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include allocating private rooms and spaces to 
facilitate conversations, extending the duration of 
consultations for sharing ideas between physicians 
and patients without time pressure, and prompt 
provision of interpretation and language services.9 
Third, harmonising administrative workflows across 
institutions and the availability of an integrated 
electronic platform that enables the seamless  
sharing of health records and medical information 
between care providers could improve the  
efficiency of care delivered to patients. 

Evaluating the patient-healthcare-provider 
interaction is pivotal in effecting a person-centred 
change in the processes within healthcare.  
Healthcare providers must change the way that 
patients are engaged and strive to work towards 
developing personalised care plans—through  
shared decision-making, as opposed to being  
overtly prescriptive in their practice. To this 
end, healthcare professionals need to be more  
responsive and sensitive to patients’ values and 
preferences through a deeper understanding of 
their psychosocial and cultural contexts. There  
is also an imperative need for healthcare  
professionals to cultivate communication through 
actively listening to their patients, including the 
sharing of medical information with patients. From 
the patients’ point of view, knowing about their 
health is essential in empowering them with the 
confidence and desire to have an opinion about 
their care. However, health literacy often needs  

to be improved. A recent national survey of older  
adults found that over two-thirds of adults had 
difficulties reading, understanding, exchanging 
and using health information and resources.10 
Programmes to improve people’s medical  
knowledge and understanding of their medical 
conditions are thus vital.

A restructuring of the healthcare financing  
framework is necessary to incentivise PCC  
adoption and an essential step in effecting a  
person-centred change in the care delivery process. 
As the principles of PCC mainly drive the adoption 
of qualitative changes in a health system, financial 
incentives positively associated with quantitative 
tasks may be ineffective in nudging an uptake of  
PCC. Bundled payment schemes, which assign  
costs based on an overall assessment of a person’s 
utilisation of health services, might be a better 
alternative in encouraging physicians to adopt 
principal ownership of persons, compared to the 
conventional fee-for-service model.11 In Singapore, 
patients may claim up to SGD500 to SGD700  
yearly for outpatient payment of any chronic disease 
covered by MediSave, a national medical savings 
scheme apportions a part of a citizen’s income 
for healthcare needs.12 Such a payment scheme 
may be customised to serve as a personal budget  
jointly managed by patients and their principal 
physicians, promoting conscious care provision and 
resource utilisation based on a commonly agreed 
upon action plan. 

Fig. 1. Applying the Donabedian9 model of examining health services to the implementation of a person-centred care model.
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