Hypertension Management Program

The 5As Provider Intervention Tool for Patient
Self-Management Support in Chronic Care

Assess
Knowledge, Beliefs and Behaviours

Arrange
Follow-Up
Specify plan for
follow-up

Personal Action Plan:

Advise

List specific goals in behavioural terms
List barriers & strategies to address
barriers
Specify follow-up plan
Share the plan with the patient’s
practice team and social support

Provide information
on health risks and
benefits of change

Assist
Identify personal barriers and
strategies for problem solving

Agree
Collaboratively set behavior goals
based on patient interest and
confidence

This approach facilitates partnering with the patient to achieve improved management of the patient’s
chronic condition through:

•

Problem identiﬁcation

•

Setting a goal

•

Developing an action plan with a conﬁdence level

•

Reporting back on the plan

•

Problem solving to move forward
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The steps in the self-management process are not necessarily linear; each step does not necessarily
follow the other sequentially. When you are seeing a new patient, or working with a current patient
on a new area of behaviour change, you will probably use the self-management process sequentially,
starting with “Assess” and moving clockwise around the circle. In a follow-up session, the selfmanagement session may go counter-clockwise if the goal is not met. In this situation you would
assist the patient to problem solve on how to reach the goal, and may revise the goal (“Agree”) and
then arrange follow-up. The self-management process is captured in the patient’s personal action
plan which aids in supporting the patient as they work towards their goal and is used for the review
at the time of follow-up.

To be successful in supporting patient self-management, the healthcare provider must:

•

Give up the agenda

•

Let the patient feel in control of some aspect of self-care he/she can control

•

Help the patient feel success

Furthermore, healthcare provider support for patient self-management is dependent on
the healthcare provider:

1.

Having a relationship with the patient

2.

Maintaining continuity of care for the patient; seeing the patient on a consistent basis

3.

Finding an opening to the patient, that portal of openness, concern, and real need that
allows the partnership and the support to occur

4.

Letting the patient guide the process, take control

5.

Tailoring the advice, making the advice relevant to the patient

6.

Collaborating with the patient to identify and agree on a patient-identiﬁed goal

7.

Supporting the development of behavioural goals that are realistic, speciﬁc and
measurable for the patient

8.

Helping the patient develop self-efﬁcacy through the setting and meeting of small goals
that build self-conﬁdence and the feeling of some ability to manage his/her condition

9.

Assisting the patient in problem solving for goal success

10.

Showing that the behaviour change is important to both of you by writing it down and following it up
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