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ABSTRACT

Background: The official world of cardiology seems to have embraced person centered care (PCC). However, the broad application of PCC in everyday cardiology practice is still work in progress. In the field of arterial hypertension (HTN), for instance, in spite of the availability of excellent therapies control of HTN is poor worldwide.

Objective: To review specific recommendations contributing to better care of persons with HTN using PCC principles and methods.

Methods: This is a narrative overview of how practicing effective communication and making shared decisions, two cornerstone principles of PCC, may take the theory of PCC into the bedside practice of HTN management.

Results: Effective communication skills is paramount to foster relationship and trust, educate and solve uncertainties, build holistic management and self-care, and is an important tool in the process of shared-decisions. In turn, effective shared decision increase health literacy, diminish uncertainties and misinformation, establish personalized goals, takes into account preferences and values of patients and families, and compare alternative approaches of management, resulting in unique optimal decisions on HTN management in a person-oriented fashion. Treatment decisions arrived in this manner are associated with improved adherence which in turn results in better clinical outcomes. The multiple PCC tasks required for optimal and effective management of person with HTN may be best accomplished by health care teams.

Conclusions: Care for persons with HTN using PCC methods is not only associated with better patient and family satisfaction but it also improve patient outcomes by advancing adherence. Moreover, care for persons experiencing HTN may be optimized by using PCC methods in clinical settings with multidisciplinary teams.

Keywords: person-centered care, person-centered cardiology, hypertension, shared-decision making, communication skills, adherence, multidisciplinary teams, cardiology




*Corresponding author: e-mail: dantemanyari@shaw.ca




INTRODUCTION

The concept of Patient Centered Care as a desirable way to practice medicine was born late in the past century and the principles created then evolved to the concept of Person Centered Care (PCC) which has been accepted and promoted by a wide audience of patients and health care providers alike over the past 25 years [1–5]. The benefits of such an approach to medical care have repeatedly been emphasized and its merits not only encompass patients and families satisfaction but there is growing evidence that PCC approach is associated with improved clinical outcomes and is likely more cost-effective as well [5, 6].

Person-Centered Care in the field of cardiology took center stage after events that started in 2009 when the American College of Cardiology Foundation (ACCF) entrusted its Clinical Quality Committee to develop an ACCF health policy statement on PCC in cardiovascular medicine, that was published in 2012 [3]. This document has served as a guide to cardiologists to implement and promote the principles of PCC based on pioneering concepts first described by the Institute of Medicine in their report Crossing the Quality Chasm on the status of health care in the United States [1], and on the principles described by the Picker Institute [7]. General recommendations for practicing physicians caring for patients with heart disease are presented in that publication [3] but 12 years later in the real world PCC care in cardiology is still a work in progress [8]. The need for further development of specific strategies to accomplish effective PCC in cardiology is exemplified by a study designed to describe the characteristics and reported outcomes in existing person-centered care delivery models for selected cardiovascular conditions, by a task force from the American Heart Association (AHA). The results showed significant variation in methodological approach, outcome measures, and care processes across models and that evidence to support optimal care delivery models remains limited [8]. Unfortunately however, this scientific statement is based on reviewing studies that included non-traditional health care intervention that did not necessarily met criteria of PCC or they used rudimentary and incomplete PCC care principles and their conclusions may not reflect the potential value of delivering care using true PCC methods. It shows the need for further education on the principles and practice of PCC in cardiology.

The purpose of this presentation is to review specific recommendation contributing to optimal cardiology care using principles of person centered medicine, in one of the most prevalent cardiovascular conditions, arterial hypertension (HTN). Moreover, not all components of PCC principles will be reviewed, instead this presentation will concentrate on what may be the most important elements to build an optimal relationship between the persons with cardiac illness and the health care team: optimal communication and the process of shared decisions.

Because of the marked differences in the settings of interaction between clinicians and patients with heart disease, specific elements of PCC may be more or less relevant and practical depending on whether the clinician is dealing with an acute or a chronic condition, as pointed out before [9]. For illustration purposes, this review presents the value of practicing PCC, in only one of those subsets of the spectrum. HTN was chosen because it is not only prevalent worldwide but it is the leading risk factor for death and disability, affecting one of every 3 adults [10], and causing two-thirds of all strokes, and half of all ischemic events, and an estimated 10 million deaths each year [11, 12]. Moreover, HTN is easily identifiable and modifiable with effective life-style and drug therapies yet in only 1 of every 5 hypertensive patients is HTN adequately controlled [12]. The important but elusive task of adequate control of HTN, has been highlighted by the WHO in their 2023 presentation of HTN management as “the race against a silent killer” [10]. Here, it is postulated this task may be accomplished with current drug therapy described well in many HTN guidelines but using delivery of care using a PCC approach, with all their characteristics including effective communication and shared decision making. This process will include presenting potential and real barriers to achieve those objectives.

ELEMENTS OF PERSON CENTERED CARDIAC CARE

For reference these are the well known important elements of PCC [1, 7].


1.Fast access to reliable healthcare advice. Equitable.

2.Effective and timely treatment by trusted professionals.

3.Involvement (of patient and family) in decisions and respect for preferences.

4.Continuity of care and smooth transitions.

5.Clear information, communication and support for self-care.

6.Emotional support, empathy and respect. Equitable.

7.Involvement and support for family and carers.

8.Attention to physical and environmental needs.



These original principles have been modified and translated to more practical terms which in addition, will help assessing the implementation of PCC in the clinical setting [13]:


1.Ethical Commitment.

2.Cultural Sensitivity.

3.Holistic Scope.

4.Relational Focus.

5.Individualized Care.

6.Common Ground for Diagnosis and Care.

7.People-centered Systems of Care.

8.Person-centered Education and Research.



EFFECTIVE COMMUNICATION

PERSON CENTERED HISTORY AND FOSTERING RELATIONSHIP

When a person first seeks medical attention is usually because of either development of symptoms or for routine preventive measures. The cardiologist then collects pertinent information during the process of history taking. It can not be emphasized enough the importance of the history taking process in cardiology, as well as in other medical specialties, since history is the single most important piece of the cardiac diagnostic puzzle in some conditions such as angina, more than in others. Is the history that will lead and direct what is important on the physical exam and both, cardiac history and physical exam will point out the appropriate investigative pathway to follow. At this time, during the first encounters with patients and families, the health care provider has the opportunity to not only obtain a good illness history but in the process to learn about the person behind the disease, the patient’s background, desires, values, and believes. Knowledge of both, the illness history and the person affected by the illness, will serve as initial steps in management, by initiating and developing common grounds among clinicians, patients, and family that will become the cornerstone for a PCC of the cardiac patient [14, 15]. This concept is opposed to that suggesting a computer-like algorithm to follow as a response to specific symptoms in every patient, often ignoring each patient’s special circumstances and preferences.

TWO WAY COMMUNICATION, INFORMATION EXCHANGE, AND ETHICAL COMMITMENT AND EMPATHY

Communication is crucial to develop a two-way relationship between two persons, the cardiologist and the patient (and family), on equal terms. Thus, trust and empathy are important components in the health care provider and patient relationship which will allow for accurate and complete information to be part of the history. Equally important is the fact that effective communication will also allow the patient (and family) to receive explanatory and educational information on the disease-process affecting the person, possible consequences and complications, and the treatment options, using a language easy to understand by non-medical persons [16, 17]. The ethical commitment of health care workers to patients, a prime characteristic of PCC [1, 2, 7], must be fully reflected in the two way communication process with patients and family, with respect to the person’s dignity and autonomy.

COMMUNICATION AS A TEACHING TOOL AND MANAGING UNCERTAINTY

Active participation of the patient in medical decisions is an essential component of PCC. To achieve meaningful participation in the shared-decision process it is crucial for the patient to have some degree of health literacy. The health care professional thus, should be the main source to information to enable the patient to grasp principal aspects of knowledge of all aspects of his/her illness itself, its impact on him/her as a unique person, its potential complications, and should include also all aspects of the proposed medical care, from investigations/tests to treatments. Therefore, the cardiologist must use excellent communication skills to convey the best pertinent up-to-date, evidence base clinical information, in a manner that would be easier for the patient (and family) to understand, and ask questions, develop realistic expectations, and to provide meaningful input into the shared decision process [14]. With medical misinformation reaching unprecedented levels the focused education process of the patient and family, a component of PCC, is most important than ever and skillful communication is thus an essential tool for this task [18].

COMMUNICATION IN THE DECISION-MAKING PROCESS

Communication is crucial at all stages of the process of shared decisions. First, the clinician role in education patients and families is the basis for further meaningful interaction. Second, listening the patient’s believes and values, as it related to their health, is another important component of this process since it allows the health care professional to learn details that make the patient a person, with unique needs [2]. Only then the health care professionals learn and understand not only the disease process affecting the patient but also how this disease process affects the physical, mental, and spiritual well being of this particular person [4]. Third, the presentation of the options and alternatives when choosing tests or treatments can only be performed efficiently if the first two aspects of communication are completed. Only then, clinician, patient, and family may together arrive to decision on what test or treatment to pursue, in a meaningful and effective manner, with the satisfaction of all concerned.

COMMUNICATION TO ENABLE SELF-MANAGEMENT AND BUILDING HOLISTIC MANAGEMENT

Communication is thus, important in the process of establishing an accurate and prompt diagnosis by superior history-taking and shared decisions on appropriate investigations as noted above. In addition, direct communication by the clinician is essential to discuss therapeutic options and alternatives, and to make shared decisions on treatments. One step further, by using two way communications as noted above, the patient will benefit from receiving education tools for self-management which is especially important in chronic illnesses. Finally, effective communication will enable health care providers to consider a holistic approach understanding other multiple factors affecting the health of the patient [2, 19–21].

COMMUNICATION AND ASSESSING UNDERSTANDING AND COMMITMENT

Skillful communication calls for routine assessment of patients’ understanding of the education provided during the interaction; for instance asking patient’s opinion on the advice just presented. Good communication would avoid potential errors in the use of medications prescribed, not an uncommon occurrence. The clinician must be satisfied with the patient’s understanding of all aspects of his/her care, considering that effective communication can have an effect on health outcomes in a variety of ways, from improving diagnostic accuracy and efficiency to patients’ ability to follow treatment advice, in addition to leading to patient and clinician satisfaction [20, 21]. Poor communication often results in missed problems and concerns, non-adherence, distress for patients and strained relationships.

SUMMARY

Another way to understand, define, and practice Communication in PCC, is the step wise sequential approach model to interact with patients and families effectively proposed by Kwame and Petrucka [22] called the PC4 model. In this approach communication in PCC, summarizes all steps noted in the previous 6 paragraphs, in three forms of communication. First implementing Task-centered communication, followed by talks concentrated on Process-centered communication; to culminate and reach on Person-centered communication, important instruments to deliver effective person-centered medicine.

SHARED DECISION MAKING

The concept of shared decision is one of the most important components of PCC and has been the subject of countless publications on its principles and methods to accomplish it [23–25]. Shared decision-making (SDM) at its core is the concept of accepting that individual self-determination is a desirable goal and health-care providers need to support patients to achieve this goal in the most effective manner. Self-determination in this context does not mean that individuals are abandoned to make their own decisions. SDM recognizes the need to support autonomy by building good relationships, respecting both individual competence and interdependence, but also supporting scientific and evidence base data and the opinion of the clinician, thus its name “shared” decision. The importance of SDM has been highlighted, disseminated, and promoted by all cardiology associations such as the American College of Cardiology, the American Heart Association, and the European Society of Cardiology [23–25], and in fact SDM is a prominent recommendation in most cardiology guidelines.

Because of the variety of circumstances, owing to different disease process in different clinical settings, one method that is effective in one setting may not work in another setting, and perhaps this is why its wide implementation is in practice still a work in progress [8]. Typically when confronted with acute syndromes such as acute myocardial infarction, the clinician by necessity has to employ different approaches than when managing persons with chronic conditions [9]. Here we emphasize common principles to guide development of practical methods of implementation in each patient-health care encounter, regardless of the clinical setting.

Communication is a fundamental tool in the shared-decisions making process [26]. When individuals communicate openly, using simple yet complete messages to share information, concerns, and preferences, they can collectively make decisions that consider everyone’s input. All, clinicians, patients, and families, contribute to the decision-making process leading to more informed and often more satisfying outcomes for everyone involved. Important elements of the SDM process include [26]:


1.Education opportunity to increase health literacy in patient and family. Even well-informed patients may only be partially aware of options available and the associated harms and benefits. The role of the clinician to begin a shared decision process starts with increasing health literacy of patients and family, and to answer questions to fill gaps and correct misinformation, with skillful communication and education methods as described above. The greater the degree of knowledge of the disease process and management option the more meaningful the shared decisions made.

2.Listing and defining the options available. Describing the options in clear terms, including their desired benefits and their potential risks and harm, is at the heart of the process of shared decision making. Describe the outcome benefits in clear terms preferable in a quantitative manner. It is important to provide risks data in absolute as well as relative terms [27]. Compare options if there are several. Explore preferences. If only one form of treatment is accepted as the standard, make it clear to the patient and family on the reasons behinds this recommendation understanding that even here, there is always the option of doing nothing or just providing palliative care. Understanding and acknowledging other’s perspectives and emotions allows for a deeper connection and consideration on their needs and preferences. By empathizing with those involved, individuals can better collaborate, communicate, and make decisions that reflect everyone’s values and concerns.

3.Knowledge of the persons current circumstances in a holistic manner [21] with their own believes and values allows the caregiver to fully display empathy and understanding of the patient as a person. Communication including this knowledge level, using simple language and friendly tone as noted above, will results in better quality of the shared decisions made [25, 28].

4.Involvement of the family can not be overemphasized enough. Now more than in the past, family members expect to participate in care and in care decision thus early family engagement empowers them to become active members in care delivery. The family is the most important social circle with strong intellectual and emotional influence on patients, and there is emerging evidence that when family members participate in care, the person-and family-important outcomes improve significantly [29]. Taking into consideration and listening the opinions and emotions of the family will help the patient to feel more secure and protected and will help the clinician to know the patient better as a person, making their communication and decisions more effective and more rewarding for all involved, as promoted by PCC principles. There is increasing evidence of the potential and practical benefits of “family-centered care” that started in the acute care setting but has extended now to the care of chronic diseases as well [29–31].

5.Decisions are taken as the final step of the process, taking into account all previous steps to include everyone’s opinions, in a mutually respectful manner, a decision that every participant will take ownership of, prominently the patient at the center of the group.



Decisions made in this manner have shown to be associated not only with patient and family satisfaction but also with better clinical outcomes by several mechanisms [32]. Patients who actively participate in decisions of treatment of chronic conditions are more apt to display better adherence and better self-care.

BARRIERS FOR COMMUNICATION AND SHARED DECISION MAKING

The barriers to PCC, including communication and shared decision making, exist at many levels of health care and they have been extensively discussed [18, 22, 33–36] and an all inclusive list of these barriers will not be presented here. Instead, we will concentrate on what in the opinion of the author, who is a clinical cardiologist, may be the most important barrier at the clinician level. Providing patients with concise but accurate and complete information, listening and learning patient’s personal and unique circumstances, needs and values, answering patient’s and family’s questions, conferring with all involved in the shared decision making process, require sufficient and ample time [9, 22, 36]. Another important potential barrier related to clinician’s time spend with the patient in terms of frequency of follow-up visits and availability to answer questions and deal with problems as they arise, such as efficacy of the therapeutic regimen or development of side effects. Close follow up to deal with these issues is of extreme importance especially to manage chronic conditions in need for multi-drug regimens, with periodic readjustment of dosing, additions and subtraction of drugs as needed, a task that requires health caregivers time. Clinician availability with short notice at the patient’s request for reviewing new problems is rarely present in the current health care environment thus representing an additional and significant limitation in the traditional medical care.

V.a. At a time when even developed countries are struggling to find enough family physicians for the general population and appointments with specialists have long waiting lists [37], the practicing clinician’s time is limited. If interviews with patients take more time there will be less patients seen in one day and waiting list will be even longer both, unwanted outcomes. If the decision is solely on the clinician’s wisdom, what is the appropriate answer? Clearly, the solution would have to involve other levels of health care from hospitals, clinics, and governments.

V.b. The economic incentive to see more patients in a given period of time is characteristic only in the fee-for-service model, popular in North American countries, and encouraged by private health care companies that employ clinicians with a fixed salary. Physicians’ regulatory bodies and government could play a role in improving this. The bottom line is again clinician’s restricted time.

V.c. Other patient-related barriers include varied degree of willingness and desires to spend time to learn and participate in their own health care, even among educated patients. In one extreme are the trusting patients who want their clinician to make decisions for them without desire to learn ways of self-care. At the other extreme are those patients who wish to participate in their own care perhaps a little too much, not infrequently with misconceptions and misinformation deeply rooted that efforts to provide with evidence based information are not easily delivered or understood. Both extremes demand added clinician’s time again, an important barrier. Fortunately, the majority of patients are in-between these extremes and they are the ideal patient who learns enough to contribute to his/her own care in a positive and effective manner.

MANAGEMENT OF ARTERIAL HYPERTENSION, THE CHALLENGE OF ADEQUATE TREATMENT AND THE IMPORTANCE OF EFFECTIVE COMMUNICATION AND SHARED DECISIONS

HYPERTENSION

Hypertension affects 1.3 billion people and is one of the most common, readily identifiable, and reversible risk factor and the largest single contributor of the global burden of disease and mortality [10–12], with a prevalence that is increasing [10, 38]. A wealth of evidence has demonstrated that lowering blood pressure (BP) can substantially reduce morbidity and mortality [39, 40]. The importance of adequate control of HTN in the 21st century has been highlighted in a report from the WHO [10], pointing out the paradox of the existence of highly effective treatments while the BP is on target in only 21% of patients with HTN [11, 38, 41]. Thus, the excellent science in the treatment of HTN has been poorly translated into routine clinical practice despite the plethora of HTN guidelines in the world [10, 42]. Apart from physician’s inertia there is growing evidence that poor adherence to treatment is the most important cause of inadequate BP control [43], and non-adherence is associated with higher risks for future cardiovascular events [41, 44]. Up to 25% of patients do not fill their initial prescription for HTN medications [45] and after 12 months only 40–50% of patients are taking the prescribed medications [41, 46, 47]. Medication non-adherence thus, is a critical problem in the management of HTN. The chronic asymptomatic nature of the disease and the lack of immediate consequences when missing medication, are factors that give the patient false assurance. According to the WHO [10, 12], barriers and factors impacting medication adherence may be divided into five categories:


1.Socio-demographic-economic factors.

2.Health-care system and patient-clinician relationship.

3.Therapy-related factors.

4.Condition-related, including comorbidities; and

5.Patient-related factors including health literacy and motivation.



 Recommendations of methods and techniques to improve medication adherence have been extensively published [33, 34, 48] with suggestions for the clinician to address each of the many factors. Here, we postulate that adherence may be improved, with associated better control of HTN, by the clinician practicing PCC displaying two of its characteristics: Effective Communication and making shared-Decisions.

EFFECTIVE COMMUNICATION

Effective communication would allow the clinician better understanding of the special circumstances and potential non-adherence factors related to the patient’s socio-demographic and economic realities and full information on how treatment of HTN may affect this person, including therapy-associated factors. Effective communication would be associated with patients’ improved health literacy which in turn would play important role for meaningful participation of patients and families in their own care and self-management, in better patient-clinician relationship and trust, and ultimately effective communication would result in better and more satisfying shared decisions. Effective periodic communication during long-term follow-up, crucial in the treatment of HTN, opens the door for continued interchange of information between patients and clinicians, to solve new problems such as adequacy of BP control and side effects, and continued encouragement and positive feedback on live-style changes [49]. Patients generally take ownership of shared decisions taken in this manner and thus, are more likely to remain adherent with the medication which were chosen by themselves [14, 22, 49]. As shared decision making is one of the pinnacles PCC, it is concluded that the practice of PCC helps the clinician to optimize management of patients with HTN.

NURSES, PHARMACISTS, AND BARBERSHOPS

In 2018 AG Victor et al. [50] published a controlled clinical study presenting a non-traditional way to treat patients with HTN with intervention of the local pharmacist in the local barbershop. This study received center-stage attention in the media [51], not only because of its novelty approach but mainly because this method showed better control of HTN compared to the traditional method with results that were maintained long-term [52]. Contrary to initial impressions this intervention was cost-effective [51, 53]. A handful of smaller studies, also testing non-traditional methods, have shown similar results with excellent HTN control when patients were followed by local pharmacists [54] or nurses [55] in addition to their usual clinician. The mechanisms for the success of these approaches have been the subject of much interesting debate [50–53]. These positive results are in the opinion of many, not unexpected considering that in those studies the local pharmacists [54], the nurses [55], the barber shop friends [50, 52], assessed patients more frequently and each visits lasted longer, with care-givers having ample opportunities to act and answer questions and concerns of patients and families, deal with all other individual issues in a secure and supportive environment, as often as patients wanted; characteristics that describe classic and basic principles of PCC. Thus, we conclude that although these studies were not specifically designed to test the effectiveness of PCC methodology in the control of persons with HTN, since these studies had in common the use of effective communication, shared-decision making, team base care, and others principles as described before [1–4, 7, 15, 19, 23, 26], their results actually support the notion that the management of HTN may be optimized by PCC strategies.

THE FUTURE TREATMENT OF HYPERTENSION

The benefits of PCC in all medical specialties have been emphasized in the last few years [3] and it is likely that most clinician treating HTN are aware of at least in part of PCC principles yet, current effective treatment of HTN remains poor [10–12, 38–41, 43, 45]. If the answer to better managing and treating persons with HTN is for clinicians to use the PCC approach, as discussed in the previous sections, it is important to remember the barriers, also discussed earlier, namely the lack of clinician’s time to accomplish effective communication and participate in shared decisions and adequate follow-up. Further education and dissemination on the practice of PCC to adequately treat persons with HTN using PCC methods may be helpful, but it may not likely be the solution of adequately managing HTN in the future, mainly because the modern clinician has significant time constrains, and this problem is compounded by current shortage of primary care clinicians and nurses in many parts of the world [37].

It must be mentioned here that in the studies referred earlier [50, 52–55] using non-traditional methods, patients in the intervention groups were cared for by a team of health care workers including clinicians, pharmacists, nurses, barbers, and dietitians. Patients had frequent visits with health care workers and had enough patient-health care time for interactions, and all involved were committed to learning, teaching, and together resolving problems and taking shared decisions. Thus, it is reasonable to postulate that perhaps the future management of HTN should be primarily delegated to a dedicated health care team such as “hypertension clinics”, similar to heart failure clinics or heart function clinics, currently advocated by guidelines and disseminated effectively around the world [56]. This concept is not new [57–59]. Although advocated since half-century ago hypertension clinics typically are available only in large medical centers and is often restricted to patients with complex management problems. The merits of a multidisciplinary team approach in the routine management of HTN in dedicated hypertension clinics have been pointed out in the latest 2023 hypertension guidelines of the European Society of Hypertension [60]. It is important to recognize that a specialized HTN management team approach may be more effective because of the care provided by diverse team member is delivered applying PCC principles, using in part all aspects of effective communication and shared decision making processes, as described above, that matters most thus, taking the time to listen to the patient and learn from the patient and family’s special circumstances, sufficient time to teach and make decisions together, and time for adequate long-term follow up [60].

Other non-traditional methods to manage HTN have reported exceptional good results [61, 62]. In reviewing the methods used by centers that follow the team approach directed by the Million Hearts program [61], and other medical centers promoting the use of artificial intelligence to select individualized drug treatment [62], it appears they include common elements that are characteristic of PCC. Some of those elements include: the clinician is aided by a multidisciplinary team and together, using effective communication, shared decisions, dedicated time for close follow up, teaching, listening and counseling, are important key elements and the real driving force for their reported successful results.

Although advocated by guidelines, the team approach to the management of patients with HTN is contrary to the bulk of current practice in the real world, as much of the care that patients with HTN receive is based on the ability and readiness of individual clinicians to provide it, rather than on widely agreed standards of best practice or patients preferences for treatment. It is concluded that the widespread acceptance of using PCC methods in multidisciplinary teams in hypertension clinics may, in the future, be a way to optimize management of patients with HTN.

CONCLUSIONS

The corollary of this essay echoes the suggestion made by the WHO [10] to establish team-based care groups to manage patients with HTN, including nurses, pharmacists, nutritionists, outreach workers and others, collaborating with clinicians to support patient care ie, “hypertension clinics” – this recommendation for the common quest to improve the care of patients with HTN recognizes the use of exemplary PCC methods and principles. Thus, under the umbrella of other important principles of PCC, such as ethical commitment and holistic care, the teaching and practice of effective communication and shared decision making, are important elements to optimize management of patients with HTN.
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