
Conference highlights importance of close 
interprofessional collaboration, and 
patients being experts on their own care

New chronic illness 
paradigm puts 
patient at centre

by Alison DeLory

HALIFAX | It’s time to invite 
patients back in.

!at was one of the key mes-
sages at the Chronic and Com-
plex Health Care conference 
held in Halifax last month, 
where conference co-chair Dr. 
David Butler-Jones called for 
a strong primary health-care 
model where physicians work 
closely with other professionals 
and their patients to manage 
chronic diseases. 

Dr. Butler-Jones applauded 
Canada’s success in dealing with 
infectious health crises such 
as the H1N1 pandemic last 
year. Our health-care system, 
he said, also responds appro-
priately when patients su"er 

acute problems that land them 
in emergency departments. 
Yet while it excels in a crisis, 
the system breaks down in the 
long-term care of patients with 
complex, chronic health issues. 
“We need to step back, think 
about what we want the system 
to accomplish. Self-manage-
ment will depend on a system 
that supports it,” he said.

Self-management, or 
patient-centred care, was a 
recurring theme here, as was 
how physicians #t into this new 
paradigm. Self-management 
refers to informed, “activated” 
patients, who have the know-
ledge, skills, resources and con-
#dence to manage their own 
health. But there is concern 
that if patients are at the centre 

of their own care, physicians 
will become peripheral. 

!at won’t happen, accord-
ing to Dr. Butler-Jones. He said 
guidance and technical com-
petence are essential in chronic 
care management and there is 
no substitute for medical train-
ing and expertise to facilitate 
that. Besides, patients need 
help separating fact from #c-
tion. Dr. Butler-Jones said there 
is terrible misinformation on 
the Internet, including asser-
tions that doctors, dentists, 
nurses and big pharma are all 
out to get patients. “We (phys-
icians) have to think about how 
we articulate and communicate 
science. It’s hard to do that in 

10-second sound bites.”
When chronically ill 

patients come into the examin-
ing room there are two experts 
present, said Dr. Robert Boulay, 
president of the College of 
Family Physicians of Canada. 
!ere is the physician, who is 
the medical expert, and the 
patient, who knows his or her 
own health better than the 
physician. “!ey (patients) 
have been pushed out of the 
way. We have to invite them 
back in,” Dr. Boulay said.

But that doesn’t diminish the 
important work physicians do 
treating chronically ill patients. 
“!ey’re needed more than 
ever to co-ordinate care.” 

Dr. Boulay said this co-
ordination would be most 
e"ective if every Canadian 
had a patient-centred medical 
home. !e “medical home” 
could be a regular physician’s 
o$ce or place of care such as a 
health-care team in which the 
physician and sta" are familiar 
with regular patients and their 
medical histories. Patients 
could connect with their med-
ical homes by phone during 
regular o$ce hours and receive 
communication and co-ordin-
ated care from other physicians 
or sources, even a%er hours. Yet 
despite Canadian Institute for 
Health Information 

Self-management in chronic illness refers to informed, “activated” patients who have the knowledge, 
resources and con!dence to manage their own health and work with members of a health-care team. 
New self-management programs in Canada empower patients but make sure they have support. 

see Half | page 76

by Alison DeLory

HALIFAX | Dr. Robert Boulay, president 
of the College of Family Physicians of 
Canada and an FP in Miramichi, N.B., 
answered some questions posed by the 
Medical Post on the changing role of the 
FP in chronic disease care at the Chronic 
and Complex Health Care Conference 
here last month. 

Q: With primary-care models emphasizing 
patient-centred care, some FPs may feel they 
are being squeezed out. Is this justi!ed?

I can understand the fear. Under the fee-for-
service system, it’s a realistic fear. Chronic dis-
eases take a lot of time to manage. We need to 
keep pressing governments to change funding 
models to enable us to treat chronic diseases.

Q: Should doctors fear losing responsibility for 
the care of their patients?

Doctors want security for themselves. It’s not 
a fear of losing turf. We want to continue to be 
providers for our families and our patients. We 
(at the CFPC) want to make sure they get what 
they need. To ask doctors to leap wholeheart-
edly into new systems breeds reluctance: Show 
them the path and show them the destination 
and they’ll be more willing to take it. !at’s why 

we need more pilots (projects).

Q: Are family physicians still the best 
professionals to treat chronic 
disease?

I think so. Others, including nurse 
practitioners, pharmacists, certi#ed 
diabetes educators, dietitians and 
social workers should also be part of 

team, but there has to be a sustained long-term 
relationship with a physician. !e physician may 
or may not be the team leader, but the physician 
has to assume a lot of the clinical lead and take 
responsibility for establishing relationships.

Q: What about the legal responsibility? 
Physicians are concerned they will be liable for 
treatment provided by another member of a 
patient’s care team.

In a team there is shared responsibility. !is 
(liability) is a red &ag that’s o%en raised. Yet in 
my experience it’s never happened. It’s a myth. 
It’s a unicorn.

Q: What is your main goal as president?
To get physicians to step up. To promote 

physician leadership. To have people assume a 
leadership role in the transformation of health 
care. To be enablers of change, not barriers to 
change.

Dr. Boulay

Change funding models for 
chronic care: CFPC president
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!gures that show Canada spent 
$191.6 billion on health care 
last year, approximately one 
in !ve Canadians does not 
have a family physician. “Most 
Canadians have had some dif-
!culty accessing health-care 
for themselves and their family 
members,” Dr. Boulay said.

Dr. Butler-Jones said the 
answer lies in primary-care 
teams that include a variety 
of disciplines with a mix of 
expertise. “Many elements of 
medical care or prevention 
can be carried out by other 
disciplines. "e key is building 
teams suited to patient needs, 
with complementary skills, 
but always with a comprehen-
sive and integrative view and 
approach,” he said.

Cost control essential
According to the Toronto-
based Institute for Optimizing 
Health Outcomes (IOHO), 
more than half of all Canadians 
(16.5 million) have one or 
more chronic conditions and 
the number is increasing as the 
population ages. 

Besides premature death and 
a lower quality of life for the 
patient, chronic diseases create 
large adverse economic e#ects 
on families and communities. 
Both direct costs (such as hos-
pital care, specialized treatment, 
physician care and prescription 
drugs) and indirect costs (the 
value of economic output lost 
because of illness, disability or 
premature death) are enormous. 
"e economic burden on Can-
ada caused by mental illness 
alone is estimated at more than 
$14.3 billion annually, according 
to a June 2010 report from the 
Institute of Health Economics. 
"e Canadian Diabetes Asso-
ciation reports the economic 
burden of diabetes in Canada 
was $12.2 billion for 2010.

Caring for chronically ill 
patients is time consuming. 
"ey receive on average 12 
hours of professionally managed 
health-care visits a year accord-
ing to the IOHO, and their 
complex needs require patience. 
Dr. Butler-Jones said physicians 
need su$cient time to sort 
through the issues with them. 
“We say: ‘What’s your issue?’ 
How do they know which of 
the !ve things they are su#ering 
from is ‘the issue?’ ” he asked.

Dr. Stanley Kutcher, a pedi-
atric psychiatrist at the IWK 
Health Centre in Halifax, said 
the cost of treating chronic 
diseases can be reduced through 
novel primary-care models. 
It’s not always necessary, cost-
e#ective or in the patient’s best 
interest to have a physician in 

charge of patient care, he said. 
“"ere are overlaps in provider 
competencies among di#erent 
professionals. (We must) try to 
ensure that physicians are being 
used to deliver those competen-
cies that cannot be more cheaply 
and as e#ectively delivered by 
other providers.” Focus on what 
is doable in primary health- 
care, Dr. Kutcher advised, and 
make it competency driven, 
not professionally driven. He 
suggested giving people on the 
front lines (such as peer medi-
ators trained in mental health- 
care) the core competencies to 
deal with patients.

Dr. Butler-Jones also advo-

cated proactivity: “We think 
of vaccines and prevention 
di#erently than we think about 
treatment. We don’t ques-
tion paying for lipid drugs 
in the same way we question 
new vaccines or recreation 
programs for kids.” Other 
cost-e#ective interventions he 
cited are diabetes prevention, 

colorectal cancer screening, 
promotion of healthy eating 
and HIV/AIDS prevention. 

Across Canada, provinces 
are increasingly using the 
Stanford Chronic Disease 
Self-Management Program to 
help patients gain con!dence 
in their ability to control their 
symptoms. "rough adapted 
Stanford models, small groups 
meet once a week for six weeks. 
A pair of trained lay leaders, 
with health problems of their 
own, facilitate the meetings 
that are highly interactive and 
focused on building skills and 
sharing experiences. 

New Brunswick’s version 
is called My Choices—My 
Health. Bronwyn Davies is the 
director of primary health-care 

and chronic disease prevention 
and management strategy for 
the N.B. department of health. 
Speaking at the Chronic and 
Complex Health Care confer-
ence, she said the program 
“empowers patients but makes 
sure they have support. Self-
management support needs to 
go along with self-management 
for patients.” Since the pro-
gram began in 2008, some 105 
small groups have formed, but 
administrators say it is a chal-
lenge to get physicians to refer 
patients to the program.

Davies also said electronic 
medical records are essential to 
improving the care of patients 
with chronic diseases, but until 
their use is more widespread, 
her province has had to try 
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Half of Canadians have chronic illness
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by Alison DeLory

HALIFAX | Patients 
who actively manage 
their own health feel 
better and have bet-
ter health outcomes, 
said Dr. Durhane 
Wong-Rieger (PhD), 
president of the Toronto-based 
Institute for Optimizing Health 
Outcomes at the Chronic and 
Complex Health Care Confer-
ence here last month. But they 
can’t do it alone. “Without the 
health professional, patient 
self-management skills don’t 

last long . . . (only) six 
months to two years.”

Patients need evi-
dence-based informa-
tion, resources and con-
!dence. Without those 
elements, adherence is 
sub-optimal, she said. 
Dr. Wong-Rieger’s data 

showed 14% to 21% of patients 
never !ll their prescriptions, 
30% to 50% don’t take medi-
cation in the recommended 
manner, 66% with hypertension 
have poor blood pressure con-
trol due to non-adherence, and 
21% of type 1 diabetics never 

check their blood glucose levels.

‘Health coaching’
Dr. Wong-Rieger’s ideas for 
integrated chronic disease 
self-management involve a 
high level of self-management 
support or “health coaching.” 

"e role of the health coach, 
she said, is to provide patients 
with knowledge, motivation 
and problem-solving skills 
within proactive practice team 
environments. Health coach-
ing may also involve brief 
motivational interviews to help 
patients explore and resolve 
their ambivalence. 

No single approach—neither 
patient-centred nor profes-
sionally managed care—works 
in isolation, said Dr. Wong-
Rieger. “We must build a 
system that integrates and sup-
ports both.”

other things. For example, 
recently a program was intro-
duced in the Moncton, N.B., 
area where diabetics with high 
blood glucose had their test 
results printed on bright pink 
paper to help grab their phys-
icians’ attention. 

Dr. Kutcher reminded the 
conference to stay focused on 
meeting the needs of the popu-
lation and not the needs of pro-
fessionals. He said some clinics 
do not stay open past 4:30 p.m., 
and asked rhetorically whether 
people who get sick at night 
deserve treatment.

“"eir (patient) needs 
should drive how we provide 
care. We’re moving in the right 
direction but we have a tre-
mendous way to go.”

Traditional care model vs. health coaching
 Self-management requires 

support of ‘health coach’
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Dr. Wong-Rieger

Health coaching

Health-care professional offers 
evidence-based options
Patient is expert in life and chooses 
options
Individually tailored solutions
Intrinsic motivators
Collaboration and assistance in 
facilitating change
Addresses barriers to change
Resistance to change lowers
Number and magnitude of goals suit 
patient

Traditional care

Health-care professional is expert

Patient told what to do

One size !ts all solutions
Extrinsic motivators
Patient required to facilitate change

Ignores barriers to change
Resistance to change rises
Goal-setting overload
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by Ed Susman

SAN ANTONIO | If that 
yummy meatball contains 
the common spice turmeric, 
people may be able to avoid 
nosocomial infections with 
increasingly hard-to-treat Clos-
tridium di#cile. 

"e magic ingredient in 
turmeric, curcumin, appeared 
to inhibit the growth of various 
strains of C. di#cile in vitro, 
reported Dr. Rattan Patel, a 
microbiologist and gastroenter-
ologist at Cedars Sinai Medical 
Center in Los Angeles.

“It’s likely that daily use of 
turmeric in hospital settings, in 
food products such as curry or 
soup, can potentially decrease 
the incidence of Clostridium 
di#cile-associated diarrhea,” 
Dr. Patel suggested at the recent 
annual meeting of the Amer-
ican College of Gastroenterol-
ogy meeting.

"e use of turmeric as a 
protective agent against gastro-
intestinal disorders is not a new 
idea. Dr. Patel said indigen-
ous people on the Indian 
subcontinent have been using 
turmeric for more than 2,000 
years as a protective ingredient 
to ward o$ infection.

He noted more studies are 
needed to determine the mech-
anism of action and physio-
logical e$ects of the spice.

A little 
spice keeps  
C. diff away
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