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ANALYSIS
SPOTLIGHT: PATIENT CENTRED CARE

Delivering person centred care in long term conditions
Transforming care for people with long term conditions, including support for self management,
requires comprehensive reform of health systems largely geared to provide acute care. Simon
Eaton, Sue Roberts, and Bridget Turner explore the barriers to change, arguing that the success
of new approaches will depend on whole system change and strong leadership
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Long term conditions are a major challenge to the sustainability
of health services globally.1 Their increasing prevalence is
associated with growing rates of preventable complications and
premature mortality, resulting in soaring costs (box 1).2-5 These
factors, coupled with higher expectations among patients and
the public,6 create an urgent need to redesign health services,
which are still largely geared to providing episodic acute care.7 8
Definitions of long term conditions as “health problems that
require ongoing management over a period of years or decades”9
fail to reflect the personal, social, and economic burden on the
individual, their families, and wider community. Nor do they
acknowledge that people with long term conditions spend just
a few hours a year interacting with clinicians and healthcare
services and more than 99% of their lives managing their
conditions themselves. The challenges they face vary widely
depending on their personal circumstances; the number, nature,
and stages of their conditions; the need for lifestyle, specialist,
and technical interventions; and their capacity to self manage
effectively.10 11 Individual priorities and goals also differ and
may often extend beyond a condition specific or health focus,
particularly for the increasing percentage of people living with
multimorbidity or frailty.

It is widely agreed that person centred services for people with
long term conditions should be coordinated; support self
management; engage people in decisions; provide effective
prevention, early diagnosis, and intervention; and offer
emotional, psychological, and practical support.6 More needs
to be done to realise the untapped potential of patient led care
through increasing tailored information, education, and training;
access to new technologies; and peer and community support.12 13
Accumulating evidence and experience shows that people who
are “activated”—that is, have the knowledge, skills, and
confidence to manage their health effectively—are more likely

to adopt healthy behaviours and have better health outcomes
and care experiences.11 This may lead to better use of resources.11
Thus, health services need to provide a comprehensive and
coordinated range of interventions for populations but organised
to provide a tailored response for each person. This requires
fundamentally new ways of thinking about service delivery and
relationships, recognising that whole system approaches are
needed with support for self management as the central
component, as set out in the chronic care model.14 Recent
comprehensive programmes of care, such as TEAMcare in the
United States15 and the Flinders programme in Australia,16 show
that system wide organisational change can be achieved and
improve clinical and personal outcomes.

Challenges and barriers

The barriers to introducing such whole scale change are,
however, immense. A recent evaluation of a failed attempt to
do this in the UK shows that the way change is introduced is
vital.17 A top down approach, without clinical or management
engagement and leadership, and failure to change attitudes from
a biomedical and paternalistic approach, meant that support for
self management was perceived as irrelevant and received little
priority from staff or patients.

Clinicians’ mindset and approaches are important in effecting
change. Many clinicians believe they already practise in a patient
centred way, though patient surveys tell otherwise.10 18 Some
don’t see support for self management as their responsibility or
find the shift in the relationship and power dynamic
uncomfortable.17 19 Guidelines and financial incentives focusing
on disease specific biomedical approaches and misperception
about lack of benefit support a climate of inertia.20 Limited
consultation time and workload pressures also make it hard to
explore new ways of working.
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Box 1: Impact of long term conditions
• Around half of the population in the US2 and 40% in the UK3 have a long term condition
• Multimorbidity is increasing—65% of people aged 65-84 in the UK have two or more conditions, rising to 82% of those ≥85. However
most people with multimorbidity are younger than 653
• People with multimorbidity are 3-7 times more likely to have a mental health disorder3
• Socioeconomically deprived people develop multiple conditions 10-15 years younger than their more affluent peers3
• Long term conditions in the UK account for 70% of inpatient bed days,4 78% of GP appointments,[5 ]and around 70% of health and
social care spending4

A further challenge is how services and clinicians respond to
the diversity of individual needs and engagement in healthcare.
For people already taking, or keen to take, a proactive and
informed role, the traditional “clinician knows best” approach
is frustrating.21 At the other end of the spectrum, around 40%
of people report a poor understanding of their conditions or
treatments, are lacking in confidence, or feel overwhelmed by
the complexities of daily living.22 23 Nevertheless, these
individuals are still managing their health day to day and have
the most to gain from additional support11—colluding by
continuing prescriptive approaches merely perpetuates poor
outcomes and experiences.

Finally, we need to consider how change can be implemented
at the pace and scale that is required. International evidence on
the benefit of whole system approaches mainly comes from
initiatives for specific conditions or within single
organisations.14-16 24 However, in the UK people experience
healthcare through multiple devolved teams facing conflicting
incentives and drivers, with a focus on short term financial
targets and surrogate outcomes rather than patients’ priorities.
This encourages discrete, narrowly focused interventions rather
than the whole system approaches that may have greater overall
benefit.25

Care and support planning
Focusing on policy and culture is unlikely to lead to change
unless there are practical approaches that clinical teams can
understand and implement. The “house of care” has received
prominence in the UK as a practical framework for a whole
system population approach that can deliver a unique and
coordinated response for each individual.26 27 At its heart is care
and support planning—a “better conversation” that meets the
demands of people to “plan my care with people who work
together to understand me and my carer(s), allow me control,
and bring together services to achieve the outcomes important
to me.”28

Care and support planning is an ongoing, often annual, process
to take stock, look forward, identify personal needs and goals,
discuss options, and agree and coordinate a plan for how these
goals will be met (box 2). A recent Cochrane review showed
the benefits of such an approach, including the core components
of preparation, goal setting, action planning and review.29 The
authors underline that this is fundamentally different from, but
embedded within, routine care.
Implementing care and support planning involves considerable
organisational, skills, and attitudinal changes across the health
community. The house of care provides a mechanism to achieve
this (figure⇓). It is not a fixed model to impose on clinical teams
or organisations, but has several defining properties. As a
metaphor, it emphasises the importance and interdependence
of each element, with care and support planning at its heart. As
a checklist, it can stimulate reflection on the “building blocks”
available locally, areas needing improvement, and components
that are missing. Finally, as an organising framework, it also
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provides a reproducible and flexible tool to engage clinical
teams and local communities with the principles of the chronic
care model14 in a way that both feels achievable and enables
them to see their role within the change process.

The house of care was initially tested in diabetes by primary
care teams as part of the year of care programme,30 but
increasing experience suggests it can improve the care of people
with multiple conditions (www.yearofcare.co.uk). The clinician
training curriculum, which explores attitudes, behaviours, and
clinic infrastructure changes simultaneously with skills, has
shown that complex transformational change can occur in UK
general practice enabling care and support planning to become
the norm for large numbers people with long term conditions
(box 3).

Moving forwards
Transforming support for people with long term conditions
makes sense from every angle: improving wellbeing, developing
a more positive sense of control, achieving better health
outcomes, and potentially lower healthcare costs. It now seems
possible to envisage this as the norm but substantial barriers
and challenges exist. We need clinical and patient leadership to
help navigate these challenges, along with system drivers and
incentives, and practical support to encourage these new ways
of working. People with lower activation levels, poor health
literacy, and difficult social circumstances need specific and
tailored support but have the most to gain.11 We believe that the
success of any clinician, team, or organisation should be defined
by their efforts to tackle these disadvantages and to ensure a
person’s goals and priorities are always at the centre of his or
her care.
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Box 2: Systematic care and support planning28
Preparation—Most of us would feel uneasy about going into an important meeting and making snap decisions without having had a
chance to think it through, yet we expect people to do this in the healthcare setting. Providing people with test results and prompts to
list questions or things they’d like to cover beforehand may encourage greater participation
Discussion—The subsequent consultation should enable the person to articulate what is important to them, identify needs and priorities,
define their goals, and agree a plan for how these goals will be met. This should recognise the mutual expertise of the person and the
clinician aiming to build self efficacy, promote problem solving, and support each individual’s self management efforts.
Documentation—The outputs of the consultation are summarised into a care plan that is owned by the person and also recorded in the
clinical record and shared with other professionals as needed
Review—Next steps should be agreed, including a date for review, follow-up plans, and clear guidance on whom to contact for support
in the interim

Box 3: Examples of house of care approach to care and support planning
Whole health community—Tower Hamlets, London, UK
As part of a wider reorganisation, care and support planning was implemented for diabetes in 31 of 32 practices in Tower Hamlets, which
has a disadvantaged, multiethnic population. Local community events, faith groups, and advocates supported people with poor health literacy,
including through pre-appointment health education sessions. After patients attended for diabetes “tests and tasks” they were sent colour
coded tests results and prompts before a consultation with the GP or practice nurse around two weeks later. Over 90% of patients with type
2 diabetes had an annual care and support planning review and patient reported “involvement in care” rose from 52% to 82%. Diabetes
outcome measures and staff job satisfaction improved. Extended appointment time for the care planning consultation was recouped through
practice reorganisation and was cost neutral overall.30

Multimorbidity—Holmside Medical Group, Newcastle, UK
In 2012, this 9000 patient, inner city practice implemented a single care and support planning process for anyone with one or more long
term conditions. Year of care training was followed by practice facilitation and bespoke in-house training developing generic skills for nurses
who had been condition specific. Patients were informed of the new system by leaflets, inserts with prescriptions, and discussion with
receptionists and other practice staff. Recall systems were redesigned to offer patients a review in their birth month. Annual care and support
planning discussions are now routine for all patients with long term conditions using the four stage approach (box 2). Practice time is used
more effectively with no extra resource required; informal evaluation shows both patient and staff satisfaction has increased.
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Figure

House of care. When used in the training programme, a blank outline of the house is provided and participants are asked
to consider what needs to be in place to deliver and support the care planning process and then reflect on current local
services. The examples shown here are those that have been consistently identified by teams across multiple diverse health
communities30
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