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Setting goals in chronic care: Shared decision making as
self-management support by the family physician
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1Research Centre for Autonomy and Participation for People with a Chronic lliness, Zuyd University of Applied Sciences,
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KEY MESSAGE:

e Self-management goals should be set from a holistic perspective on the patient.

e Goal setting within self-management incorporates tailored assessment of patients’ skills and motivation, as well as tailored
support.

e Goal setting within self-management is a circular process in which patients and professionals need to be supported.

ABSTRACT

Introduction: Self-management is considered a potential answer to the increasing demand for family medicine by people suffering
from a chronic condition or multi-morbidity. A key element of self-management is goal setting. Goal setting is often defined as a
moment of agreement between a professional and a patient. In the self-management literature, however, goal setting is regarded
as a circular process. Still, it is unclear how professionals working in family medicine can put it into practice. This background
paper aims to contribute to the understanding of goal setting within self-management and to identify elements that need further
development for practical use.

Debate: Four questions for debate emerge in this article: (1) What are self-management goals? (2) What is necessary to accomplish
the process of goal setting within self-management? (3) How can professionals decide on the degree of support needed for goal
setting within self-management? (4) How can patients set their goals and how can they be supported?

Implications: Self-management goals can be set for different (life) domains. Using a holistic framework will help in creating an
overview of patients’ goals that do not merely focus on medical issues. It is a challenge for professionals to coach their patients
to think about and set their goals themselves. More insight in patients’ willingness and ability to set self-management goals is
desirable. Moreover, as goal setting is a circular process, professionals need to be supported to go through this process with
their patients.

Keywords: self-care, chronic disease, multi-morbidity, goals, primary health care, self-management, shared decision
making, goal setting, action planning

INTRODUCTION

The number of patients with one or more chronic condi-
tions being treated in primary care has increased steadily
in recent years (1). Among the elderly worldwide, the
prevalence of multi-morbidity is over 60% (2). Suffering
from one or more chronic conditions has a great impact
on daily life for people, leading to an expanding demand
for health services and an increasing financial pressure

on the health-care sector (1,3). As family medicine is
characterized as longitudinal and continuous, it is in a
central position as regards the management of chronic
conditions and multi-morbidity (4). Particularly multi-
morbidity is challenging to family medicine as clinical
practice guidelines for different conditions are some-
times conflicting (5). Making shared decisions based on
the patient’s preferences, as well as on the different
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clinical practice guidelines and the physician’s knowl-
edge and expertise is a complex process (5).

Self-management, i.e. the degree to which a patient
with a chronic condition is able and willing to control his
or her daily life (6), is considered to provide benefits to
chronically ill patients, as well as to the health-care sys-
tem (6). It is believed to increase patients’ power over
and responsibility for their treatment process and pro-
mote their autonomy (6). Self-management support is
defined as ‘the actions that health professionals per-
form, tailored to the individual patient’s needs and
capabilities’ (7). It is thought to enlarge the patient’s
belief in his or her ability to perform a certain behaviour
(8). Therefore, many treatment guidelines for chronic
conditions (e.g. for COPD) include self-management
support (9).

Several authors recognize ‘goal setting, i.e. the
agreement between health-care professionals and
patients on a health-related goal (10), as a key element
of self-management (support) (10,11). As family medi-
cine is defined as a person-centred discipline and as
dealing with patients and their problems in their own
life circumstances, individualized goal setting is strongly
related to family medicine (4). Therefore, de Sutter
et al., state that, ‘family medicine is in a strategic posi-
tion to help patients increase their ability and self-
confidence in managing chronic conditions [by setting]
individual health related goals’ (12). Family doctors, as
well as practice nurses, appear to have difficulties imple-
menting goal setting into their routine medical care
(13). Information on how goal setting within self-man-
agement should be performed is, usually, absent from
treatment guidelines.

Within the context of a large Dutch research project
‘Interprofessional self-management supportfor patients
with chronic diseases in primary care’ (14), we gath-
ered a great amount of frequently cited key literature
about self-management and goal setting for patients
with chronic diseases. While analysing the literature,
four questions for debate came up about the concept
of goal setting from the perspective of self-manage-
ment. This paper aims to clarify ways to support goal
setting within self-management in family medicine and
to identify elements that need further development to
bring self-management goal setting into practical use.

Table 1. The three types of self-management (16) with a case example.
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First, the concepts of self-management (support) and
goal setting as defined in the literature will be reviewed.
Then, four questions for debate will be presented and
finally, implications for practice and research will be
discussed.

DEFINING THE CONCEPTS
Self-management

Based on the Chronic Care Model, self-management is
defined as ‘the degree to which a patient with a chronic
condition is able and willing to control his or her daily
life! Control is achieved through ‘effective manage-
ment of symptoms, treatment of physical, social and
psychological disease consequences, and lifestyle
adjustments’ (15). This definition integrates the three
varieties of self-management as described by Corbin
and Strauss (1988): medical, social (role) and emotional
self-management (16). These three types are frequently
referred to in the self-management literature (3). In
Table 1, the three forms of self-management are
described and illustrated by an example of a 65-year
old woman suffering from COPD.

Self-management support

Self-management support can be defined as ‘the actions
that health caregivers perform, tailored to each patient’s
needs and capabilities, with the aim of assisting and
encouraging patients to become good managers of their
chronic conditions’ (3,7). In the literature, there is con-
sensus about the relevance of support for patients to
become successful self-managers (3,7). Although there
is no generally accepted self-management support
model, the ‘5-A model’ (Assess, Advise, Agree, Assist,
Arrange) of behaviour change counselling (see Table 2
for description and a case example) is internationally
recognized as a systematic method of supporting self-
management (17). The model outlines the process that
professionals can go through to support self-manage-
ment. The model can be applied to medical, social and
emotional self-management. In each of the five steps of
the model, professionals and patients can use supportive
tools or methods (11,17).

Type of self-management

Case example of a 65-year old woman with COPD

Medical self-management: Coping with symptoms and complying
with treatment measures.

Social (role) management: Adjusting one’s behaviour in order
to maintain or adjust one’s life roles.

Emotional self-management: Dealing with emotional reactions
to a chronic condition, such as fear and depression, and coping
with discomfort and disability.

Learning to recognize an exacerbation and adjusting medication

accordingly.

Finding other ways to fulfil her role as grandmother.

Learning to deal with the fear of deterioration and the sadness that

she is not able anymore to go to the playground with her
grandchildren.
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Table 2. The ‘5-A model’ of behaviour change (17) with case example.

The ‘5-A model’ steps

Case example of a 65-year old woman with COPD

Assess: Determination of medical and motivational
conditions and the patient’s current involvement in
self-management, own wishes and needs, willingness
to change, as well as current and desired level of
knowledge.

Advise: Patient education and communication of specific
information about health risks and the benefits of
particular changes.

Agree: Collaborative goal setting and action planning
based on the patient’s level of interest and confidence
in their ability to change.

Assist: Detecting and addressing any barriers that may
interfere with the patient’s achievement of his or her
goals and supporting the patient in working on his or
her goals.

Arrange: Monitoring the patient in follow-up meetings
which are scheduled in a clear and timely manner.

The patient usually has exacerbations in autumn. She rarely visits a physician, but
she wants to improve her condition in order to be able to visit the playground
with her grandchildren. She is prepared to exercise to improve her condition and
is willing to learn if there are groups of COPD patients she can join for sporting.
She tells the physician that she finds it hard to cope with limitations, like not being
able to care for her grandchildren.

The physician informs her about the value of daily movement for improving
condition and about weight management in relation to COPD.

The patient and the physician agree on the patient’s goals to improve her condition
and to learn how to arrange sufficient movement in daily life in order to be able
to visit the playground with her grandchildren again. They agree on a referral to a
physical therapist.

Furthermore, the patient sets a goal to learn to deal with the consequences of the
disease. The physician and the patient discuss several options to reach that goal
(e.g. patient support groups, referral to a psychologist). The patient decides to
postpone the decision over possible actions. She also decides not to focus on
weight management in this period.

The patient experiences difficulties in finding a physical therapist who offers group
sport activities for patients with COPD. The physician informs her about a website
where she can find sport groups for patients with COPD.

The physician and the patient agree to schedule a new appointment after finishing
physical therapy to evaluate her condition and to review if any actions for reaching
the goal to learn to cope with the disease are wished-for. The physician intends to

ask how she feels about weight management at that moment.

Goal setting

‘Goal setting’ is regarded a key element of self-manage-
ment (10,11,17). In primary care, the term ‘collaborative
goal setting’ is used (11). Bodenheimer and Handley
(2009) define ‘collaborative goal setting’ as ‘a process in
which health care professionals and patients agree on a
health-related goal’ (10).

Many authors agree that goal setting is a circular pro-
cess (18,19). Based on previous goal setting theories
(20-22), Scobbie, Wyke and Dixon (2011) developed a
process framework called the ‘Goal setting and action
planning practice framework’ (19). It incorporates four
phases in which patients and professionals cooperate, as
described further in Table 3 (19).

FOUR QUESTIONS FOR DEBATE

Although literature about self-management and goal set-
ting is widely available, it is still unclear how to combine
these concepts and put them into practice. A better
understanding of goal setting as part of self-management

is necessary for professionals working in primary care to
be able to support patients with chronic diseases in
improving the self-management of their lives. We think
that the following four questions are worth debating:

What are self-management goals?
What is necessary to accomplish the process of goal
setting within self-management?

e How can professionals decide on the degree of support
needed for goal setting within self-management?

e How can patients set their goals and how can they
be supported?

What are self-management goals?

Although three types of self-management (medical, social
and emotional self-management) can be distinguished,
the literature shows a strong emphasis on medical self-
management goals (23). Goals collaboratively formulated
by patients and their doctors, focus mainly on medica-
tion, physical activity and diet behaviour (24). In addition,
these goals are often directed at biomedical outcomes,

Table 3. The ‘goal setting and action planning practice framework’ (19).

e Goal negotiation: Discussion of specific problems and potential goals
e Goal setting: Consideration of goal attributes like specificity, difficulty and compatibility with the patient’s

level of involvement

e Planning: Making action plans and coping plans for carrying out the goals
e Appraisal and feedback: Evaluation of action plan outcome and goal progress
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Table 4. Case example ‘International classification of functioning’ (29).

ICF domains

Case example of a 65-year old woman with COPD

Function: Body functions or structures

Increase depth of respiration

Increase muscle strength

Activity: Activities

Being able to walk to the kindergarten and back

Being able to wash/dress and feed children

Participation: Role performance

Environment: Physical, social and
attitudinal environment

Personal factors: Lifestyle, habits,
coping skills, etc.

Being able to fulfill role as a grandmother

Daughter take limitations due to COPD in consideration when
asking for help in taking care of kids

Acceptance of limitations

Being able to say no to requests when necessary

such as ‘lowering the level of HbA1c’ for diabetic patients
(12). Despite this focus on medical goals, there seems to
be agreement upon the importance of emotional and
social management goals (25,26). Patients, particularly
those who have recently been diagnosed with a chronic
condition, often feel drawn to a search for meaning and
a re-identification of the self, requiring them to find new
ways to fulfil their roles in life (27). Because goals aiming
at social and emotional management are barely repre-
sented in the literature, it is unclear how to formulate
them. Moreover, it is debatable whether the three variet-
ies of self-management can and should be separated
from each other, as dealing with medical symptoms is
clearly related to adjusting social roles. Making the link
between medical goals and patients’ social and emo-
tional goals and explaining how these may be interre-
lated, is a challenge for the professional.

As an example, we refer to the previously introduced
65-year-old woman who is diagnosed with COPD and
experiences shortness of breath. Her medical symptoms
could prevent her from going to the playground with her
young grandchildren, and this could lead to an adjust-
ment of her social role as a grandmother. She may feel
sad about this. For other patients, it may have other
drawbacks to cope with and invoke other emotions to
deal with.

Thus, it is important that goals are set from a holistic
perspective, tailored to each patient and that the inter-
relation of goals is made transparent. There are several
frameworks that support the construction of a holistic
perspective on the patient and his or her goals, for exam-
ple, the structure of ‘Comprehensive geriatric assess-
ments (CGA)’ tools may be supportive in setting holistic
self management goals (28). The ‘International classifica-
tion of functioning, disability and health’ (ICF) is a frame-
work that has the potential to meet all requirements of
a holistic approach (29). The ICF, developed by the World
Health Organization (29), is recognized as a tool for clas-
sifying health, health-related domains and the interrela-
tion of these domains (functions, activities and
participation). It provides a uniform language for health-
care professionals worldwide (29). As an example, in
Table 4 we again refer to the goals of the 65-year-old
woman who is diagnosed with COPD.

A recent scoping review by Constand and MacDermid
(2013) about the applications of the ICF in goal setting
practices shows that this framework is already frequently
used as a practical tool for discussing patients’ health
status, functional status and related aspects (for example
influencing environmental factors) (30). Thereby, as the
ICF also directs attention to personal factors and the envi-
ronment (such as involving the patient’s family in manag-
ing disease consequences), it may support patients to
get insight into their goals and into influencing factors
(29,30). Furthermore, the ICF might be helpful in organi-
zing goals and matching appropriate interventions to the
goals (30).

What is necessary to accomplish the process of goal
setting within self-management?

Literature about goal setting often presents goal setting
as more than just setting a goal at a particular moment,
e.g. during a consultation or a home visit. Effective goal
setting encompasses a broader process, which also
involves negotiating, setting, planning and evaluating
goals (18,19). Goal negotiation—which involves discus-
sion of any problems, exploration of patients’ personal
values, needs and capabilities, patient education and
deliberation on optional goals—is considered a precon-
dition for goal setting within self-management (1,3,19).

In addition, some authors underline the importance
of action planning and (proactive) coping planning after
goal setting (10,19,31). It includes planning about how
to work on the established goals; specifically about who
carries out each action as well as when, where and how
often (10). Proactive coping is defined as ‘anticipating
and planning responses to obstacles that can occur dur-
ing goal realization’ (22). It involves identifying situations
in which failures are likely to occur, and planning strate-
gies on how to deal with these situations in advance
(22,32). Action planning and coping planning are
approaches also used within problem-solving techniques
(33). Patient-driven action plans and coping plans con-
tribute to patient empowerment (12). Furthermore, as
the nature of chronic diseases is dynamic and progres-
sive, periodic goal evaluation through monitoring is
important (17).
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Negotiation, setting, planning and evaluation of goals
are phases recognized in the process framework by
Scobbie, Wyke and Dixon (2011) (19) and in the ‘5-A
model’ (17) (in the phases of Agreeing, Assisting and
Arranging). This is in contrast to the definitions that limit
goal setting to the process of agreeing on a goal (10,18).
Explicitly highlighting goal negotiation, setting, planning
and evaluation in the definition of goal setting within
self-management may contribute to family doctors’
awareness that goal setting is a circular and continuous
process.

Besides, family doctors need to be able to communi-
cate collaboratively with their patients throughout the
whole goal setting process. A collaborative perspective
and communication style, for example, is frequently
used within cognitive behavioural techniques (34). In a
randomized controlled trial Christiansen et al., (2010)
indicate that cognitive behavioural problem-solving
techniques might ensure goal realization for chronically
ill patients (35). Moreover, other approaches for goal
setting, like ‘motivational interviewing’ (a well-known
counselling approach for behaviour change) (36),
‘mental contrasting’ (technique to imagine benefits and
barriers for goal achievement) and ‘forming implementa-
tion intentions’ (technique to form if-then plans and
specifying when, where and how) (37) can be incorpo-
rated in cognitive behavioural techniques, leading to
higher goal commitment (35).

Because of the discussion, more attention should
be devoted to developing tools, interventions and pro-
fessional skills that are necessary to accomplish the
entire goal setting process with the patient. To date,
information on the effectiveness and feasibility of tools
that support professionals working in primary care in
completing the goal setting process (i.e. to negotiate,
set, plan and evaluate goals) with their patients is
hardly available (38).

How can professionals decide on the degree of support
needed for goal setting within self-management?

Although goal-setting definitions address goal setting as
a process, goal setting within self-management is also a
skill that can be acquired by the patient (6,10). Assisting
patients in developing the skills required to set goals can
be seen an integral part of self-management support
(7,17). Within self-management support, patients can be
taught goal setting, with the aim of empowering them
to continue goal setting for themselves (http://selfman-
agementuk.org).

However, some patients do not wish to participate
actively in goal setting or to self-manage. Some patients
may prefer their family doctors to decide on their goals
for them (25,41). Furthermore, not every patient will be
able to develop the capability to set self-management
goals. Patient limitations in cognitive and communicative

skills, limited insight into the symptoms and disabilities,
and unstable emotional situations can limit participa-
tion in goal setting (7,18). The literature presents sev-
eral concepts that are related to patients’ goal setting
skills, like self-efficacy (20), sense of coherence (42) and
autonomy (43). The first two are concerned with the
belief and trust in one’s ability to perform (self-manage-
ment) behaviour. In particular, a person’s sense of
coherence is related to being able to cope proactively
with tension and stressors, which is, as mentioned ear-
lier, also part of the goal-setting process (19,44). More-
over, patients’ autonomy is often regarded as a
requirement to manage chronic conditions (43). Deci-
sional autonomy is needed to understand information
and make decisions (set goals) and executive autonomy
is needed to implement decisions (43).

Tools are available that measure all these concepts.
However, it is unclear whether or how they could con-
tribute to optimize goal setting within self-management.
There seems to be a need for a clear overview of feasible
tools that support family doctors and practice nurses in
investigating the degree to which an individual patient
can and wants to set self-management goals.

How can patients set their goals and how
can professionals support them?

Goal setting is often presented as a collaborative process
between a patient and a professional (10). However, one
cannot ignore the recent rapid development of (web-
based) self-management tools that patients can use
independently from professionals, e.g. aiming at the
preparation of a consultation. These tools offer oppor-
tunities for patients to think about goals themselves,
educate themselves, monitor themselves, and make
informed decisions and access support groups (3,43).
There are also tools that support patients to get in con-
tact with peers and learn from one another, e.g. through
the internet (44). For example, on the website ‘Patients
Like Me’ (http://www.patientslikeme.com/), patients
can connect with peers and share information about
their chronic conditions, possibilities for treatment and
coping strategies. As chronic conditions change over
time, it is important and desirable for patients to be able
to think about re-setting goals themselves, to proactively
plan new actions and cope with new obstacles (17).

To facilitate this, we need more understanding of
how patients themselves can identify and set goals, pos-
sibly in collaboration with others in their environment.
Tools that might support this process should be easily
accessible to patients, and they may decrease the
demand for family medicine services. These develop-
ments again will require new skills from family doctors
and practice nurses. Professionals should be able to
coach their patients in using these patient tools in a
tailored way (11).



IMPLICATIONS FOR PRACTICE AND RESEARCH

Several practical implications derive from this discussion.
Professionals working in family medicine may need to:

Widen their perspective on patient goals and use a
holistic framework that supports them to set goals
together with patients on different levels (medical,
social and emotional), and organize and interrelate
goals.

Develop skills and use tools that support the circular
process of goal setting (negotiation, setting, plan-
ning, and evaluation).

Use tools that support them to investigate patients’
motivation and skills to set self-management goals.

Coach patients to use supportive tools in a tailored
way.

These recommendations are based on current literature
on goal setting. As research in this area is still at an early
stage, it is relevant to conduct more studies to:

Empirically underpin feasibility and effectiveness of
tools to support a holistic approach.

Increase insight in which skills, assessments and tools
are effective and feasible in the different phases of
the goal setting process.

Increase insight in the way family medicine profes-
sionals can individually support their patients to have
an active role in goal setting.

Feasibility of tools and methods for goal setting is of

major importance. Therefore, involvement of patients

and professionals in their development is warranted.
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