

… 

…and I can 
prove it with 
mortality and 
complications 

data, log books, 
audits, peer 

review etc. etc 

I am a 
patient 
centred 
doctor 

… 

…Proof?  
Well, er, I just am 
– I think – I went 

on a course in 
2005 – I have 

had no 
complaints  

- erm … 

How do you know? 



‘…but we do that already…’ 

HCC National 
Patient Survey 
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‘…but we do that already…’ 



“My patients just want to be told 
what to do…” 

 

Poppycock! 



Hours with health/social care 

professional  

= 4 hours in a year  

Self-management 

 

= 8756 hours in a year  

Living with multimorbidity 



Patient-centredness 
Biopsychosocial approach; 

Meeting of equal and experts 
Skills: Communication & Empathy 

Adapted from Lhussier, Eaton et al. Health Expectations, 2013 
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Outcome: Knowledge, skills 
and confidence to manage 

condition effectively 
 

Person is main actor and 
decision maker  

Skills: Coaching & behaviour 
change 

 

Outcome: Agreed and 
shared care plan, reflecting 

person’s priorities 
 

Planned, proactive discussion; 
Preparation (results beforehand) 

Skills: Agenda setting;  
Goal setting & action planning 

 

Adapted from Lhussier, Eaton et al. Health Expectations, 2013 

Context:  
Day-to-day living 

Context: Reviewing 
& planning care 

Support for  
self-management 

Personalised  
care planning 

Shared decision 
making 
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Organisational 
processes 

Commissioning 
- The foundation 

Information/ 
Structured 
education 

‘Prepared’ for 
Consultation 

Emotional & 
psychological 

support 

Consultation 
skills / attitudes 

Senior buy-in & 
local champions 

to support & 
role model 

Integrated,  
multi-disciplinary 
team & expertise 

Send test results 
beforehand 

Contact numbers 
and safety netting 

IT: clinical record of care planning  
& able to feed data into commissioning 

Quality 
assure and 
measure 

Procured time for 
consultations, 
training, & IT 

Identify 
and fulfil 

needs 

Develop market 
to meet current 

and future needs 

Establish & 
publicise  

menu of care  

Care and 
support 
planning 



Results beforehand 
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“Making the most of your consultation” 
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Health belief model 

In order to make a change a person needs to: 

• Believe the issue/condition is relevant to them  

• Believe it has serious consequences  

• Believe they can do something about it 

• Believe the change is worth it 

• Feel confident they can make the change 

• Have a “cue to action” to make a change 
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Purpose of today’s event 

More than Medicine  



bump, bump, bump 

Here is Edward Bear,  
coming downstairs now,  

bump, bump, bump,  
on the back of his head, behind 

Christopher Robin.  
 

It is, as far as he knows,  
the only way of coming downstairs,  
but sometimes he feels that there 

really is another way,  
if only he could stop bumping for a 

moment and think of it. 



Making a difference, tomorrow... 

• Hello, my name is... 

 

• Who’s doing the talking 
(in the 1st minute)? 

 

• Ask, not tell 

 

• Has this been helpful? 



Delivering improved support 
for people with long term conditions 

With your neighbour, discuss: 
 

Something that really made sense to you 
 

Something that you are still not sure about 
 

Something you may do differently as a result of what 
you have heard 



Questions/Discussion 

simon.eaton@nhct.nhs.uk      

yearofcare.co.uk    

         @drsimoneaton 
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Thank you! 

simon.eaton@nhct.nhs.uk      

yearofcare.co.uk    

         @drsimoneaton 
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Consultation 

Consultation 

Identify  

the  

problem 

Decide  

want  

to act 

Clarify and  

discuss  

options 

Work out  

what is  

right for them 

Decision ACTION 

Information 

Decide  

want  

to act 

Clarify and  

discuss  

options 

Work out  

what is  

right for them 

Decision ACTION 
Identify  

the  

problem 

Agenda 

setting 

prompt 

Results 

beforehan

d 

Decision 

support 

prompt 

Currently? 

Potential? 

? 

 

Skills 



Decision aids: Improving control 

 

http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/  

http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/
http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/
http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/
http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/
http://sdm.rightcare.nhs.uk/pda/diabetes-improving-control/


Decision aids: Additional treatments 

http://sdm.rightcare.nhs.uk/pda/diabetes-additional-treatment-to-improve-control/  
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Evidence 

• Lots of evidence things not working as well as we 
would like (need to improve) 

• Lots of evidence for things we do that don’t work 
well (to do less of) 

• Lots of evidence for things we should do that would 
work better (to do more of) 

• We need to pull these together 

 Evaluating the effect of this 

 To continually improve further 



Year of Care has shown how to… 

• Make care planning the norm in diverse settings and 
multiple conditions 

• Help clinicians reflect, and change practice 

• Improve patient involvement, support for self care and 
self care behaviours 

• Implement systematic biomedical care to achieve 
‘medical musts’ 

• Increase satisfaction for patients and clinicians 

• Spread beyond diabetes into other conditions and 
multimorbidity 

“Its absolutely 100% better, for me and for the patients” 



Clinical care…….. Improving  too! 

Tower Hamlets  
 

92% of registered population 
(Type 2 diabetes) taking part in 
care planning 
 
Patient perceived ‘involvement 
in care’ rose from 52-82% 
  

72% received all 9 processes in National 
Diabetes Audit: Best in England  (Average 49%) 



Impact - Biomedical  



Critical Success Factors 

• Philosophy, attitudes and systems must all be 
addressed together to implement and sustain care 
planning – the whole house 

• Clearly defined local pathway with care planning at 
its heart and as integral part of LTC  commissioning 
agenda   

• Training which links attitudes, skills and 
infrastructure change is essential  

• Support for practices following training 

 


