International Conference on

Towards A Community -based

Family Medicine and Chronic Chronic Care Model for Asia

Care 15w
. N amp Venue: The Hong Kong
b o Polytechnic University
:‘L%Kej’f’gz)ﬁleen Lee MB B5(Lond) MD(CUHK) FRACGR(Aus) FFPH(UK) FRCP(re) (Jockey Club Auditorium)
Professor of Public Health and Primary Care and Director, www.Chronic-Care2010.org
Centre for Health Education and He Promotion,
School of Public Health and e
The Chinese University o
Consultant in Family Med
—

Organizer:|
The Hong Kong Society for Rehabilitation

World Health Report 2007

« Chronic disease accounts for 60% of the
world’s death and 47% of the global
burden of disease ( 2003 Reports stated
that 1/3 middle age, half in Asia Pacific)
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Improving health of Australian
2345% 67

Harper T. Aus Fam Phy 2008: 37(1/2): 5

« About 70% of the total burden of disease in Australia and nearly 80% of
all deaths are attributed to six disease groups: Cardiovascular disease,
cancer, injury, mental health, diabetes and asthma.

70% 80%
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« This can be reduced by health promotion and disease prevention
particularly addressing smoking, nutrition, physical activity and alcohol
consumption. /01&'23, 456789 :;
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« Lipid disorders and hypertension are the problems which should
account for the largest proportion of lifestyle advice/counseling.
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« Family doctors need to assist individuals adopting a healthier lifestyles.
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Lancet Volume 364, Number 9437 4 September
2004.

* The researchers concluded: “Abnormal lipids,
smoking , hypertension, diabetes, abdominal
obesity, psychosocial factors, lack of
consumption of fruits, vegetables, and alcohol,
and irregular physical activity ~— account for most
of the risk of myocardial infarction worldwide in
both sexes and at all ages in all region.”
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Three Levels of Prevention

1. Primary PreventionPQR

 preventing the onset of disease in
asymptomatic people i.e. stop exposing to
risk factors

Three Levels of Prevention

2. Secondary Prevention

» preventing the progress of disease in symptomatic
people by identifying and reducing risk behaviours
i.e. screening

3. Tertiary Prevention

» preventing avoidable complications, i.e.
rehabilitation
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Population-oriented  Individually-oriented

Environmental

and
Policy
Approaches Educational,
High Risk
and Clinical
Preventive
Services
Approaches Treatment
Downstream
Upstream

Relative emphasis on population-oriented and ildiaily
oriented interventions along the prevention-tottreant
continuum.

Daniels SR et al. Circulation 2005; 111: 1999-2012.

Evidence has shown that preventive interventions are
best in primary are when they are not related to ap
one disease or organ system such as being physical
active, eating a healthy diet, not smoking, usingesit
belts and breastfeeding, and those US States with
higher ratios of primary care physicians to populatons
have lower smoking rates, less obesity and higher
seatbelt use.
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Shi L, Starfield B. Primary Care, Income Inequality, and Self-Rated Health in the United States: A Migd-Level
Analysis. International Journal of Health Service000; 30: 541-55.

The disadvantaged children were more likely to make
preventive visits when their source of care is gpoohary
care physicians.
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Gadomski A, Jenkins P, and Nichols M. Impact of a Mdical Primary Care Provider and Preventive Care orPediatric
Hospitalization. Pediatrics1998; 101: E1

It has been demonstrated in USA that populatioveseby
community health centres with emphasis on primarg ca

are healthier, and they receive more preventivesEsy
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+O'Mallyey A.S., Forresr C.B., Politzer J.T., et al. Health Centre Trends, 1994-2001: What do they portehfor the
Federal Growth Initiative? Health Affairs 2005; 24: 465-72.

+Agency for Healthcare Research and Quality, 2004National Healthcare Disparities ReportAHRQ Publication no 05-
0014. Rockville, Md, 2004,

Primary health care is key selling for
health promotion because:

Most people have contact with their family doctors
'()*+,-./0 1234

« Over 70% consult their family doctors at least once a
year
56 70% 789 :;<=>/0 1234?

Primary service health promoters enjoy high status
and credibility amongst the general public
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Better access because services are provided in the
communities
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Primary health care is key selling for
health promotion because:

« Improved communications because primary care
doctors see people in their own settings
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* Prevention in primary health care is cheaper and
can reduce unnecessary hospital based services
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Most people visit their family physicians (FPs) at
least once a year, FPs should be main source for
anticipatory care but what are the barriers
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Barriers

» Lack of time @8AB CD

« Low patient and practitioner interest
E#SFGHIJ

» Lack of reimbursement for preventive counseling
KL MNOPQRST UV

« Insufficient skills in counseling skills to motivate
patients to change behaviours
M WXNA &YZ[ \I"_

» Unable to see the significant impact of disease
prevention from both patient and practitioner
perspective E#$ NalL K
bc

Multivariate analysis has shown that patients with
strongly positive assessments of their service providers
were substantially more confident in self-care.

Provider Support for Self-management

Negative -0.82%*  (-1.01, -0.64)
Some what positive -0.35%  (-0.41, -0.29)
Strong positive!" -

>*Xp 0.001 Greene and Yerdida. Provider Behaviours
Contributing to Patient Self-Management of Chronic lliness. J of Health
Care for the Poor and Underserved. 2005;16(4):808-824.

Diabetes patients with high assessment of provider support
were associated with performance of self-management
tasks amounting to approximately one more day per week.

Provider-Support for Days Days Days Testing Days
self management Healthy Eating 30 minutes Blood Glucose Checking Feet

Negative 0.87 (-159,-0.15) -0.95°* (-1.44,-0.46) -0.66™ (-1.26,-0.07) -1.05"(-2.21,0.11)

Some what positive  -0.57" (-1.23,0.08) 0.2 (-0.51, 0.12) 0.41%(:0.83,0.00)  -0.53 (-0.99, -0.07)

Strongly positive

“p 0.05 *p 011 Geene and Yedida (2005)

A Randomized Controlled study of the effectiveneg
of Diabetes Mellitus (DM) Self-management Servid
in DM patients

for Rehabilitation
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Objectives of Diabetes
Self-management Programme

knowledge and skills

motivation to change
self-efficacy
acceptance & adaptation

Definition of Self -efficacy

(Bandura, 1986)

People’s judgmentsof their capabilities to organize and
execute courses of action required to attain desigted
types of performances

P BRI ( )
Sources of Self-efficacy +, -

Jo1 (Physiological information)

2345 (Verbal persuasion)

6,789: (Vicarious experience)

(;<=7>+ (Performance accomplishment
18




Sources of selt efficacy

(1)

1. Physiological information

— Correct misconceptions
— Relieve stress
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Sources of self efficacy
2
2. Verbal persuasion
— Anxiety

— Lack of confidence

20

Sources of self efficacy

3)
3. Vicarious experience

— Learning by observing
similarity to the models

— Self-identification by sharing
personal skills and methods
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Sources of self efficacy
(4)

4. Performance accomplishment

— structured situations that will succeed easily  H
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— break down into small, feasible steps
Z[E\]
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Distribution of Socio-demographic
characteristics,

Underlying medical conditions and
medications
between experimental and control groups|
(no statistical significant difference)

Control Experimental P-value
Gender — Male 36.90% 39.10% P=0.77
Marital Status — married 79.40% 81.40% P=0.78
Employment Status — retired 42.20% 38.40% P=0.532
Education — Secondary or above 45.80% 48.80% P=0.62
Chronic illness 64.30% 59.30% P=0.5
Hypertension 51.20% 44.20% P=0.94
Smoking 8.40% 4.70% P=0.5
On DM drug 91.70% 90.80% P=0.84
Spouse with DM 48.80% 42.40% P=0.41
Relatives with DM 48.80% 42.40% p=0.4 2%

group_type

95% ClI

7.57
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Body Mass Index and Waist-hip Ratio

Statistical
significant drop in Body Mass Index only in interve ntion
group
PI"" AHSBR®' assessment perio
2 (8 weeks) and baseline
(" PM* $RE’ period 3 (16 weeks)
and baseline
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Statistical significant drop in Waist-hip Ratio bet ween :
1. assessment period 4 (28 weeks) and baseline
in intervention group in control group

Comparison of Traditional Health Education and Selfmanagement
Education

Traditional Health Education Self-management

Education
What is taught? Information and technical skills about the | Skills on how to act on the
diseases problems arisen from the
pandemic

How are problems formulated? Problems reflect inadequate control of tfle | Individual identifies problems
disease. helshe experiences that may or

may not be related to the specifi

disease
Relation of education to the disease d pecific and teachgs provides problem-
information and technical skills related t solving skills that are relevant to
the disease. the consequences of the health
conditions
What is the theory the D pecifi creates Greater confidence in individual
education? behaviour change capacity to protect oneself and

make life-improving changes
(Self-efficacy) to yields better

health outcomes and maintain
normal daily activities as far as

possible.
What is the goal? Compliance with the behaviour changes| | Increased self-efficacy to enhande
being taught coping strategy and improvement

of health
A health professional, peer leaddr,
or individuals, often in group
settings.

Who is the educator? A health professional.

Do health professionals have the skills to
empower patents for self management?

-Substantial proportion of patients still expect their
health to be responsibility  of medical team rather
than their own control

— Most health care professionals are trained in the
acute medical model of care with treatment provided
by medical team and little contribution to outcome

from patient’s perspectives

I "#$% &

— Ample of evidence showing that if the
professionals remain in control, the outcome
are worse '() *+ ,-1012 &

Kaplan RM, Chadwick MV, Schimmel LE. Diabetes
Care 1985;8:152-5))

Do health professionals have the skills to
empower patents for self management?

-The “contract” between patient and carers in chronic disease
management is markedly different from acute situations. It
needs to be explicit, negotiated and modified in response to
various life and disease events.

— The predominant role of the professional is to meet the
medical agenda to improve outcome (glycaemic control,
blood pressure). Although technicals targets are important,
they are unlikely to be satisfied if psycho-social aspects are
not addressed. 1"#$
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— Admission to hospitals, excess demands to review results of
investigations would erode patient’s feelings of self-control./
0123 '4567899:; <=>? %@




Open-ended questions

“Tell me what bothers you most.”

“Tell me what is hardest to you.”

“Tell me what you are most distressed about.”
“Tell me what you most want to change.”

This will help the clinician to get to what patient feels most important
and provides a start to behaviour change.
" #3%8&' ()*+", -./10

“What would work? What have gratried before?” /1 2
“What would you like to try this time?” 345 67 2

It is always good to help patients to arrive at his or her own situation.
8#9:',<=> ? @

Behaviour is influenced by a wide range of psycho-
social variables:

— Health beliefs about patient benefits and barriers
to desired behaviours

— Perception of “locus of control”: is it internal
(dependent on one-self) of external (by others)

— Emotional status

— Quality of life

— Satisfaction with treatment
— Role of important others !"#
— Intention to change$

Steps for behavioural change

— Involve the patient

— Specify the problem

— ldentify successes and failures
— Negotiate a specific goal

— ldentify ways to achieve the goal
— Contracting

— Tracking

Counselling on health promotion aims to
promote change in diet, exercise, reduction
of other health compromising behaviours, or
in combination.
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Behavioural interventions are strategies to help
patients acquiring the skills, motivation, and
support to change lifestyle patterns
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Counselling was most effective when interview
combined with behavioural therapy.
ABCDE+ FG> 2HIJK L

Negotiating behaviour change

What do you feel about your.....? How does this fit
into your everyday life? | believe that....... , but Itis
your choice, whether to change or not. If you
would like to consider change, remember | am
here to help you if you feel you need this.
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A few carefully chosen words, delivered
slowly and respectfully, are worth more
than many mouthfuls of busy talk.

How do you know when you have got it
right
?
You are speaking slowly.

The client is doing much more of the talking.
The client is actively talking about behaviour change.

You are listening very carefully, and gently, directing the
interview at appropriate moments.
1"# $%&'()*

The client appears to be ‘working hard’, often
realizing things for the first time.

The client is actively asking for information and
advice.
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You should feel as if you and your client are
putting puzzles together to make a good picture.
mnM6+ opgrostu vw

A negotiation — based approach is best

If there is any doubt, ask the client. Be clear and
honest. I"#$

Information exchange is a critical skill.
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Negotiate changes sensitively and client should decide
what behaviour to focus on.

'(./0123 45 6 1789 :;<

=2345

Organisation of Chronic Care

Multi-disciplinary care team should comprise of diverse
health care professionals who communicate regularly
about the care of a defined group of patients and
participate on a continuing baS|s
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Implementing multidisciplinary team care has been
demonstrated to improve adherence to guidelines and
metabolic control especially if patients are involved in
setting their own treatment goals.. /0
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Wagner ER. The role of patient care teams in chrdisiease management. BMJ 2042;

320: 569-72.
41

Organisation of Chronic care

1. In Australia, an integrated general practitionerand

allied health chronic disease management has been
supported by Australian Government.
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2. Chronic disease management improved with

integrated health care, reflected by appropriate
allied health referrals and better quality team cae
arrangements, interpersonal communication, and
patient satisfaction.+,-. /1()0
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Grimmer-omers K., Dolejs W., Atkinson J., Worley mtegraled GP and Allied Health Care for patiavith
type 2 diabetes. Australian Family Physician 2G5g9): 7
Norris SL, Engelgau MM., Narayan KM Effecuvemmse\f managemem Faining in type 2 diabetgg a
systematic review of randomised controlled tridliabetes Care 2001; 24: 561-8




When one examines closer to the supply of primary
care physicians disaggregating into FPs, general
internists, and paediatricians, only the suppliF®@$
showed a significant relationship to lower morialit

Shi L., Macinko B., Starfield B., et al. The Relatinship between Primary care, Income, Inequality, andvlortality in the

United States, 1980-1995Journal of the American Board of Family Practic003; 16: 412-22

The findings of this study also suggest the impurta
role of FPs in promoting health and hygiene, and als
wellbeing of young children.
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The training for primary care physicians must
focus more strongly on the concepts of Family
Medicine particularly comprehensive and
holistic approach and also greater emphasis on
disease prevention and health promotion
including psycho-social health.
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When one examines closer to the supply of primary
care physicians disaggregating into FPs, general
internists, and paediatricians, only the suppliF®@$
showed a significant relationship to lower morialit

Shi L., Macinko B., Starfield B., et al. The Relatinship between Primary care, Income, Inequality, andvlortality in the

United States, 1980-1995Journal of the American Board of Family Practic003; 16: 412-22

The findings of this study also suggest the impurta
role of FPs in promoting health and hygiene, and als
wellbeing of young children.
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GP and Prevention—Evidence

Children with regular family doctor would have better health
and hygiene behaviours, and scores in all three main
domains Children Behaviour Checklist
(anxious/depressed, somatic complaints and aggressive
behaviours)

Children with regular GP, Would they have better psychosocial heath and heath
behaviours? Lee A et al Aust. Fam Physician 2007;

The training for primary care physicians must
focus more strongly on the concepts of Family
Medicine particularly comprehensive and
holistic approach and also greater emphasis on
disease prevention and health promotion
including psycho-social health.
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Health Professionals provide

treatment in collaboration with
other related discipline

Health

Professionals Tertiary

Prevention
Rehabilitation

attending those
screened with

abnormal
findings for
further work-
up Secondary Prevention - Health
Preventing the progress of disease Professionals|
by early identification ie screening as resource
persons
providing
expert advice|
- us

Primary Prevention — preventing onset of disease ia
symptomatic people ie stop exposing to risk factor
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~ The End ~




