ng Self management
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-~ Long term conditions manager
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PAN0IG LErm conaition IS broadly defined
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= One tf at requires ongoing professional care

——JJ what the person with the condition can
oand S likely to last longer than a year.



Bac}*{g-' ": - - —

EREIGErY population i_g,crn:'é"é_ Sing

SOIHENTY 2 million people living| in Scotland with
I or 110FE 2 LTC

J \/\/Jr ’the next 25yrs

"= 15in 4 people in scotland will be over 65, 25%
= «-0 the pop

- 1-in 12 will be over 80

e 2002 the scottish household survey reported
that 319%o of househoulds contain at least 1
person with a lifelimiting condition or a disability.
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PatiEnt edlication/selff management
MEVENLONIOI ddMISSIONS = dnuiCipatory care
PauEnRiniermation
Ore J:m]-' of services
@iality off services
Hé ofessionall education
INew' technologies, eg. Telecare/Telehealth
2 marker diseases
— COPD
— Rheumatoid arthritis

¢ 3 Managed Clinical Networks - CHD, Diabetes,
and Stroke
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PRBOVENIMERL POIICY
o Baidr nem h petter care , 2007/

2 Mzigileligl g long term conditions, audit Scotland,
2007 ==

- J Lo gterm conditions Collaborative, 2008
_.._,_-gonsultatlon, Living well conferences 2007

~» [LTCAS, Self managment strategy for Scotland,
2008
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2 ISfWhat’eachi PEFSON’ dOes on an
V. basis but which is often compromised

vE‘»"O living| their life with a long term

tion!
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anagement IS the process each person
I Ops to manage their condition
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¢ Self management as a term is dynamic and
reflects an ethos of empowerment.7c4s 2008)
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ASElifinanagement isia person centred approach
Ir) waller the iIndividual' is empowered and has
ovvmer,; D over the managment of their life and
cogleligiely

SIE = role ofi health and social care professionals
=5 o support the persons journey towards living
— weII

o Enablement, empathy and support
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Empowering and enablingl patients with
[GRg*term conditions to take control'of' their™
pWnrcare

High %% of
profssional
Cars

High-rkk cases

o Mare comples cases

To—E0% ofthe

=k with
 long-temn
b conditiors

High =% of
self care

Public Health, Health Improvement, Health Education



[ don't always look after myself all the time ...
Tne trutn is I arn scared aoout tne long terrn,
'rn scared of going olind or naving rmy legs cnioppad off,

Self management is tne cornerstone of diaoetes care,
K

l—

noweaver, you don't rizad to be an - expert patient’ to
tae

control of your owr dizipetes,

fou need a relationsnip witn the right professiornals

to nelp you understand all tnie | '55 Jes,

mare tne rignt cdecisions, and acnieye tne rignt nalarnce.”

at is it like having a chronic disease?
erview with Stuart Bootle, a GP who has had diabetes for 20
years
BMJ 2003:3261325




pure 3 Self Management Framework for Long Term Conditions

Condition Specific/ Condition Specific/ Strategles To
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Salicare support could reduce:

SAVISits to GPs by up to 40%

J vutJ "outpatient clinics by up to 179%

> VJ,) | 5'to) A&E units by up to 50%

SRdrug expendlture, (concordance and compliance)
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Patlents are the health service’'s biggest untapped

- resource. If everyone is to benefit then services
need to acknowledge that patients and the public
are truly partners in their care.
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Health care professionals nly interact with people witha

chronic disease for a fewhours a year. . .
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L0 HavC 171C 1ICVvV vvdyo Ul diidiyolliy
- and solving some
atient programme has problems... I beli
T

-0
' take more contrwh-_ initiatives for those with long-term
chronic conditions

ritis, but also my life
i J]'\‘ .J"-':LIL_‘@:
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oming on the programme has given me
2al conffidence to move on, plan for the
/ture without fear, because I can now
lan and pace—really good teaching.

I have learnt that I need to take
responsibility for my health instead of
leaving it all to my GP.

Quotes from the expert patient programme
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peliioNd MoAel, (artnrits care
)relVe mw prOJect
pEZanual
r\run:.- Ian
1Diae es; structured education courses
""' \sthma management plan

= .F lls prevention programmes

- ® Education classes eg cardiac rehab

® [nformation leaflets
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ISIE Of hospital or care homes everyone self
eclli€Sialliof the time but not everyone self cares

" manage
8 An understanding of the principles of self

managment is vital for everyone involved in
supporting people living with a LTC



gErienallprinciples of optimal selff

Vefegement :!-

F elated quall of life has arcompelx
Wlth the severity of the underlying disorder
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SR AUENTS bellefs about their condition and the percieved
oJ:e dfi helathcare strongly predict the patients
~ ~ healt care seeking behaviour
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- & Sgelf management can only be optimised once beliefs and
expectations have been assessed and addressed
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o Profplore errecclve sommlRicaticRranENIstERIng
2 Ar) e :oprlate consultation style

= J\/Jo"r]"\j ionall interviewing

VR GOTES thealth beliefs and expectations

——Ch allenge misconceptions

B ‘Q*mote activity/involvement in their care

= Patient/carer education

® Actlvely promote self management courses

® Sign post

e Patient centred service
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nereased

AControl of their own
condition

AFeeling of well being
AADbility to cope day to
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W Complications from
their chronic disease

W Unnecessary hospital
< admissions

WVSense of

powerlessness
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atlents/carers skills andl knowledge
Jevelo; Expert patients”

P mémﬁ 'as partners

e =
'f'

o

;'f Deyveloprand support peer support
f’*"Work closely with the voluntary sector

~® Develop and support skills for health and social
care staff
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RANAIRING S *' dnaddement courses, based on Staniord
mocel
o Hleziee m_ap'. angina plan
BRPZliEnt education classes for CHD, Stroke and COPD
J \/\/am g ‘with: diabetes UK,
- o Re 4ewmg patient information

= 'Mappmg resources available within the community to
= enable sign posting

® Peer suport in mental health
e TJelehealth
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Wileinare we doing?
pEalig/Social fcareﬂ%f-essionals :

SIREISING aWareness off enabling self
Henagment

Exploring mechanisms to develop
accessible education on enabling self

~ Mmanagement

e

o Demonstration site for Skills for Health

R



PEMmENStration Project -
=NELIINGISEIr management J‘
RSV AIE) 3, SKI- ‘ HIGNES Highlandeooo
> Cogyl ne'c_il pased, fiexible
J Fund]n:é secured additional funding sought
SN eali project
—. éar, developing project, acrediting the
= course and developing the competencies
-~ e 2nd year, deliver and evaluate the course

e 31d year, watch this space!
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