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This presentation

• Why is management of long term conditions so 
important?

• Three approaches to solve the problem used in the UK:

– Systems redesign to reduce costs

– Treat more people, treat earlier, treat more aggressively

– Help patients to take more responsibility for their own 
health

• The majority of solutions are based on an outdated 
biomedical model of health

• But results will be disappointing without a 
biopsychosocial approach – I’ll  highlight some of our 
own research to show that this approach works.



In the UK the number of people with a long term 

condition has almost doubled in 30 years ...

And its going to get lots worse!

• Activity levels down, obesity up, 
legacy of smoking, new epidemic 
of alcohol related problems

• More people surviving life-
threatening illness

• Ageing population – more 
morbidity
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why I can’t smile!

British PM Gordon Brown



UK’s solutions fall into 3 main camps

1) Systems redesign to reduce costs

• Replace Dr. / Patient consultations with ‘cheaper’ alternatives

– help lines (NHS Direct), 

– tele-care, 

– nurse-led secondary prevention clinics, 

– lay ‘health trainers’, 

– pharmacists deal with minor ailments and injuries, 

– encourage ‘over the counter’ self-medication. 

• Highest costs are hospital admissions - do everything to reduce 

these:  

– community matrons to case manage ‘most complex’ cases, 

– tele-care to keep elderly infirm people at home for longer, 

– specialist nurses, etc



Solutions continued

2) treat more fully, more aggressively and earlier.  .  

• Pay GPs to meet secondary prevention targets (e.g. smoking 

cessation, BP and diabetes control). 

– Main result – UK’s GPs best paid in the world (58% more pay for 5% 

fewer hours1 ). Patchy clinical benefits, reduced inequalities in referral 

for smoking cessation and BP control, but not diabetes control.

• Primary prevention to prevent chronic disease - screen 

populations and use medication

– drug companies volunteering to set up CDM systems for primary care 

groups. 

• Increase access to medical procedures thought to reduce 

morbidity.

1.    National Audit Office. NHS Pay and Modernisation: New Contracts for General Practice 

Services in England, 2008. London, The Stationery Office



Treat more aggressively

By-pass (CABG) & Angioplasty

Capital schemes £780 million

Catheter labs £125 million

Angioplasty £21 million

Revenue £171 million

Other equipment £10 million

Networks £6 million

Total £1,113 million

Secondary prevention

Equipment £15 million

Statins £752 million

Other CV drugs £1,160 million

Setting up registers £23 million

Total £1,950 million

• Angioplasty (PCI) often used for stable CHD – where there is no benefit
on mortality (Fox 2009) and it is not cost-effective (Griffin et al. 2007)

• Neither PCI or CABG does anything to tackle underlying disease so just 
delaying burden of chronicity 

Roger Boyle
Heart Tsar

2000-2004 additional spend on cardiac care in England



All over 40 to get health MoTs

• There is increasing evidence of unpleasant and 
potentially serious side effects from long-term statin 
use in a minority of users, made worse by cessation. 

(Liberopoulos 2008)

• In Ontario, the 2-year adherence rates to statins were 
40% for Acute Coronary Syndromes, 36% for chronic 
CHD, and 25% for primary prevention.     (Tziomalos 2008)

People with highest risk to be given statins

Prof. Boyle interviewed on “The Investigation”

for BBC Radio 4

“There is no evidence that this will work”

“6-7 million people will have to be medicated for up to 50 years 

to prevent 10’s of  thousand developing CHD”



Solution 3 – get patients to look after 

themselves
• 95% of all healthcare is self-management – anything you do 

pertaining to your health.  

• Several LTCs are mainly the result of self-management! 

• Change our unhelpful behaviour & teach ourselves to be ‘active 

participants in our own care’ – take more responsibility.



Self-care and personal responsibility for health

The right to free healthcare 
treatment comes with a 
corresponding duty to maintain 
personal health.

Need to provide incentives to 
people to maintain their health.

For example:

Pensioners should pass a simple 
test to demonstrate they’ve made 
an effort at keeping fit before 
qualifying for a free bus pass.



The UK: 1999 – year zero

Chief Medical Officer of Health (Dr Liam Donaldson) 

publishes :    

Saving Lives – Our Healthier Nation (DH 1999) 

which promises to: 

• Set up a Task Force to design a new “Expert 

Patients’ Programme” (EPP)

• Focus on integrating EPP into existing NHS and 

social care provision.



1999: Results Stanford CDSMP
• RCT comparing CDSMP to no treatment control

– 1140 subjects recruited from adverts 

– 4 conditions: Chronic lung disease, heart disease, 
stroke, arthritis

• Treatment group significantly better than control 
at 6 months self-report of: 

– Exercise
– Symptom management
– Communication with GP
– Self-rated health
– Disability
– Social / role activities
– Treatment group had fewer hospitalisations and spent 

less time in hospital if admitted (Lorig et al. 1999)



Supported “self-care” for everyone with a LTC

12,000,000

15,000,000 

people in the 

UK have a LTC

11 June 2004

The Health Secretary, John 

Reid, said:

“The government intends to 

role out the “expert patient”

pilots across the country. 

These involve training lay 

people to support patients 

with long-term chronic 

conditions”

By 2008 everybody with a 

chronic disease who wants 

an expert patient (sic) can 

have one, he promised.
Kate Dr Liam
Lorig Donaldson

I’m your fairy 

godmother 

from the USA, 

here to solve 

all of your 

problems
Thank 

you very 

much



British Journal of General Practice, June 2004

Editorials

Learning from abroad or policy tourism?

Anger at:
•Importing an intervention designed for a completely 
different health system

•Government plans to extend the EPP to the whole of 
the NHS before the national evaluation reported

•Ignoring “home-grown” self-management programmes 
for people with LTCs

Trevor Sheldon 2004

The reaction to this “Top-down” approach?



• Patient education has limited effectiveness. Programmes teaching
practical skills are more effective.

• Studies of self-management education, including the Lorig model 
have produced mixed findings. 

• However, self-management education has been associated with 
improvements in knowledge, coping behaviour, adherence, self-
efficacy and symptom management. 

• There is also some evidence of a reduction in health service utilisation 
and cost, and enhanced patient quality of life.

Angela Coulter, Jo EllinsAngela Coulter, Jo Ellins 2006

Do self-management programmes work?

www.pickereurope.orgwww.pickereurope.org

Patient focussed interventions: a review of the 
evidence. Picker Institute. 

• Self care interventions are highly heterogeneous - to talk 
of the effectiveness of ‘self care interventions’ is 
misleading

• Long-term effectiveness, cost effectiveness – have not 
been adequately evaluated

Angela Coulter



Outcomes: EPP considerably greater ‘self-efficacy’ and 

energy at 6-months, no reductions in routine health 

services utilisation.                   (Kennedy 2007)

The cost-effectiveness analysis greater health related 

quality of life and a small reduction in costs. If a quality 

adjusted life year was valued at £20,000, there was a 

70% probability that the intervention was cost 

effective.                                      (Richardson 2008)

Qualitative evaluation:  

“The results suggest that although the intervention was valued 

by most participants, increases in self-efficacy failed to produce 

the promised changes in self-management. 

Many did not appear to make the connection with the implicit 

messages transmitted via EPP that they could reduce their need 

for medical care by changing their behaviour.” (Gately  2007)

National Evaluation of UK EPP

Dr Anne Kennedy



The UK Evidence: A rapid review
(Griffiths et al. 2007)

Study Intervention N Outcomes:

SE (self efficacy), PS (psychological 
status), QoL, UHC (Use of health care)

Barlow et 
al. 2000

ASMP 544 SE,  PS: improved, 

QOL, UHC: no difference

Griffiths et 
al. 2005

CDSMP 439 SE: improved, 

PS, QOL, UHC: no difference

Buszewicz 
et al. 2006

ASMP 812 SE: improved, 

PS, QOL, UHC: no difference

Kennedy 
et al. 2007

CDSMP 521 SE, PS, QoL: improved

UHC: no difference

ASMP – Athritis self-management, CDSMP – chronic disease



A biological impairment (lesion, virus, etc.) ‘causes’ disability –

so if you reverse/remove/compensate for the impairment 

you restore the patients to full or best possible health - and 

therefore reduce the work of the health service.  

1. After a heart attack (MI) part of the heart muscle is scar 

tissue and not contributing to the pumping action 

therefore the patient is disabled > low ejection fraction.

2. A physical training programme can strengthen the 

surrounding muscle and increase the pump’s efficiency 

3. Therefore the residual impairment will be overcome and 

the patient will be free of any disability

The Biomedical Model of CDM is inadequate



BIOMEDICAL CARDIAC REHABILITATION

do everything I tell you, when I tell you, and 

you’ll be alright



Biomedical rehabilitation is not enough

International Society of Cardiology, Symposium in Turku 1975

• Many patients following heart attack achieve a high level of 

physical fitness with exercise-based rehabilitation –

– much better than before their heart attack and better than many of 

their peers 

• but many still appear to be disabled, 

– they use a lot of health resource and never return to a full and active 

life. 

• ‘Psychologists and psychiatrists must get involved with 

cardiac rehabilitation’



A treadmill exercise test using VO2 Max. will show how much 

physical work Peter and Jane are capable of. 

Who would you put your money on to perform best?

A: Peter with his b******d heart

B: Jane with her normal heart

The biomedical model: after a heart attack

As an example of high impairment Peter has a lot 

of damage to his heart. His remaining pumping 

capacity (ejection fraction) is very low, at 10%. 

Jane's heart muscle has very little damage and her 

ejection fraction is normal at 68% (Normal EF is 

between 55% and 70%)



In chronic illness, impairment and disability are not related

Jane

Peter

Dr David L HareDr David L Hare
Austin HealthAustin Health
MelbourneMelbourne

Slide Slide 
courtesy ofcourtesy of

Jane

Peter



Never predict from a biomedical description what a 

sufficiently motivated person can do...



Predictors of the frequency of angina:
correlation: frequency of angina / amount 
of occlusion r<0.03 ns.  
Anger r=0.5, 
Anxiety r=0.5, p<0.01.      Smith, 1984. 

HMO data on healthcare costs 
400% higher in anxious or depressed patients – all spent on additional 
tests and interventions, not on psychological treatment.        Allison, 1995. 

Psychological and social factors are often better 

predictors of disability and healthcare costs than disease 

measures

Important points for the biomedical model

Secondary prevention: depressed people have lower rates of quitting 
smoking (OR 0.23), taking medications (OR 0.50), exercising (OR 0.57) 

Kronish, 2006

Non-adherence with aspirin: 15% non-depressed, 29% mildly depressed 
patients and 37% moderately-to-severely depressed.  Improvements in 
depression were associated with improved adherence rates. Rieckmann 2006



A smarter model of health and self-management
Impairment / biology alone can never account for

extent of disability 
healthcare use and costs
return to work
relative success or failure of medical or surgical treatments

To explain all of these you also need to know about

•• anxiety & depression can be reduced
• health beliefs can be changed
• confidence (self efficacy) can be increased
• personality traits
• motivation can be increased
• rewards / punishments for change can be manipulated
• patients’ own attempts to cope can be changed / strengthened
• patients own aims can be incorporated into yours
• social support hard to change
• deprivation status hard to change

Lewin, B. 1997, Journal of Psychosomatic Research 43:453-462



A smarter model: biopsychosocial CDM?

To help people with a chronic condition you 

also have to work with; their beliefs, 

knowledge and aims, their emotions and 

motivations and do so within their, not your, 

social framework.  

Health / Self Health / Self 
managementmanagement

PsychologicalPsychological SocialSocial

Biological Biological 

Biopsychosocial Medicine
George Engel, Science, 1977

“To .. understand 
disease … we must take 
into account the patient, 
the social context in 
which he lives and the 
systems devised by 
society to deal with …
illness, that is the 
physician and the 
healthcare system.. 
This requires a 
biopsychosocial model."



Beliefs - correct faulty health beliefs that lead to unhelpful actions

Coping actions - check for unhelpful self-management e.g. fear avoidance

Motivation -- increase motivation, find out the patient’s agenda using 
motivational interviewing methods to avoid confrontation

Confidence (self-efficacy) –increase confidence by building up goals in 
small steps.

Control - increase perceived control over the illness

Anxiety  & Depression - relaxation and breathing, self-help or referral. 

Self-management skills – show proper use of medications, increase 
activity, how to lose weight, etc.

7 important components of helping people self-manage



Does it matter what patients believe?

Back in 1967 Wynn reported on 400 patients who hadn’t returned to work. 

60% of cases no medical justification for failing to return

38% of cases due to faulty understanding  e.g. “angina is a small heart attack”

22%  of cases due to anxiety or depression caused by overly cautious prognosis

Medically induced misconceptions

People with more misconceptions about their angina are more anxious, 

depressed and physically limited  Furze 2003 

Change in angina misconceptions was the strongest predictor for physical 

functioning 12 months later Furze 2005

Misconceptions about living with heart disease predict anxiety, depression and 

leisure activity 3 months later Furze in press

Doctor / Nurse    “as long as you are careful you’ll be alright”

Patient    “that means if I’m not really careful I’ll die!”

Doctor / Nurse    “you’ve just had a warning”

Patient    “cripes! The real heart attack hasn’t happened yet!”



It’s not just us who natter on about the 

importance of checking beliefs:

Michael Von Korff and colleagues from Group Health, BMJ, 2002

Organising care for chronic illness

Plan for collaborative self care
1Assessment
•Assess patient’s self management beliefs, attitudes, and knowledge
•Identify personal barriers and supports
•Collaborate in setting goals
•Develop individually tailored strategies and problem solving



Over 48 RCTs from 1960s onwards. Meta analysis shows 

mortality reduction 20% (cardiac deaths 26%)

Taylor 2004 (Cochrane review)

Reduces smoking, lowers BP, lowers cholesterol, increases 

activity levels & improves some aspect of HRQOL

Reduction in mortality: 28% accounted for by exercise training 

and 58% by reduction in main cardiovascular risk factors. 

Taylor,  2007.

30 years of cardiac self-management programmes

Median cost UK £460  (guideline £600)  (compared to Stent £3,000, CABG 

£8,000).

360 programmes in UK, total cost of CR staff £40m p.a.  

2000-2004  £4m extra on CR (British Heart Foundation & the National Lottery).

In UK target 85% of - MI, Bypass and Angioplasty patients  - achieved 40%.



Cognitive behavioural self-management

• Cognitive behavioural CDM uses techniques from two kinds of 

psychological therapy.

• cognitive therapy – changing the beliefs that lead to anxiety 

and depression and poor coping with chronic illness.

• behaviour therapy - built on 60 years of research into 

learning – mainly in experiments with rats.

• Most psychologists use bits of both hence cognitive-

behavioural



The Heart Manual

• Home based, cognitive behavioural, CHD self-

management programme based around a work book 

and phone calls.  

• Interactive CD of education

• Relaxation programme on tape

• A specially trained ‘Facilitator’ (2 day training) 3 phone 

calls over 6-12 weeks post discharge

Initial RCT vs attention and information placebo - less anxiety & depression: 

better quality of life, 30% fewer readmissions to hospital: fewer visits to GP 

in first 6 months, better lifestyle. Scottish Office Economic Modelling - cost 

saving vs. routine care.   Lewin, 1992 

Independent replications - Linden 1995,  O’Rourke 1999, Lacy 2004, Wingham 

2006, Taylor 2007, Dalal 2003 & 2007, Jolly 2007 & 2008

Same benefits as hospital based CR, better long-term compliance, chosen by 

60% in a ‘choice’ trial. Offering it as a choice increased uptake to 85%.

Approx 15,000 patients per year across UK and Ireland   



Heart Guide Aotearoa Heart Guide Aotearoa 

“All patients undertaking the HGA had at least one home visit 

and at least three follow-up phone calls...

“95% of participants completed the programme, and HGA 

produced excellent results for Southland cardiac patients with 

amazing life-style changes (including improved diet, exercise 

and overall lifestyle changes). These changes improved the 

quality of life for these southern women and men.”

Cuthill and Brown, 2008



Angina Management Programme 

Lewin B, British Journal of Cardiology, 1995.

Hospital based programme:
Attend twice weekly, 4 hours per visit for  8 weeks

Groups 7 - 10 patients at a time 

• Educational / discussion session (45 min)
• Exercise programme  (15 min) 
• Pacing and goal setting (45 min) 
• Stress management session  (45 min) 
• Yoga session to correct breathing  (30 min)



Crossover trial - waiting list to treatment - 82 patients main 

findings at 1 year after treatment

30% no angina

70% reduction in episodes of angina

57% improvement in exercise duration

72% reduction in self reported disability (SIP)

50% of patients taken off CABG list

no patient looking for further treatment, only 2 saw a 

cardiologist in next 5 years

Lewin, B, 1995, British Journal of Cardiology, 2, 219-26

The Angina Management Programme: trial 1



280 patients randomised 3 ways, 

1.exercise programme directed by cardiologist, 

2.Angina Management Programme by separate team, 

3.routine care. 

Time matched

Clinicians had equal belief that their methods were best

Outcomes

Angina

increase in exercise capacity

Anxiety and Depression

Disability (Sickness Impact Profile)

The Angina Management Programme: trial 2



Angina Management Programme: 2nd trial

6 months post  treatment  ( * = p<0.01,         = p<0.001)

Depression
(HAD)

Episodes of 
Angina

Anxiety
(HAD)

Disability
(SIP)

Treadmill 
workload
(METS)

*

* †

†

*

-14
-12
-10
-8
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-4
-2
0
2
4

Control Exercise AMP
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What has this got to do with me –

I want to know about primary care!

• Patients “why didn’t someone tell us earlier?”

• The key is to give people disease specific skills at the 

beginning of their journey.



Brief cognitive behavioural self-management programme 

developed for use in primary care

70 page self-help manual, relaxation tape, specially trained 

practice nurse ‘facilitator’ seeing ‘newly diagnosed’ patients.

30 – 45 (or 2 x 20) minutes introduction session, with partner if 

possible, 10-15 minute phone calls, weeks 1, 4, 8, 12

Tested in RCT compared to an educational session with a nurse –

30 minutes plus a package of books from the British Heart 

Foundation

20 out of the 25 GP (family) practices in the city of York, UK 

searched their prescription databases for new prescriptions of 

nitrates in the previous 12 months.

The Angina Plan

Lewin , Furze et al.  British Journal of General Practice,  2002.
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6 months 63 6 months 67

43% reduction

Results



But it doesn’t just work in primary care ...

• Its been adapted in many different ways, delivered 

individually or in groups ....

• In those settings where it is offered in groups, 

individual facilitation is also available – choice splits 

approx 50 / 50 between individual and group

• Also used in secondary care: 

– RCT in 218 patients hospitalised with angina 

– Increased knowledge, report of exercise, general health, 

and social activities; reduced misconceptions, body mass 

index, and physical limitation, for Angina Plan compared to 

routine care. Zetta 2006



And in different ways

• The UK National Refractory Angina Centre uses a version of 

the Angina Plan, along with individual cognitive behaviour 

therapy:

– hospital admissions reduced from 2.4 to 1.78 per patient 

per year, also reduced length of stay, incidence of heart 

attack (all P<0.001). 

• Reduced admission costs by £1,337 (~3200 NZ$) per pt per 

year Moore et al. 2007

And it has been facilitated by lay people: At three months: 

significant differences in beliefs, anxiety, depression and number 

of people reporting meeting guideline amounts of exercise, but 

by six months only the difference in beliefs and anxiety 

continued. Furze et al. In press 



Self-care support – is anybody interested?

• In 2007 UK Department of Health asked 1,795 people with a LTC 

about self care skills courses

• Only 12% of people with a LTC had heard of these programmes

• Of those only 28% had actually used one (so only 3% of people 

with LTC were accessing courses such as the Expert Patient 

Programme.)

DH 2008 Self Care – a national view in 2007 compared to 2004-5



Do we only appeal to some people?

“In the initial phase, the EPP courses tended to draw in people 

who were already committed to self-managing and who 

tended to be white, middle class and well educated. An 

advantage of this was that such people were a good 

potential source for course tutors which allowed for the 

expansion of the programme.” Kennedy 2007



Access, equity and uptake are 

major issues in the UK

• Of those referred to CR 27% chose not to take part, of 

whom

• 32% gave their main reason as not interested

• The other reasons included:

– Not physically capable: 15%

– Being too ill at present: 8%

– Waiting for an intervention / test:   5%

• Less than 5% participants were from ethnic minorities 

(whereas they make up almost 20% of population)

• Elderly less likely to take part and less likely to want to 

take part



Increasing uptake to CR – systematic review
Beswick et al. 2004

• 27 papers evaluating interventions to increase adherence to 

CR, of which 8 were retained and 2 had a positive finding:

1: Choice:

– Offering low intensity exercise programme for people with 

comorbidity – increased attendance from 34% to 82%

– Offering women only groups – increase attendance from 

6% to 75% McKenna et al. 1998

2: Spousal support:

– Spouse participation increased attendance from 44% to 

90% Erling & Oldridge 1985



Offering choice can improve uptake and 

adherence

• CHARMS (Cornwall Rehabilitation Management Study)      

Dalal 2007

• Offered a choice between home-based Heart Manual or 

Group based hospital programme

• Improved uptake to 85%, with no difference in outcome 

between the two choices

• “Home delivery of cardiac rehabilitation solves a number of 

the practical barriers to attending a hospital programme and 

may, as the authors suggest, ameliorate the effects of 

inequity.” Dalal et al. 2009



Improving professional compliance to referral 

pathways Beswick et al. 2004

• 18 papers found, 6 were retained, 4 had positive findings:

• Patient held record:   double number of intervention group 

attended CR compared to controls Jolly et al. 1999

• Attending physician provides written endorsement for CR –

62% intervention attend compared to 38% control
Suskin et al. 2000

• Electronic referral pathway – improved uptake from 65% to 

79% Kalayi et al. 1999

• Educate the healthcare providers re the comprehensive 

nature and benefits of CR – In hospital referral increased by 

50%, physician office referral increased by 61%
Caulin-Glaser & Scmeizel, 2000



Review of predictors for participation in CR 
Jackson 2005

• 32 studies, with 16,804 patients, 5882 female

• Main predictor for referral was the physician’s endorsement 

of the effectiveness of the programme

• Patients more likely to participate if actively referred

• Patients less likely to participate when they had to travel 

long distances or experienced guilt over family obligations. 

• Women were less often referred and participated less often 

after referral. 



Embedding the EPP in the NHS

• “The new programme was difficult to fit in with the 

way the NHS normally provides services (which are 

condition specific accessed through a health 

professional)...... Prof Anne Rogers

Health professionals, who had little in-depth knowledge or 

awareness of the course were difficult to engage. Recruiting 

sufficient people onto courses with a view to making an impact 

at public health level was problematic. From an administrative 

point of view, running courses was labour intensive and time-

consuming for PCTs. The management of volunteers was, in the 

main, poor as PCT administrators had no prior experience of 

this type of role. “ Rogers 2008



Without the advocacy of authoritative 

figures .....

• Take-up and adherence to self-management may not reach 

the levels that you need

• Disease specific beliefs that prevent people from self-

managing well need to be dispelled – and this may need to be 

done by a health professional so that questions about their 

LTC can be answered

• ALL staff need training in cognitive behavioural approaches to 

self-management



1. Programmes that depend for their effect on changing ‘self-efficacy’ and on 

being ‘patient centred’ alone (although these are both important) will not 

improve hard medical endpoints. The key is to: engage the patient, 

reframe maladaptive beliefs and self-management behaviours, negotiate 

clinically relevant goals, problem solve barriers, provide rewards and 

encouragement when they are carried out.  

2. Generic programmes are cheap (using volunteers) but they don’t take 

account of disease-specific beliefs and self-management needs and may 

increase inequity. Do we need them?

3. If we need health professionals to deal with the disease specific beliefs, 

should we still have lay workers?

4. Self-management should be a seamless part of every patient’s pathway. All 

healthcare staff (inc receptionists) should understand the (biopsychosocial) 

aims and methods.  How are we going to train them?

5. Any incentive ‘payments’ should be made on behaviour change that is 

sustained for meaningful periods. 

Points for debate



The end
If you want to know more about the biopsychosocial approach 

to CDM try:

The Clinician's Guide to Chronic Disease 
Management for Long Term Conditions: 
A Cognitive Behavioural Approach

by Gill Furze, Jenny Donnison & Robert JP Lewin

Available from      www.Amazon.co.uk 


