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BACKGROUND 
 
 
This resource pack is intended to help with practical tips and suggestions to manage 
the logistical process of incorporating the PHP into the patient's annual review of 
their diabetes management and carry out something similar for COPD and Heart 
Failure. 
 
Over the last few years, practices have undertaken PHP conversations for patients 
with diabetes and COPD, as well as care planning for the 2% unplanned admissions 
DES. The aim is to build on this work, to continue reviewing and undertaking PHP 
conversations with patients with diabetes, COPD and Heart Failure. 
  
 
This resource pack is designed to support you at a practice level.  You can adapt 
most of the content to make it work for you and your patients, with some exceptions: 

 For consistency please do not adapt the Patient Satisfaction Questionnaire 
on page 15 

 We also ask that you do not adapt pages 16 – 20 as this is credited to Julie 

Denning Consultant Psychologist, with Towards Wellbeing 
 
 



PHP Resource Pack, V11, 07/04/15 

4 

PUTTING THE PERSONAL HEALTH PLANNING CONVERSATION INTO 
PRACTICE 

 
For a PHP conversation to be most meaningful, the patient must have an overview of 

‘how is my diabetes currently?’ This necessarily includes understanding the 

biometric data (i.e. blood and examination results) relating to their diabetes e.g. 
glycaemic control, BP, renal function, BMI, foot and eye status etc.   
 
It is crucial that patients receive as much of their biometric data as is 
practicable and appropriate, at least a week in advance of their PHP 
conversation, so they have time to reflect upon it before discussing it with 
their clinician. 
 
At the moment, practices vary in their set up for undertaking Diabetes annual 
reviews. Two common approaches are: 
 

 The ‘one stop consultation’ (typically 20 - 30 minutes) in which the patient has 

all examinations done (e.g. BP and foot check etc.), receives blood test 
results and discusses further management. 

 
 Giving blood results to the patient before s/he comes for their annual review 

appointment, either by post, at the surgery or over the practice website. 
 
 Alternative approaches might include the following: 
 
a) Ideally the annual review might be divided into three steps: 

 The patient has their blood tests and BMI, BP, foot check, smoking advice 
and retinal screening status done at a first (data gathering) consultation, by 
an HCA/nurse. 

 The patient subsequently receives all their data (i.e. blood results and 
examination results) in the post. This is accompanied by leaflets of 
explanation and agenda-setting prompts, encouraging the patient to reflect 
on what s/he wants to address in managing his/her diabetes. 

 The patient has a second (annual review) consultation, consisting of the QOF 
review plus the PHP conversation, with their practice lead DM clinician. 

 
b) Realistically, your practice is unlikely to be able to change its current way of 

organising its diabetes clinics, simply in order to accommodate this year’s Diabetes 

LES. 
 
c) Pragmatically, and in order to comply with the ethos and fundamental principles 

of Personal Health Planning, it is mandatory that the patient has access to at 
least their blood results, along with the leaflets of explanation and agenda 
setting prompts, at least one week before their annual review/PHP consultation.   
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FLOW CHART FOR IMPLEMENTING THE PHP PROCESS EFFECTIVELY 
 

Invite patients to participate by self-selection 
A pragmatic approach might be to have the PHP conversation with patients 

who are willing to try this process out. 
 
 
 
 

Send patients relevant test results, particularly their blood results 
ahead of the review appointment. 

Send a leaflet to explain what the results mean 
Send a leaflet to encourage the patient to think about aspects of their 

diabetes they want to self-manage more effectively  
(see P8, 9 and 10 for the leaflets) 

 
 
 
 

Arrange a review appointment 
And complete the PHP document with your patient. 

 
 
 

 
Identify local resources to help patients achieve their goals. 

Sign-post patients to resources that will support their self-management and 
improve their confidence to carry out their PHP 

 
 
 
 

 
Create a record of the PHP. 

 
 
 

 
 

Read code that the PHP has been done. 
 

 
 

 
 

Give the patient a satisfaction questionnaire to complete before leaving the 
surgery (see P13). 

 
 
 
 
 
This resource pack contains examples of letters, templates and leaflets to support 
you in this process. It also contains a list of resources that you can use to sign-post 
your patients towards for self-management support. 
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Your practice may choose to create an electronic template to record PHPs directly 

into the patients’ electronic notes; alternatively, practices may prefer to scan 

completed PHP documents into the patients’ notes. 
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TEMPLATE PATIENT INVITATION LETTER FOR 
PERSONAL HEALTH PLANNING 

(On practice headed paper) 
 

 
DATE 
 
Dear 
 
We are inviting people with diabetes to participate in a new way of looking after their 
health, called Personal Health Planning.  This is in addition to providing you with 
the care that you usually receive from us. 
 
People with diabetes have to live with and deal with their condition 365 days of the 
year but they may only see their GP or nurse or specialist a few times per year.  
While doctors and nurses have an essential role in monitoring your health and 
advising appropriate treatments, you are the expert in managing your condition day 
to day and can make the changes needed to get healthier.   
 
These changes might be: to take your medications regularly, to lose weight, or to 
exercise a bit more.  Only you know what obstacles there are in your life that stops 
you from making that change today. 
 
Personal Health Planning is a way of helping you to identify what changes you 
might need to make and to devise Goals related to those changes.  Together with 
your GP or Nurse Specialist you will set an Action Plan to achieve your goals  
 

Here’s an example:  

GOAL: “I want to be more active” 

ACTION PLAN: “I could start by walking to work for three days a week.  But in winter, 

the weather is often bad, so I need to buy some rain gear. I’ll tell my family what I’m 

doing so they can remind me to walk to work.”  

 
The process of Personal Health Planning is really nothing more than working 
together with your Nurse/GP and having a structured conversation with them at your 
next annual Diabetes review.  The result of your planning conversation will be that 
you agree on, and take away a copy of, your Action Plan, so you can use it to remind 
yourself to make the changes that you feel most committed to.   
 
At your annual review appointment you and your Diabetes nurse or GP will also 
discuss how you are currently controlling your diabetes.  If need be advice will be 
given about any further treatments or medications that you may need, just as usual.  
 
If you decide to take up our invitation for Personal Health Planning, we will send 
you your blood tests results by post, at least one week before your annual diabetes 
review appointment at the Surgery.  We will also send you a pack that helps to 
explain your results and helps you to think about what types of goals you would like 
to set for yourself. 
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If you are interested in participating in Personal Health Planning, please tear off the 
reply slip below and hand it in at the Surgery.  Alternatively you can ring and tell the 
receptionist that you want to participate and she will note it in your records. 
 
If you do not want to participate in Personal Health Planning, you do not need to 

contact us.  We will send you an annual review appointment as in previous years – 

your usual care will not be affected if you chose not to participate. 
 
 
Yours sincerely, 
 
 
 
 
 

Dr …………………. 

 
 
 
If you would like to participate in Personal Health Planning please detach and 
return to the practice ASAP 
 
 

Your name …………………………………………………………………………………….. 

 

Your date of birth …………………………………………………………………………… 

 
Yes, I wish to participate in Personal Health Planning for my diabetes   
 

Your signature ………………………………………………………………………………. 

 

Date …………………………………………………………………………………………… 

 
 

Please return to: Insert contact name and practice address 
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DIABETES RESULTS 
 

 
Patient Name: 
 
 
Date of tests:         

 
 
 

Test: 

Re 
Results: 
 

HbA1c (AVERAGE GLUCOSE CONTROL)    
(ideal = less than 7.0 (old figures))  
(ideal = less than 53 (new figures)) 

  

TOTAL CHOLESTEROL           (target = less than 4) 
   

KIDNEY FUNCTION: eGFR blood test (target = more than 60) 
   

KIDNEY FUNCTION: ACR urine test (target= women less than 
3.5, men= less than 2.5) 
   

 
 

BLOOD PRESSURE (ideal = less than 130/80)  

BMI (target = women 19-24, men = 20-25) 
   

 
RETINAL SCREENING RESULT 

 
 
 
 

 
 
 

 
FOOT SCREENING RESULT 
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WHAT DO THE RESULTS MEAN? 

 

HbA1c checks the average level of glucose in your blood during the last 2-3 months. 
It is not the same as your blood glucose finger prick level. High glucose levels 
continuing over a number of years can damage the eyes and kidneys.  The higher 
the number, the higher the risk.  The best level is less than 7% or 53mmol/mol.  For 
many people with diabetes, it may not be possible to get the HbA1c that low. Any 
reduction of a high level will be beneficial for future health. 
 
You can help to reduce your HbA1c by: taking medication, taking or adjusting insulin 
losing weight eating smaller portions, eating less fat and eating less sugar 
 

Cholesterol is a blood fat that can block blood vessels. Lowering your cholesterol 
can reduce the risk of heart attacks and strokes. Treatment to lower cholesterol is 
recommended in diabetes for people over age 40.  For other people treatment 
depends on your overall risk. 
 
You can help to reduce your cholesterol by: eating less fat, eating smaller portions, 
losing weight, taking medication, eating more fruit and veg and eating oily fish. 
 

eGFR is a blood test to check your kidney function. eGFR stands for estimated 
Glomerular Filtration Rate. The higher the number, the better.  Normal kidney 
function is when the eGFR is above 90.  Below 60, the kidney function is reduced 
mildly; below 30, the kidney function is reduced significantly. It should be noted that 
the eGFR tends to worsen with age and the length of time you have had diabetes. 
 

ACR is a urine test to check your kidney function. It checks for protein leakage from 
the kidney.  ACR stands for Albumin/Creatinine Ratio.  The lower the number, the 
better.  The best level for women is less than 3.5 and for men, it is less than 2.5. 
 
You can help to reduce your risk of developing kidney disease by; reducing your 
HbA1c, reducing your Blood Pressure, taking medication and not smoking. 
 

Blood pressure (BP) is the pressure of blood that flows through your body. The 
lower your BP, the lower your risk of developing heart attacks and strokes. The ideal 
BP is below 130/80, or 125/75 if you have kidney problems. 
 
You can help to reduce your BP by: drinking less alcohol, reducing salt, eating more 
fruit and veg, taking medication, losing weight and being more active. 
 

Weight is measured as your BMI (Body Mass Index). It compares your height to your 
weight and can be a way of predicting your risk of developing a heart attack or 
stroke.  A healthy BMI is 19-24 for women and 20-25 for men. 
 
You can help to lower your weight by being more active, eating less fat, eating 
smaller portions, having less alcohol, taking medication. 
 

Smoking also increases your risk of heart attacks and strokes. 
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WHAT DO I WANT TO MANAGE BETTER? 
 

If you have diabetes, here are some things you may choose to talk about with your 
doctor or nurse at your next appointment: 
 

 Taking my medications to control my blood glucose 
 

 Taking my medications to control my blood pressure 
 

 Taking insulin 
 

 Physical activity 
 

 Depression 
 

 Diet 
 

 Losing weight 
 

 Daily foot care 
 

 Smoking 
 

 Blood glucose monitoring 
 

 Driving and the DVLA 
 

 Advice about contraception or planning a pregnancy 
 

 Sexual problems 
 

 Joining Diabetes UK or the local voluntary group 
 

Other concerns that I have: 
 

TEMPLATE  

Personal Health Plan 

 
Link to COPD and other QOF indicators for 2015 / 2016: 
http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care
%20contracts/QOF/2015%20-
%2016/2015%2016%20QOF%20guidance%20for%20stakeholders.pdf  

 

 
What do I want to discuss today? 
What do I want information about? 
 
1 
 
2 
 
3 
 

http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/QOF/2015%20-%2016/2015%2016%20QOF%20guidance%20for%20stakeholders.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/QOF/2015%20-%2016/2015%2016%20QOF%20guidance%20for%20stakeholders.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/QOF/2015%20-%2016/2015%2016%20QOF%20guidance%20for%20stakeholders.pdf
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My Action Plan 
 

Goal: 

What do I  WANT to do: 

 

Describe: 

How 

Where 

What 

Frequency 

When 
 

 

Obstacles: 

What might stop me from 
achieving this goal? 

 

How I will overcome these 
obstacles? 

 

 

How motivated am I to do 
this?  

On a scale of 1 – 10: 

1 - not at all motivated 
10 - absolutely motivated 

 

How confident am I that I 
can do this?  

On scale of 1 – 10 

1 - not at all confident 
10 - absolutely confident 

 

Follow up 
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A COMPLETED  

Personal Health Plan  
 

My Action Plan 
 

Goal: 

Something I want to do 

 
BEGIN EXERCISING 

Describe: 

How 

Where 

What 

Frequency 

When 

 
 
Walking 
 
Around the block 
 
2 times  
 
4 times per week  
 
After dinner  

Obstacles: 

What might stop me from 
achieving this goal? 

 

I have to clear up after dinner before I go out. 

Bad weather. 

How I will overcome these 
obstacles? 

Ask the kids to help clear up after dinner. 

Get some rain gear. 

How motivated am I to do 
this?  

On a scale of 1 – 10 

1 - not at all motivated 
10 - absolutely motivated 

8 / 10 

How confident am I that I 
can do this?  

On a scale of 1 – 10 

1 - not at all confident 
10 - absolutely confident 

7 / 10 

Follow up 
 
 
 
 
 

2 months – I will be seeing the practice nurse 

again about my BP, so I will discuss how I am 
getting on with my Action Plan then. 
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FOLLOWING UP THE PERSONAL HEALTH PLAN 
 

 
Many of the patients who participate in Personal Health Planning will be well known 
to you personally. You may be likely to see them intermittently between Diabetes 

annual reviews – e.g. monitoring BP or medication adjustments etc. 

 
Ideally, the patient would be reviewed, after a mutually agreed period, by the clinician 
who undertook the Personal Health Planning conversation, to see how the patient 
has fared and to provide further support as needed.  This PHP follow up could be by 
phone or consultation. 
 
Realistically, this may not be possible due to resource implications. 
 
However, where you know you are likely to see the patient again, you may choose to 
use that consultation to follow-up how the patient implemented their PHP.  Even a 
brief follow up intervention demonstrates support, encouragement and even trust in 
the patient that he or she can achieve realistic goals that they have set themselves.  
This also provides an ongoing message to patients that their own behaviour can 
genuinely influence their health outcomes. 
 

Putting a yellow flag onto the patients’ notes, e.g. ‘please follow-up PHP at next visit’, 

will increase the likelihood that this occurs. 
 
If no opportunity for following up the PHP occurs during the year, then it should be 
followed up at the next annual Diabetes review in all cases. 
 

 
PATIENT SATISFACTION WITH THE PHP CONVERSATION 

 
 
Please hand the questionnaire out at the end of the annual review consultation.  The 
questionnaire will be anonymised, other than to identify which practice the patient 
belongs to. 
 
We request that each practice send its completed questionnaires to their Locality 
Manager at the end of each quarter, via email or post.  The Managers will analyse a 
random sample of these questionnaires, to see how much patients value this 
intervention.  This analysis will be fed back to practices in due course. 
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PATIENT SATISFACTION QUESTIONNAIRE 
(on practice headed paper) 

 
 

Please complete this questionnaire before you leave the surgery today 
and hand it in at reception.  Your answers are anonymous.  
 
 
How long have you been diagnosed with Diabetes ………………………. years 
 
In your consultation today, did you: 
 

 Discuss what was most important to you in managing your own health? 
 
 Yes / no (please circle) 
 
 

 Get support to set a goal for yourself? 
 
 Yes / no (please circle) 
 
 

 Arrange to discuss your progress on your goal(s)? 
 
 Yes / no (please circle) 
 
 

 How supported do you feel in managing your own health? 
 

 
 1 2 3 4 5 6 7 8 9 10 
 

 Where 1 is ‘not at all supported’ and 10 is ‘very supported’ – please 

 circle your answer. 
 
 

 How confident are you that you can manage your diabetes? 
 
 1 2 3 4 5 6 7 8 9 10 
 

 Where 1 is ‘not at all confident’ and 10 is ‘very confident’ – please 

 circle your answer. 
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A toolkit to help with Personal Health Planning 

The ‘Bio Psycho Social’ Approach 

George Engel introduced the Bio Psychosocial Model in 1977. This broad 
reaching, holistic model accompanied a dramatic shift in focus from disease to 
health, recognising that psychosocial factors (mood, beliefs, coping style, 
relationships, stress) greatly impact recovery from illness and disease.  

The model requires a medical practitioner to consider their patient in terms of 
biological, psychological, and social factors: 

• Biological factors: pathology present  
• Psychological factors: mood, beliefs and coping strategies 
• Social factors: culture, significant other’s views, social support 

 
 
Chronic or long term illnesses have sensory, affective and cognitive 
dimensions  
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The Cognitive Behavioural Approach 

 
The premise behind Cognitive Behavioural Therapy is that it is important to 
understand the relationship between thinking, feeling and behaving in any 
given ‘trigger’ situation.  This therapeutic approach suggests that unhelpful 
thinking styles can negatively impact on our emotions and behaviour and that 
by identifying and challenging such cognitive styles, improvements in mood 
and behaviour will be observed.      
 
CBT tools and techniques help individuals to identify and then challenge their 
thinking patterns and beliefs and then replace errors in thinking, such as 
overgeneralising, magnifying negatives, minimizing positives and 
catastrophising, with more realistic and effective thoughts. Thinking in a more 
flexible, realistic and fact-based way can reduce emotional distress and self-
defeating behaviour and can improve coping and self-management of 
persistent and long-term conditions.  
 
It can take a significant amount of time and study to become a Cognitive 
Behavioural Therapist, but health professionals (HPs) can use a cognitive 
behavioural approach with their patients.  
 
One tool that HPs can use is a basic cognitive behavioural model known as 
‘the hot cross bun’.  This model is used as a tool to help the patient 
understand what they are thinking and explore the effect of their thoughts on 
their bodily feelings (physical sensations), their mood/ emotions and their 
behaviours. 
 
An example is provided below of a diabetic patient below who needs to do a 
foot check: 
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Agenda Setting 

When you review a patient its helpful to borrow agenda setting from CBT. An 
agenda in a CBT session is no different from a meeting agenda. You set out 
at the start what you need to cover in the time available, prioritising where 
necessary. This will focus your time together and should cover: 

 

– The patients’ needs (patient first) 
– Your needs (you second) 
– Goal setting 
– Check on what’s been agreed 

 

Patient first 

 

• Review with patient where they are at, using their personal health plan 
(PHP) to act as a starting point for discussion and to ensure that 
previous goals were achieved 

• Explore any issues they have had recently relating to their illness and 
goals 

• Were they able to carry out their goal without difficulty? If no, what was 
the problem (thoughts/emotions/behaviours/physical)? 

• Ask if they have anything they would like to discuss 
 
 

You second 

 

• Once you have explored patient concerns (thoughts) and 
achievements (behaviours), suggest areas that you would like to focus 
on in the review based on information you have gained so far 

• Explore these with your patient. Try to problem solve 
(thoughts/emotions/behaviours/physical sensations 

• Ensure that you have focused on both physical and psychological 
issues 

• Make sure that you do not cover too many issues in one session, as 
this will reduce the impact of what you have discussed. Identify priority 
issues – what is most important to the patient? 

 

Your Tool Kit 

 

• To carry out an effective review the following tools may help you: 
 

– ACTUP 
– GROW 
– SMARTER 
– Generate helpful questions 
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ACTUP 

This is a mnemonic to remind you to ask the patient about: 
 

• Activities:  
– How is your your illness affecting your life (i.e., sleep, appetite, 

physical activities, relationships)? 
• Coping:  

– How do you deal/cope with your LTC (what makes it 
better/worse)? 

• Thinking:  
– Do you think your LTC will ever get better? 

• Upset:  
– Have you been feeling worried anxious or depressed (down, 

blue)? 
• People:  

– How do people respond to you and your LTC? 
 
(Turk and Robinson 2010) 

 

Setting goals: Grow 

 

GROW is a mnemonic to help you to set goals: 
 

• Based on what has been discussed, agree with the patient the goals 
they aim to achieve before their next review session ‘G’ (GOAL) 

 
• Together with the patient, identify where they are at here and now in 

relation to that goal  ‘R’ (CURRENT REALITY) 
 

• Given their current reality, explore the possibilities to achieve their goal. 
Set out a plan of action considering all options and possible barriers 
and how to overcome them ‘O’  OPTIONS 

 
• Check your patient is happy and that you have a joint expectation of 

what will be done before the next review. Ensure that they go away 
with a completed plan ‘W’  WILL 

Key points about goals 

Your patient must set the goals, not you. Your job is to guide them to set 
goals that are meaningful and that they can achieve. Achieving a small goal 
builds self-efficacy and the person is more likely to try something else. Failure 
can cause loss of confidence. 
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Goals should be SMARTER 

 

• Specific/Sensible 
 

• Measureable, 
 

• Achievable, Agreed, Adjustable 
 

• Realistic, Relevant,  
 

• Time based, Trackable, Tangible 
 

• Emotional Resonance/ Enthusiasm Reward 

 

Generating helpful questions 

 

Helpful questions are the ones that help you to fully understand patient’s 
beliefs about their illness and how they cope with it.  You need to be 
inquisitive to find out how the patient’s illness is affecting their lifestyle. This 
will help them to recognise things that are important to them and to set goals 
around these things to better manage their LTC. 
 
 
Use 

• Open questions 
 

• Probing questions 
– Who 
– What 
– Why 
– When  
– How 

 
• Leading questions – useful/helpful? 

 

Here are a few example questions 

 
• What do you intend to do? When will you do it, how will you do it and 

how often? 
 

• Why have you chosen this goal? 
 

• What might stop you and how do you plan to overcome it 
 

• If you are unable to achieve your goal(s), what do you intend to do? 
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For further information and references 
 
More detailed information about the biospychosocial approach, cognitive 
behavioural therapy, personal health planning and the W2W tool kit is 
available on our website www.workingtowardswellbeing.com 
 
 
Julie Denning Consultant Psychologist, September 2012 

http://www.workingtowardswellbeing.com/
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LOCAL COMMUNITY RESOURCES TO SUPPORT SELF-MANAGEMENT 
 

 
There is no single, easily searchable, up-to-date list of all Local Authority and 
voluntary sector resources that support self-management.  
 

However, the following resources are helpful to finding out ‘what’s out there’ in terms 

of support for patients to self-manage.  Informing patients of these resources during 
the PHP conversation may increase their confidence to carry out their Action Plan. 
 
The Hertfordshire Self Care Directory  

 compiled in July 2011 (but not updated since then) 
 lists how to access advocacy services, Diabetes UK and local groups, MS 

Society and local support groups, Parkinson’s support groups, Breathe Easy 

groups, various Heart and Stroke support groups, Rehab services, Health 
Walks, Stop Smoking services, Dial a Ride, British Red Cross, Turning Point 
and Age UK, amongst many other resources. 

 For more information email: Helen.Edmondson@enhertsccg.nhs.uk 
 

 
HertsHelp 

 HertsHelp is a network of community organisations working together. They 
can help you find the practical support, guidance and information you need to 
get the most out of life. HertsHelp has one phone number and website 
address to help you find your way around the 100s of community groups in 
Herts who may be able to help  

 http://www.hertsdirect.org/your-community/ihertshelp/ 
 
 
Healthwise 
Healthwise is a countywide service which helps older people with early dementia and 
depression to retain their independence through an enjoyable programme of: 

  

 healthy eating 
 gentle exercise  
 digital inclusion 
 social interaction 

The programme runs for a 10 week cycle.   
It is suitable for patients age 50+. 
 
http://www.ageuk.org.uk/hertfordshire/Our-services/Healthwise/ 
 
 
 
You could put relevant information up on your notice board for your patients to 
access. 

 
 
 

mailto:Helen.Edmondson@enhertsccg.nhs.uk
http://www.ageuk.org.uk/hertfordshire/Our-services/Healthwise/

