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Disease 
Specific 
Model

Diabetes

HbA1c 
poorly 

controlled

Frequent 
attender

BP 160/100

COPD

Smoker

67 yr old female

QOF
Disease specific Model

What are your priorities for managing this patient?



Person 
Specific 
Model

Loves 
reading but 
her vision is 

declining 

Enjoys 
saltfish, 
rice and 

fried 
plantains

Medication 
makes her 
feel dizzy 

so stopped 
taking

Carer for 
grandchild 
2 mornings 

a week

Wants to 
have more 
energy to 
play with 
grandson

Started 
smoking 

when 
husband 

died

Mrs Maureen Hughes

Person specific Model



We are all different!

A one-size fits all policy is not working!







Principles of Personalised Care

What matters to you? 
Rather than what’s the 

matter with you?

Collaborative 
partnership 

Tailored to individual 
strengths, needs and 

preferences

Giving people choice and 
control over their lives

Empowerment and 
enabling self 
management

Shared decision making
Co-creating a 

Personalised Care and 
Support Plan

Social Prescribing and 
Community based 

support



Core Skills

1. Active Listening - Listening for meaning, not just symptoms, Noticing values, motivations, and barriers

2. Prioritising the patient's priorities - What matters to them

3. Patient lead Goal Setting- Identifying what matters most, Setting realistic, meaningful goals, Reviewing progress collaboratively

 4. Health Coaching Skills -Asking open, curious questions, encouraging patient ownership, use of the TGROW coaching framework

5. Shared Decision-Making -Presenting options clearly, exploring preferences, agreeing a plan together

6. Strengths-Based Conversations- Focusing on abilities, not deficits - Building confidence and autonomy



NHS 10 Year Plan – patients who are more activated 
and their care being more proactive and integratred

Patients are 
passive recipients 

of reactive care

Activated patients, 
able to self 

manage with more 
integrated care

Patient

Patient

Coordinated

Pro-active

Person-centred

Integrated



Evidence for personalised care 

Improved 
health and 
wellbeing  
outcomes

Reduced use 
of GP services 

and 
emergency 
admissions

Improved 
confidence 
and skills at 

self managing 
their 

conditions

Improved 
medication 
adherence

Improved 
relationship 

with clinicians

Improved 
clinician 

satisfaction 
and morale



Change is Hard!

• People  engage more when they feel heard

• Motivation grows when goals align with 
personal values

• Small, patient-led steps outperform 
clinician-led instructions

• Telling rarely works



What can you do in a consultation? 

Less telling, more 
asking!

What’s important to 
you about this?

Work collaboratively to 
set goals and 

actions based on the 
person’s strengths and 

preferences.

Build skills, 
knowledge and 

confidence

Adopt a strength-
based mindset

Invite patients to 
identify their own 

solutions

Co create action plans 
with patients



This isn’t easy for clinicians either! 

• New skills – fear over time/  losing 
control

• Habitual “fixer mode”

• Long term mentality



Personalised Care Roles

Social 
Prescribers

Health and 
Wellbeing 
coaches

Care 
Coordinators



Case 

Maureen (67) is a cleaner on a Zero hours contract 
who was recently bereaved. She lives in a third 
floor 1 bedroom flat her daughter and grandchild 
who she cares for 2 days a week. She speaks 
English but it is limited.

PMH: Type 2 Diabetes Mellitus – poor control 
(HbA1c 81 mmol/mol)

• Osteoarthritis – knees and back affecting her 
mobility

• Hypertension
• Depression

DH: Metformin, Amlodipine



Maria attends a same-day appointment after experiencing persistent headaches and feeling “foggy.” 
Her BP is 178/102. She looks tired, anxious, and apologises repeatedly for “being a bother.”

Her notes show:

Multiple missed appointments
Irregular medication collection
No recent blood tests

“I know I should have come before… I’m sorry. I just couldn’t make it.”



Current Challenges

• Feels the medication is making her dizzy which affects her ability to care for her grandson
•Needs to look after grandson so her daughter can attend college
•Inappropriate housing- sleeps on sofa

 Overwhelmed by multiple specialists and appointments

• “I can’t keep on top of all this anymore. I just feel like I’m failing.”



How might we approach this patient?

1. What matters most to Margaret?

2. How can her care be simplified and coordinated?

3. How do we involve her in decisions?

4. How can we support self-management?

5. How can we address her social challenges?



Case

Mr Thompson is a 76 year old man who comes into your 
consultation room

He lost his wife of 52 years three months ago. He attends 
today because his daughter is “worried he’s not eating 
properly”. His past medical history includes mild COPD, 
osteoarthritis, and hypertension.

He has lost 4 kg since his wife died. He reports low 
appetite, poor sleep, and spending most days at home. 
He says, “I just miss her terribly.”



He is seen by a new starter who opens with: “Your 
weight has dropped quite a bit — we need to get to 
the bottom of this.”

Focuses heavily on the weight loss as a red flag and 
does most of the talking in the consultation.

Orders a large panel of investigations:

• Full bloods, Chest X-ray, CT abdomen, FIT test, Urine dip

When Mr Thompson mentions he can’t stop crying she states “This sounds like depression. I’ll start you 
on sertraline today.” Ends the consultation by printing investigation forms and a prescription, saying: 
“We’ll see what the tests show.”



• What were the missed opportunities for personalised care for this individual?



Where can I learn more?



Conclusion

Empower patients to become more 
involved in their care

Be curious! Do with, not to!

Work with your wider team to support 
patients

Get trained up! Sign up for coaching for 
health training



“It is more important to know what “sort of 
person” has a disease than to understand 
what “sort of disease” a person has.”

Hippocrates
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