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Practical tools and resources to help clinicians understand and 

implement Person-centred care. 



 

What are your challenges? 

• Five minute paired discussion challenges with group feedback 
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   ‘a person-centred approach in which the individual is empowered 

and has ownership over the management of their life and conditions. 

The role of the health and social care professionals, services and 

treatment is to support the person’s journey towards living well in 

the presence or absence of symptoms’  

 

 Long Term Condition’s Alliance Scotland 2008, p. 12 

 

 

 

 

 



Programmes 

 

Magic programme: Shared Decision Making    

www.health.org.uk/areas-of-work/programmes/shared-decision-making 

 

Co-Creating Health programme 
www.health.org.uk/areas-of-work/programmes/co-creating-health 

 

Diabetes year of care and House of Care 
Delivering better services for people with long term  conditions Building the house of care 

http://www.kingsfund.org.uk/publications/delivering-better-services-people-long-

term-conditions 
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Making good decisions in collaboration 

Ask 3 Questions is a patient awareness-

raising campaign using a variety of 

materials (posters, flyers, business cards, 

and a short film) to help patients 

understand that they have ‘permission’ 

from their clinician to be involved in 

decisions about their care and treatment. 

‘Ask 3 Questions’ encourages patients to 

get the answers to 3 key questions and to 

think about what’s important to them in 

making a treatment:  

1. What are my options?  

2. What are the possible benefits and 

risks of those options?  

3. How likely are the possible benefits 

and risks of each option to occur? 



7 

The  Co-creating Health  model  
 

©The Health Foundation 



House of Care model 



had at least one check up 
in the last 12 months 
 
and 
 

discussed ideas about the 
best way to manage their 
diabetes 

agreed a plan to manage 
their condition over the 
next 12 months 

discussed their goals in 
caring for their diabetes 

 
The numbers: diabetes 

From ‘Managing Diabetes’ Healthcare Commission: 2007 
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-

50 

100 

150 

200 

250 

300 

350 

400 

practice visits out patient visits A&E 
attendences

Acute 
admissions

Patient contact activity

-

2,000 

4,000 

6,000 

8,000 

10,000 

12,000 

14,000 

16,000 

18,000 

20,000 

practice visits out patient visits A&E 
attendences

Acute 
admissions

Patient contact costs (£)

Costs: 

GP appointment £35

Outpatient attendance £126

A&E attendances £110

Acute admissions £1,317

The unit costs of health and social care are derived by the Personal 

Social Services Resource Unit (PSSRU) annually.  These costs are 

applied to the activity levels for each type of contacts to estimate the 

financial impact of care planning.

Data is provided for 19 patients for whom a care planning approach has been implemented. Data 

includes patients with data is available for 12months prior to care planning and for 12 subsequent 

months.

Over a 12-month period, care planning for the 19 patients in this study has reduced the total 

number of health care contacts from 529 to 246. The associated change in costs is a reduction 

from £47,346 to £17,860.



Self management of warfarin and INR. Cochrane 

review. Heneghan et al . April 2010 

1. Clinician management of warfarin and INR 

2. Self monitoring of INR and clinician advice re: warfarin dose 

3. Self management of INR and warfarin  

Compared to groups 1 and 2, group 3 have  

• same risk of bleeding 

• 50% fewer thrombotic episodes 

• 36% lower mortality 



NB : People may also be accessing a wide variety of other support e.g. from within their 

communities 

Life with a long term condition: the person’s perspective 

Interactions with the service: planned or unplanned 

Why Self-Management Support? 



People who optimally self manage are: 

• Optimistic 

• Determined 

• Contextually informed (health information that ‘makes 

sense to me’) 

• Confident 

• Problem solvers, decision makers 

• Who inhabit rich social networks 

 

 All of these are amenable to change- often with simple interventions 



What skills do patients need? 

• Goal setting and planning for action 

• Problem solving 

• Follow up 

• Pacing and balancing life 

• Communication – with family, friends and effectively with 

clinicians 

• Agenda setting 

• Making choices, deals and decisions. 

• Relaxation & mindfulness 

• Managing setbacks 

• Handling and challenging difficult emotions 

• Planning to stay well 

 

 



The three roles – building partnership and collaboration 

• Teacher - information & education 

• Manager - acute & emergency 

• Coach – collaboration, partnership, confidence 

 

• We need a full ‘tool kit’ of skills 

 

• All roles have a place and a value 

 

• We need to be confident to move in and out of the roles 

 

• We need to consider the these roles in the context of our 

professional responsibility, job satisfaction and self esteem 
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•Agenda setting 

• Identifying issues and problems 

• Preparing in advance 

• Agreeing a joint agenda 

•Goal setting 

• Small and achievable goals 

• Builds confidence and momentum 

• Goal follow-up 

• Proactive – instigated by the system 

• Soon – within 14 days 

• Encouragement and reinforcement 

• Most challenging to achieve 

• Key for maintenance & progress 

 

 

 

Becoming an active partner 

 

 

 

 

Making change 

 

 

 

Maintaining change 

Three key Enablers for clinicians, patients & systems 
 

Exploring ambivalence & activation 



Key principles (workforces and service users) 

 

• What’s important to the patient 

• Activation, problem solving skills 

• Three C’s confidence, capability, capacity 

• Translating intention into action ‘How’ 

• Shift; Attitudes & beliefs 

• Structure, skills, tools, systems 

• Building block skills 

 
 

 

 



Open-ended questions 

• Questions that cannot be answered with a ‘yes or no’ 

• They invite a broader response 

• They create a more equal conversation 

 

– -How…?  -Where…? 

– -What…?  -Who…? 

– -When…?  -Tell me…? 

 

Avoid 

 

– Why…? Can be risky, it can make the individual feel  

defensive and that they have to justify their answer 

 

 

 



Reflective listening 

 Using words to let the person know that you have heard 

what the they have said or to check facts; 

 

• So, you are saying… 

• It sounds like… 

• You were wondering if… 

• I hear you saying… 

 

 Non verbal body language is not enough 



Empathy 

    

 Using words to let the person know that you understand or 

are trying to understand how it feels for them emotionally 

 

• Reflection … You seem  [frustrated, worried, sad] 

 

• Validation…Anyone would feel 

 

• Partnership…I’d like to help 

 

• Respect…I’m impressed by how you 

 



Affirmations, normalisation 

Affirmations: 

 

• Look out for ‘change talk’ in patient story and affirm (‘you told 

me you tried to change before- that shows great determination’) 

 

Normalisation: 

 

• Helps patients feel validated, that they are not alone, and that the 

practitioner has experience of working with people like them 

     ‘Many people tell me a similar story’ 

     ‘Its natural to feel the way you do’ 
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Exercise 

• Paired exercise exploring a behaviour change using 

open  questions, reflection and empathy 



Co-producing the agenda 

 

• Finding out all the things that are important TO the patient 

• Screen ‘something else’ (anything else) 

• What is the patient’s priority 

• Clarify the expectation 

• Identify & share clinical agenda 

• Clarify the boundaries 

• Agree/negotiate what you will do 



Share your agenda, negotiating & clarify 

boundaries 

• When both agendas are known it is possible to negotiate and agree what 

is to be covered in the consultation and to give just attention to other 

agenda items at a later time or in a different way 

 

• Use collaborative language to explain and negotiate, also ensure 

important areas are not forgotten or not followed up [from both 

perspectives] 

 

• Share your  perspective and rationale 

 

• Find common ground before proceeding 

 

• Use language of focus, patient’s self interest (Avoid ‘time’) 

 



Exercise 

• Modelling agenda setting 



Empathic Bridge 

A useful tool for refocusing if the consultation goes off track 

 

• You need to know agenda, priority, expectation 

• Use the patient’s language 

• Link with And..... 

• Underpin with empathy 

• Back on track..... 

 

• Try to avoid using ‘But’ in this or any other situation 

• ‘But’ negates all that has gone before  

• Consider your own response to statements that contain ‘but’ 



Patient journey 

Importance Confidence Problem 
Solve 

Beginning 
Level 1 Pre-contemp 

Low Low Low 

Finding a way 
Level 2 Contemplation 

Mod-high Low Low 

Travelling 
Level 3 Action 

High High for some Low 

Staying on 
track 
Level 4 Maintenance 

High High High 

Source: Prof Judy Hibbard, University of Oregon 



ACTIVATION PREDICTS OUTCOMES 

7% of population 

14% of population 



Patient journey 

Importance Confidence Problem 
Solve 

Beginning 
Level 1 Pre-contemp 

Low Low Low 
Explore ambivalence 

Finding a way 
Level 2 Contemplation 

Mod-high Low Low 
Small supported 
achievable goal setting 

Travelling 
Level 3 Action 

High High for some Low 
Info, Edn, Signposting & 
ref specialist services 

Staying on 
track 
Level 4 Maintenance 

High High High 
Increasing resilience & 
problem solving skills 

Source: Prof Judy Hibbard, University of Oregon 



Exercise 

 

 

 

• Importance and confidence scaling  

• Exploring importance and confidence 

• Recognising and exploring ambivalence 

 

 



 

 

Activation  

 

 
(measured by using the  

‘Patient Activation Measure’ – the PAM or ‘confidence’)  

 

http://www.kingsfund.org.uk/publications/supporting-

people-manage-their-health 

 

 Supporting people to manage their health 

  An introduction to patient activation  

Judith Hibbard Helen Gilburt 
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Making the plan robust:  
translation of intention into action  

In order to make the plan robust and give greatest potential for success we should support 
patients to set SMARTER  goals/action plans 

 

• S Specific  What you will do? 

• M Measurable How much...how often? 

• A Achievable How confident are you that you can do it? 

• R Relevant  How important is it to you? 

• T Time based When will you do it? 

• E Evaluate  How would you like to follow up 

• R Re-evaluate Next steps 

 

As you go through this process patients often revise their goal/action. Support their 
autonomy to do this, however you should both ensure that by the end of the consultation 
that there is an agreed goal and plan that you will follow-up. 



Exercise 

 

 

 

• SMARTER goal setting and action planning 

 



Measurement 

Thought paper Dr Alf Collins 

• http://www.health.org.uk/publications/measuring-what-

really-matters/ 

 

Dr Debra de Silva, The Evidence Centre 

• http://www.health.org.uk/publications/helping-measure-

person-centred-care/ 
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