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ABSTRACT

Background: The National Health Service (NHS) was established in 1948 as a publicly funded healthcare system in the UK providing universal health coverage that is comprehensive, equitable and free at the point of delivery. The British experience of person centered medicine (PCM) is enshrined in the NHS constitution.

Objectives: The objective of this study was to highlight important developments in and evolution of PCM within the NHS in person-centered care (PCC), research and innovations in undergraduate and graduate health education.

Methods: This is a narrative overview of the British experience of PCM.

Results: It is evident that the British experience and practice of PCM have evolved naturistically over seven decades since the establishment of the NHS. Academic research groups in collaboration with the NHS have introduced person-centered models of care supported by pivotal research in practice.  Importantly, person-centered nursing has been widely adopted following the early development of a framework for person-centered nursing and its extensive evaluation. There emerged many initiatives on PCM by National Voices, the Health Foundation, British medical schools and the Royal Medical Colleges. The landmark development was the production by the Royal College of Psychiatrists in the UK of the first blueprint for a postgraduate psychiatric curriculum that is in tune with person-centered psychiatry.

Conclusions: It is envisaged that the NHS will evolve and increasingly promote, adopt, codesign and implement PCC approaches adapted to the local, regional and national contexts including services redesign, health education and applied health research. These innovations contribute to the universal development of person-centered healthcare and health education.

Keywords: British, health education, National Health Service, person-centered



*Corresponding author: e-mail: mabousal@gmail.com


INTRODUCTION

Advances in medicine in the latter part of the 20th century have been formidable and on par with advances in all sciences that have eclipsed advances in centuries of human endeavour: diagnoses of diseases have been well established, their aetiology and pathogenesis are elucidated and pharmaceuticals have been introduced to treat these conditions.

Advances in medicine were made by converging on specific diseases and thus paving the way for the establishment of medical specialties that are focused on specific systems including psychiatric medicine. Inevitably, this led to fragmentations of care for individual patients who may have more than one medical condition, and importantly, the whole person of the patient has been overlooked and almost became out of bounds. Individuals with a specific medical condition were reduced in common parlance to being labelled and defined by their disease: a patient may be labelled as asthmatic, diabetic, epileptic, schizophrenic or addict, labels that are reductionist and almost pejorative.

It is against this background and developments that person centered medicine (PCM) was introduced: Its aims are achieved by the promotion of medicine of the person (of the totality of the person’s health, including their ill and positive aspects), for the person (assisting the fulfilment of each person’s life project), by the person (with clinicians extending themselves as full human beings, scientifically grounded and with high ethical standards) and with the person (in respectful, enabling and empowering partnership with the person presenting for care). The person is conceived of in a contextualized manner, in line with the words of Ortega y Gasset, ‘I am I and my circumstance and, if I do not save it, I do not save myself’ [1].

The article provides a narrative overview of the British experience and evolution of PCM towards person-centered models of care with a focus on developments in person-centered care (PCC), research and innovations in undergraduate and graduate health education.

THE NHS CONSTITUTION

Person-centered healthcare is enshrined in the National Health Service (NHS) Constitution, uniting patients and staff in a shared vision, mission and core values of working together for patients; respect and dignity; commitment to quality of care; compassion; improving lives and everyone counts. The NHS over seven decades has faced many challenges and undergone much reorganization. However, it has maintained its person and people’s centeredness. Moreover, the quality of care for all health and social care providers in Britain is assured by the Care Quality Commission for their safety, effectiveness, compassionate care, responsivity and good leadership.

HISTORICAL ORIGINS

The earliest reference to PCM in the British medical press was in 1974 by Tait on ‘person-centered perspectives in medicine’, the title of the Gale Memorial Lecture in 1972 [2]. The article was a visionary view on the paramount need to balance the predominance of the disease centered knowledge base and practice of medicine from the perspective of PCM. On the imbalance in perspectives, Tait stated, ‘the very success of scientific medicine is forcing doctors back into an area of work where the answers provided by the biological sciences are not by themselves enough. In that sense we are back where medicine found itself before the huge therapeutic triumphs of this century. Back to a position where we have to attend much more specifically to the individuality of the ill person. This way of looking at medical care, by paying particular attention to the person in relation not only to his disease but also to his total environment can be called the person centered view. It can be contrasted with the disease centered view where the central concern is the disease process itself’. Moreover, Tait highlighted the serious defect in medical education and the need to reform the training of doctors in person-centered aspects of medical care.

In 1987, Roger Neighbour, a general practitioner in the UK, proposed the ‘Inner Consultation’ model on how to develop an effective and intuitive consulting style. The model describes consulting as a complex behavioural skill that involves goal setting, skill-building and getting it together. Getting it together is needed for the doctor to give themselves over to the inspiration of the moment, trusting their intuitive and unconscious processes to function appropriately and automatically [3]. The clinical consultation is conceived as a process rather than an outcome condensed into a simple metaphor of ‘the consultation as a journey’. There are five checkpoints on this journey: connecting, summarizing, handing over, safety netting and housekeeping. Housekeeping deals solely with the doctor’s own internal experience to enable them to take care of themselves and be in good condition for the next patient. Germane to the model of the inner consultation is that it proposes the idea of ‘having two heads’: the organizer and the responder head. The organizer head expresses the function of the thinking dominant hemisphere that oversees the process and the responder head expresses the feeling, intuitive non-dominant hemisphere that facilitates the establishment of rapport and emotional connection with the patient. ‘It is like having two heads—one in charge, and another whispering instructions, advice and criticism in your ear like a back—seat driver’. The inner dialogue of the organizer and responder heads is the essence of the inner consultation.

EMERGING EVIDENCE FOR PERSON-CENTERED HEALTHCARE

Research evidence for PCM can be summarized by reference to research to address the challenges of multimorbidity and the need for person-centered coordinated care (P3C).

Salisbury et al. [4] in a landmark research project recognized that ‘Whilst there is international consensus that care for multimorbidity should be patient centered, focus on quality of life, and promote self-management towards agreed goals, there is little evidence about the effectiveness of this approach’. They conducted a systematic review that found few randomized trials of interventions, with many remaining uncertainties about their effect on a range of outcomes [5]. These findings prompted the introduction of a new patient centered model of care that was investigated in a pragmatic cluster-randomized trial of the 3D approach (based on Dimensions of Health, Depression and Drugs) for patients with multimorbidity aimed at improving their health-related quality of life [4]. The 3D intervention is based on a patient centered care model and seeks to improve continuity, coordination and efficiency of care by replacing disease-focused reviews of each health condition with one 6-monthly comprehensive multidisciplinary review. The results were disappointing: although the intervention was effective at improving the experience of patient centered care, it was not associated with benefits in quality of life or the burden of illness or treatment. The authors concluded: ‘It is possible that the 3D intervention improves patients’ perceptions of the quality of their care but not the quality of their lives. Improving patient experience is one of the triple aims of healthcare, so providing care that is demonstrably more patient centered is arguably sufficient justification for implementation in itself, especially since our evidence shows it is not associated with disadvantages in terms of disease management or hospital use’.

Person-centered coordinated care (P3C) is a research into practice group that was established in southwest England. The seminal first publication by Lloyds et al. [6] highlighted three potent and interacting problems that have contributed to the fragmentation of health and social care in the UK over the last 25 years: the first is increasing specialization of medicine and professional roles, the second is governments’ initiation of repeated, rapid cycles of service reorganization, privatization and contracting and third concerns the nature of the available evidence and the accessibility of it to inform service delivery improvements.

These concerns lead to the development of the innovative approach of P3C: an approach to support the development of a comprehensive system-wide solution to fragmented care [6]. The P3C Group developed the Organizational Change Tool (P3C‐OCT) to create and facilitate change for P3C based on its six core domains: (i) my goals, (ii) care planning, (iii) transitions, (iv) decision making (v), information and communication and (vi) organizational support activities [7]. Furthermore, they developed Patient-Reported Measures (PRMs) providing a detailed compendium of P3C-PRMs using a pragmatic systematic approach supported by stakeholder engagement. The PRMs include all the known mental health patient-reported measures. The user-friendly suite of tools is designed to act as a portal to the world of PRMs for P3C and has utility for healthcare commissioners, managers and researchers [8].

The P3C Group then codesigned a measure of P3C to capture the experience of the patient and developed the P3CEQ, a brief, generic measure that covers core domains of P3C from the perspective of the patient. This measure is based on the Long-Term Condition-6 questionnaire including mental conditions, preferred for its short length, utility and tone [9]. The P3CEQ was validated and found to be a reliable measure of P3C: it is considered to have strong face, construct and ecological validity, with demonstrable sensitivity to change in a primary healthcare intervention [10].

Evaluation of P3C showed that medical practitioners use both Patient-Reported Experience Measures (PREMs) and Patient-Reported Outcome Measures (PROMs) in various ways to improve different aspects of patient care. By sharing experiences, professionals can benefit from each other’s learning and work together to extend the potential value that PRMs can offer to P3C delivery [11]. The P3C group has collaborated with the University of Gothenburg Centre for Person-centered Care, producing research works and reviews of PCM [12].

A major recent advance was the introduction and evaluation of person-centered experiential therapy (PCET) versus cognitive-behavioural therapy (CBT) delivered in the English Improving Access to Psychological Therapies (IAPT) service for the treatment of moderate or severe depression in a pragmatic, randomized, non-inferiority trial that showed non-inferiority of PCET to CBT at 6 months supporting the results from large, routine, non-randomized datasets from the IAPT programme [13]. However, PCET might be inferior to CBT at 12 months and hence the need for continued investment in the training and delivery of PCET for improving short-term outcomes to increase patient choices.

PERSON-CENTERED HEALTH EDUCATION

The Medical Act of 1858 established the General Council of Medical Education and Registration of the United Kingdom. The General Medical Council (GMC) is the public body that maintains the official register of medical practitioners in the UK. Its chief responsibility is to ‘protect, promote and maintain the health and safety of the public’ and sets the standards for medical schools in the UK. It runs ‘quality assurance’ programs for UK medical schools and postgraduate deaneries to ensure that the necessary standards and outcomes are achieved.

In 2010, the GMC took responsibility for regulating and quality assurance of postgraduate medical education and training to oversee ‘the continuum of medical education’, from the moment someone chooses a career in medicine until the point that they retire.

The author conducted a survey on behalf of the Association of University Teachers of Psychiatry [14]. The survey involved 27 schools in the UK and Ireland. The findings showed that all schools provided teaching of interview skills and clinical communication was considered a core element and was championed by psychiatrists.

In the late 1980s, the author in collaboration with teachers of general practice at the University of Liverpool introduced a core module on communication skills training early in the medical curriculum [15]. The results showed that the teaching was highly effective and the ability to establish rapport was the best predictor of skill in other components.

The author conducted two further studies on teaching psychiatric interview and therapeutic skills to medical students at the University of Liverpool. The teaching package emphasizes the following teaching methods: ‘hands-on’ experience of interviewing a patient in front of small groups of peers; peer feedback using checklists which focus on three major aspects of interviewing; elicitation of facts, elicitation of feelings and control of the interview and facilitation of small group discussions in the presence of a senior psychiatrist. The active involvement of all students in interviewing psychiatric patients engages them in the learning process. Peer involvement increases motivation and was deemed by students as a supportive and constructive exercise. The presence of a senior psychiatrist ensured that the discussion was focused on the process of interviewing rather than on patient pathology. Ideally, this package would precede focused training throughout the subsequent psychiatric placement [16].

A package was developed for teaching psychotherapeutic skills to medical students at the University of Liverpool [17]. Its methods were based on the Conversational Model of Psychotherapy and the Grammar of Psychotherapy.

A landmark development in UK undergraduate medical education has been the introduction of clinical communication as a core element of the undergraduate medical curriculum in the 1990s. In 2008, a consensus statement, reached by an iterative consultative process involving representation from all 33 UK medical schools, crystallized the core curriculum for clinical communication for undergraduate medical education [18]. A central component of this consensus statement is the communication curriculum wheel, a diagrammatic representation of the content of clinical communication curricula in undergraduate medical education. In 2018, the consensus statement was updated, a revision that was driven by the relational, contextual and technological changes that have affected clinical communication [19].

The updated curriculum defines the underpinning values, core components and skills required within the context of contemporary medical care. It incorporates the evolving relational issues associated with the more prominent role of the patient in the consultation, reflected through legal precedent and changing societal expectations. The impact on clinical communication of the increased focus on patient safety, the professional duty of candour and digital medicine are discussed. The practice implications of the updated curriculum are that it provides a model of best practice to help medical schools develop their teaching and argue for resources. The authors concluded that ‘this is the consensus reached by UK medical schools about how to prepare our students to meet the demands of delivering effective, compassionate and contemporary patient centered care’. Furthermore, they aptly noted that ‘in the past ten years, there have been subtle but important changes in the use of language. Language plays a key role in the framing of the doctor-patient relationship and signaling to students that the patient is an equal partner and stakeholder in the consultation. Language of course continues to evolve; perhaps by the time the curriculum is updated again, “patient” will be replaced by “person”’.

A recent study of the inclusion of PCC in medical and nursing undergraduate curricula in the UK identified PCC components and themes in medical (GMC) and nursing (NMC) professional standards and university curricula [20]. The authors reported that ‘the GMC appears to promote a more paternalistic model of care with discrete PCC components in specific sections and the NMC a more collaborative model with PCC distributed throughout’. Moreover, medical educators perceived greater barriers to the inclusion of PCC than nursing educators including cultural and organizational attributes. There was a lack of clarity in the PCC definition, how to teach/assess PCC and competence expectations. The authors advocated the ‘development of a PCC skills competence framework would increase consistency and support teaching and assessment in undergraduate curricula. Further research to understand the perspectives of healthcare professionals involved in placements would help inform PCC teaching recommendations’.

A realist review on optimizing planned medical education strategies to develop learners’ person centeredness concluded that integrating experiential person centered learning with theory on why person centeredness matters to clinical practice and enabling learners to make sense of their responses to learning may support perspective transformation towards person centeredness [21].

PERSON-CENTERED GRADUATE HEALTH EDUCATION

Person-centered nursing care was championed in collaborative work in Scotland and Northern Ireland by the development of a framework for person-centered nursing that has been widely adopted following extensive evaluation [22]. Moreover, PCC has been strongly promoted by National Voices, the leading coalition of health and social care charities in England and the Health Foundation, an independent charitable organization working to build a healthier UK. NHS Health Education England introduced a new framework to support person-centered approaches for the health and social care workforce and professional training packages and tools [23].

There are calls for embracing processes in the development of curricula for contemporary person-centered healthcare professional education using ‘the Dialogical Curriculum Framework to promote a more even distribution of knowledge and power through participation and co-production in the pursuit of tolerance and coherence to support learning and identity’ [24].  Moreover, the Personalised Care Institute, a virtual organization, accountable for setting the standards for evidence-based training in personalized care in England, described an educational framework, which aspires to unify approaches and universalize the provision of Personalized Care [25].

The Royal Pharmaceutical Society (RPS) adopted the principles of PCM and described the role of pharmacy in delivering PCC: RPS published a report on PCM optimization policy in England and an agenda for research on polypharmacy [26].

The National Institute for Health and Care Excellence (NICE), an executive public body of the Department of Health in England, has adopted the principles of PCM for the development of all guidelines. However, these guidelines have not translated or operationalized the principles and values of PCM into practice.

The Royal College of Physicians (RCP) [27] adopted the principles and values of PCM: guidance was created through collaboration between NHS doctors and the RCP’s Patient and Carer Network and builds upon existing patient-empowering initiatives such as #hellomynameis and ‘What matters to me today’ highlighting the need to embed PCM at all levels of the healthcare system. Moreover, the RCP advocated for the adoption of ‘a wide vocabulary for person-centered care’ that allows communications about PCM: its multifaceted research and practice with nuance and context sensitivity [28].

In a landmark development, the Royal College of Psychiatrists in the UK produced a blueprint for a postgraduate psychiatric curriculum that is in tune with person-centered psychiatry [29]. The revised person-centered curriculum was launched in 2022 for the training of the next generation of psychiatrists. Furthermore, this initiative has been matched by several positive initiatives aimed at supporting implementation [30]. There have been changes in regulation and medical law, reflecting GMC guidance. The UK Supreme Court’s Montgomery ruling has made shared decision-making based on evidence and values the foundation of consent to treatment [31], and NICE has set up a joint training programme with the Academy of Medical Royal Colleges and the Collaborating Centre for Values-Based Practice in Oxford on values in shared decision-making [32].

DISCUSSION AND CONCLUSIONS

It is evident that the British experience and practice of PCM have evolved perhaps deterministically over seven decades in the context of the establishment of the NHS and its universal health coverage that is free at the point of delivery. Person-centered healthcare is enshrined in its constitution, uniting patients and staff in a shared vision, mission and values of working together for patients; respect and dignity; commitment to quality of care; compassion and improving lives and everyone counts.

The British experience of PCM was first captured by Tait’s Memorial Lecture in 1972 on ‘person-centered perspectives in medicine’. The article was a visionary view on the paramount need to balance the predominance of the disease centered knowledge base and practice of medicine from the perspective of PCM.

Academic research groups in collaboration with the NHS have introduced person-centered models of care exemplified by the P3C, demonstrating that PCM is deliverable with tangible improvements in the quality of care.

Importantly, person-centered nursing has been widely adopted following the early development of a framework for person-centered nursing and its extensive evaluation. This is not surprising as nursing is quintessentially person-centered. However, medical education has lagged behind in adopting PCM notwithstanding its promotion by the GMC and the Royal Colleges.

There emerged many initiatives on PCM by National Voices, the Health Foundation, British medical schools and the NICE as an executive public body of the Department of Health in England, which publishes national guidelines on evidence-based medicine adopting the principles of PCM. The British experience was enriched by the introduction of values-based medical practice.

There have been innovations in undergraduate and postgraduate medical education. The landmark development was the production by the Royal College of Psychiatrists in the UK of the first blueprint for a postgraduate psychiatric curriculum that is in tune with person-centered psychiatry.

The early adoption and evolution of PCM in the NHS are mirrored by its adoption in other European countries (Sweden, the Netherlands and Norway), countries that use the Beveridge model in comparison with countries (Poland, Hungary, Greece, Latvia and Serbia) that use the Bismarck model [33]. Moreover, the European Observatory on Health Systems and Policies in partnership with the World Health Organization Regional Office for Europe produced an extensive review of evidence and policies for achieving person-centered health systems [34]. The evidence presented provides invaluable policy advice to practitioners and policymakers working on the design and implementation of person-centered health systems and is a resource for academics and graduate students researching health systems in Europe.

It is envisaged that the NHS will evolve and increasingly promote, adopt, codesign and implement PCC approaches adapted to the local, regional and national contexts including services redesign, health education and applied health research. These innovations contribute to the universal development of person-centered healthcare and health education.
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