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Yes

Use a client-centred approach to
Define the problem

+ Impact of illness

» Symptoms of illness

+ Lifestyle factors

« Strengths and barriers

With the client determine factors
that will affect his or her capacity
for self-management

Management

Select appropriate mix of
strategies depending on:

+ Context

» Goals

+ Availability of resources
* Quality of resources

* Personal capacity

Monitoring &
systematic follow-up

Types of measures:

+ Physiological

+ Clinical
* Quality of life

Does the client have

No

a chronic condition? I

Yes

!

Provide primary prevention
after determining stage of
change with intervention as
appropriate
(see stage of change
information)

etermine stage
of change

Important factors to
address:

» Medication use

+ Behaviour change related
to lifestyle and activities

+ Pain control
+ Adjustment to change

+ Coping with emotional
reactions

« Effective use of community
resources

» Changes in
disease/symptoms

Approaches to self-
management:

+ Education

* Self-management
program

» Symptom action plan

* Diary

+ Motivational interviewing
* Peer support

. No
Does the client

present with
lifestyle risk
factors?

+ Diet/nutrition
» Weight

* Smoking

+ Alcohol use

+ Physical activity

No

Is client
considering
taking action
within 6 months?

lYes

Is client
considering No
taking action —
within the next
30 days?

lYes

Has the client
made efforts to No
modify his or her s
habits and
environment?

lYeS

Has the client

maintained No
healthy —
behaviours for at

least 6 months?

Yes

The Royal Australian College of

General Practitioners

Monitor risk factors for condition
at subsequent visits as appropriate

Not thinking of change

* Reflective listening (empathic
approach)

+ Effective questioning

* Provide objective information in
a non-judgmental manner

* Explore barriers

(Note: action-oriented message not
appropriate at this stage)

Thinking of change

+ Reflective listening (empathic
approach)

+ Empathy
+ Effective questioning

* Provide objective information in
a non-judgmental manner

+ Encourage ownership of problem

* Increase awareness of negative
consequences

* Recognise how situations affect
illness

Ready for change
* Encouragement

« Empathy

* Goal setting

+ Support for self-efficacious
behaviour

Changing behaviour

+ Encourage stimulus control eg
manipulating environment and
removing cues

« Skills training interventions

+ Encourage support from others

Maintaining change and
relapse

+ Do not view relapse as failure
but as a way to gain knowledge
of triggers

+ Increase awareness of
environmental and internal
stimuli that trigger problem
behaviours
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Sharing Health Care Sample Care Plan

GP prepares community care plan 720 Reviews care plan 724  Contributes to care plan 726

Patient Name:

Authority to proceed with care plan: My GP has explained the purpose of the care plan and | give my permission to prepare a care plan and discuss my medical history and
diagnosis with the members of a multidisciplinary team. | do/do not request specific medical or other information to be withheld from other participants (noted in GP notes). |am

aware that there is a fee for the preparation of this care plan and a Medicare rebate will be payable.

Patient Signature

Things that affect my health

Existing Care Plan Y/N Care Plan review Date:

This sample care plan relates
to the case study used in the
practical guide.

Surgery Address / Stamp

What can | do to improve my health?

Who can do this?

Impact of illness (Feelings, ideas, function,
expectations)

« Difficulty getting around (mobility)
+ Difficulty with gardening and golf

+ Unhappiness because he is feeling isolated and not
very mobile

Symptoms of illness (eg pain, shortness of breath,
objective measures)

+ Shortness of breath (dyspnoea)

+ Asthma as per symptom diary

+ Pain (generalised) and acute in left hip
» Overweight

* Tiredness

Lifestyle factors (diet/nutrition, weight, smoking,
stress, physical activity)

» Smoker
 Reduced physical activity due to pain and tiredness
» Reduced awareness of healthy eating habits

Capacity to self-manage (ie self-efficacy, motivation,
knowledge, health beliefs)

+ Lacks confidence
+ Motivated and family supportive (non-smokers)
+ Knowledge of symptom action plan for asthma

* To be able to play nine holes of golf within
two months

» Maintain watering and weeding of front garden
and potplants

« Visit grandchildren weekly

* To be able to walk for 30 minutes without
shortness of breath within next month

» Use medications as indicated on asthma symptom
action plan

* Reduce pain in left hip to an average of 2/10 in
one month

* Reduce weight by 2kg in one month

» Maintain BP and BSL within normal limits
(monitor IGT)

« Stop smoking in one month

¢ Physical activity (walking) for 15-30 minutes per
day, 3-5 days a week within one month

* To be able to take one day at a time

* To improve my confidence in meeting the
necessary lifestyle changes

+ Cease smoking
« Attend social functions at golf club

+ Garden within pain and fatigue limits 3-5 times
a week

+ Cease smoking
* Refer to physiotherapist
* Refer to community walking/exercise group

* Refer to dietician for weight loss and healthy diet
information

+ GP/clinic nurse to monitor BP and BSL 3 monthly

* Provide information related to diabetes, diet and
physical activity

» Walk to beach 3-5 times a week
* Nicotine replacement therapy
» Monthly GP support

* Reinforce successes on a daily basis
 Family to support and encourage patient

* Client
+ Client
* GP, nurse, client

* Client

* GP/nurse

¢ Physiotherapist

* GP/nurse/physiotherapist/
community exercise group

* GP/nurse

* Dietician

* Client
* Client
* GP

* Client
 Family/friends

Sharing Health Care - Care Plan Copy to patient Y /N

Health Care Providers/Services: Names and contact details:

Copy to Team Members Y /N




