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Introduction: The degree to which patients are able to understand, cope with, and manage their illness and daily lives can be assessed
using the Patient Enablement Instrument (PEI) questionnaire, a tool widely recognized as the gold standard for such evaluations. The
primary objective of this study was to assess the level of agreement between patients and General Practitioners (GPs) in evaluating
enablement following a consultation.

Patients and Methods: A cross-sectional observational study was carried out using the PEI in urban area, (3,88% of patients without
GP). Surveys were conducted with individuals over 18 years of age after their GP appointment. They were invited post-consultation to
self-complete the PEI survey (range: 0—12) and sociodemographic questionnaire, following the written informed consent. Both patients
and GPs completed the PEI. A minimum sample size of 108 participants was calculated, and a favourable opinion was obtained from
the Ethics Committee of the Faculty of Medicine of the University of Porto (FMUP).

Results: The study included 16 physicians and 238 patients (65.1% women, median age 59). Patients reported higher levels of
enablement than GPs (median 8 vs 6), with a mean bias of 0.89. The agreement between the patients and the GPs was poor (42%—
46%), and the reliability of the total score across the six PEI items (intraclass correlation coefficient: 0.126) was low.

Conclusion: In this sample, GPs underestimated patients’ perceived enablement levels. Enablement is multidimensional and depends
on various clinical interactions and care processes. Factors influencing enablement and its impact on disease self-management and
health outcomes should be explored in future research.
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Introduction

Chronic diseases increasingly represent a sustainability challenge for health systems, requiring a shift from a disease-
centred to a patient-centred approach. This shift implies enhancing patient enablement and involving individuals more
actively in the healthcare system in order to better address their needs.'?

Today, addressing health enablement is essential. It is a process that leads to greater understanding of one’s condition,
determining better control over both the illness and the individual’s overall well-being." However, enablement is neither
a simple nor necessarily linear process. Enablement depends on specific individual circumstances.

In healthcare, consultations with the family doctor are fundamental to ensuring high-quality care.” In 2011, patient
enablement was added to the WONCA framework as one of its 12 core pillars.® At the heart of this enablement approach
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lies the doctor—patient relationship, which should function as a cooperative partnership.' Striking a balance in this
relationship can be a challenge; it requires the development of an empathetic relationship and ongoing negotiation during
each consultation. Furthermore, empathy and effective communication are central to this relationship and may play
a critical role in enhancing patient enablement. In addition, patients’ health literacy must be supported. Recent studies
have demonstrated that patients with adequate health literacy experience higher levels of enablement and improved
health outcomes, hence the need of enablement.®*

Enabling people to manage their illnesses also has a positive psychological effect, enhancing self-confidence and self-
esteem.’

We therefore define enablement as the extent to which a person feels strengthened after a consultation in terms of
their ability to understand, manage, and cope with their condition. Higher levels of enablement post-consultation has
been associated with improved clinical outcomes, which may be influenced by a range of factors, including empathy,
patient characteristics (such as age, gender, socioeconomic status, and multimorbidity), and consultation-related aspects
(such as duration and continuity of care).®

There are other concepts such as empowerment and patient satisfaction that often appear to be interrelated with
enablement. Patient empowerment relates to a patient’s proliferation of knowledge, skills, attitudes, or self-awareness,
combined with the confidence to participate in their care.” On the other hand, patient satisfaction depends on several
factors. One of the main ones seems to be that shared decision-making improves patient satisfaction, their involvement in
care, and their knowledge of their condition.”

It is important to understand what patients gain from consultations with their family doctor in terms of health-related
enablement. For this reason, it is critical to classify and investigate the concept of patient enablement and the
collaborative alliance established between doctor and patient.”

In this part of Portugal, the percentage of patients without a family doctor is quite low (2.7%—3.8%), which allows to
better analyse the doctor-patient relationship.'”

A number of scales measure enablement, with the Patient Enablement Instrument (PEI) being considered the gold
standard.'" This questionnaire has been validated and implemented in primary healthcare in several countries, including
Canada, China, Croatia, Japan, the United Kingdom, and Sweden.'' The PEI has been translated into Portuguese and
validated, and it was first used in Portugal in 2013.%'? It consists of six questions designed to assess the enablement that
a person obtains regarding their health and overall well-being, following a consultation with their family doctor.®

According to published studies, doctors have difficulty predicting patient enablement following appointments.'?
Similarly, there are few studies on doctors’ perceptions of patient enablement, and none have been conducted in Portugal
to date. Therefore, both the patient and the doctor were asked to complete the PEI after the scheduled consultation.'* The
aim was to assess the level of agreement between patient-reported enablement (self-assessment) and the doctor’s assess-
ment of the patient’s enablement in relation to the same consultation, using the same instrument. In this study, it was
considered pertinent to explore the relationship between health enablement and various sociodemographic characteristics
(age, gender, education, occupational area, and chronic illness), as well as consultation-related factors (appointment
initiation), the ethical question “In today’s consultation, did the doctor pay more attention to your complaints or to you?”’
and the doctor’s level of experience. After characterising the health enablement of both patients and family doctors, the
main objective was to assess the degree of agreement between these two assessments, using the PEI scale.

Materials and Methods
This was an observational, cross-sectional study. Patients attending scheduled appointments at two Family Health Units
(FHU), Portuguese primary Health Care facilities, in the Povoa de Varzim/Vila do Conde district, participated in the
study. Data collection took place between May to July 2024, on consecutive working days, and General Practice/Family
Doctors (GP/FM) were voluntary.

Patients were eligible if they were aged 18 or over, had a scheduled appointment with the doctor (whether booked by
the doctor or by the patient), and had already attended at least one previous medical consultation with the same doctor.
The following exclusion criteria were applied: individuals unable to provide informed consent or complete the survey
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due to dependency; patients with severe psychiatric disorders; patients who did not speak or understand Portuguese, and
those not attending a consultation with their GP/FM.

Both questionnaires were self-administered after the consultation. Each included the PEI scale (Figure 1), cross-
culturally adapted and validated to European spoken Portuguese.®'? The patient questionnaire also included sociodemo-
graphic data and the ethical question; “In today’s consultation, did the doctor pay more attention to your complaints or to
you?” (Appendices I and II). The patients were invited to participate by their GP/FM after provided written informed
consent and were instructed to put the completed questionnaire in a sealed box next to the primary health care facility
reception area. The GP/FM completed the PEI scale for the same consultation as a reflective estimate, based on the belief of
the patient response, since the doctors were blind to the patients’ responses. Both questionnaires shared the same
alphanumeric code to enable pairing, while preserving anonymity. No personally identifiable information was collected.
Responses were scored as follows: “much better/more” (2 points), “better/more” (1 point), “the same or less” (0 points), and
“not applicable” (0 points). The final PEI score was determined by the sum of the responses to the six items, with a possible
range of 0 to 12 points. This PEI score was considered valid when at least three of the six questions were answered. All
responses were kept free of any personally identifiable information and entered into a password-protected database
accessible only to the research team. Data will be securely destroyed two years after the conclusion of the study.

This study was approved by the Ethics Committee of the Faculty of Medicine of the University of Porto, and
authorisation was obtained from the directors of the participating Primary Health care units.

Data was analysed using SPSS v. 28 and R. Categorial variables were described using absolute and relative
frequencies, n (%). For continuous variables, those with normal distribution were summarised using the mean and
standard deviation, M (SD), while non-normally distributed variables were summarised using the median and inter-
quartile range, Med [Q1; Q3]. Normality of the distributions was assessed by visual observation of the corresponding
histograms. The minimum sample size (n = 108) was calculated to perform a linear regression, based on nine
independent variables, a significance level of 5%, a power of 90%, and an effect size of 0.2.

The score obtained by adding up the responses to the six PEI items was treated as a continuous variable. In this case,
reliability was assessed using the intraclass correlation coefficient (ICC), which ranges from 0 (no reliability) to 1
(perfect reliability). Agreement between patients and doctors was further analysed using a Bland—Altman graph
(Figure 2). This method enables the visualisation of the differences between paired measurements as a function of
their mean, providing insight into systematic and random biases. The limits of agreement were calculated as the mean
difference £ 1.96 times the standard deviation of the differences, corresponding to the 95% confidence interval.

Agreement between patients and GPs for each of the six items on the PEI was assessed using the overall agreement
proportions, the specific agreement proportions for each response category (0, 1, 2), and the respective 95% confidence
intervals [95% CI]. The proportion of agreement makes it possible to assess the degree of concordance between two
independent observers regarding the same phenomenon, so the higher the value, the greater the agreement. Reliability for
each of the six PEI items was assessed using the weighted kappa coefficients (k) and the corresponding 95% confidence
interval [95% CI]."> Given that the distribution of responses was skewed (with few responses in category “0”), we
additionally reported category-specific agreement proportions, as low prevalence categories can artificially deflate kappa
values despite high observed agreement.

As a result of your visit to the doctor today, do you feel you are...
MUCH BETTER? BETTER® | SAME OR
LESS®
Able to cope with life
Abre to understand your illness
Able to cope with your illness
Abre to keep yourself healthy
MUCH MORE MORE SAME OR
LESS
Confident about your health
Able to help yourself
Figure | Patient enablement instrument (PEI) a - Much better/more = 2; b - Better/More = I; c - Same/less/not applicable = 0.
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Figure 2 Comparison between the PEl score obtained by patients and that obtained by doctors (Bland and Altman) Green line: 10.34 [9.29; | 1.39]. Red line: =8.57 [-9.62; —7.51].
These are the upper limit and the lower limit of agreement, ie, the maximum and the minimum expected difference between scores for 95% of observations.

Simple linear regressions were performed to explore the possible associations between the PEI score reported by the
patients and other variables. All variables demonstration significance at the 20% level were included in a multiple linear
regression model. Subsequently, non-significant explanatory variables were eliminated sequentially, in descending order
of p-value, until only variables with statistical significance at the 5% level remained in the final model. The regression
results were reported using regression coefficients, corresponding 95% confidence intervals, f [95% CI] and p-values.

Results

The study included 16 doctors (nine from FHU A and seven from FHU B), comprising 11 women and five men. A total of 238
paired questionnaires were completed, with an overall response rate of approximately 99.15%. Regarding the sociodemo-
graphic characteristics of the sample, shown in Table 1, 155 (65.1%) of the respondents were female and 83 (34.6%) male. The
mean age of the patients was 59 years (median 62; interquartile range 43.5-69). In terms of education attainment, most patients

Table | Socio-Demographic Characterization of the Sample

FHU A FHU B Total
n=125 n=113 n =238
Sex, n (%)

Female 84 (67.2%) 71 (62.8%) 155 (65.1%)
Male 41 (32.8%) 42 (37.2%) 83 (34.9%)
Age, Med [Q); Qs;] 59 [44; 71] | 58 [41.5; 66.5] | 59 [43.75; 69]

Education, n (%)
Cannot read or write 0 (0%) 2 (1.8%) 2 (0.8%)
Can read or write 3 (2.4%) 8 (7.1%) Il (4.6%)
6th grade 2 (1.6%) 0 (0%) 2 (0.8%)
9th grade 58 (46.4%) 48 (42.5%) 106 (44.5%)
12th grade 33 (26.4%) 32 (28.3%) 65 (27.3%)
Licence 16 (12.8%) 18 (15.9%) 34 (14.3%)
Master 12 (9.6%) 4 (3.5%) 16 (6.7%)
Doctorate 0 (0%) 1 (0.9%) | (0.4%)
(Continued)
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Table | (Continued).

FHU A FHU B Total
n=125 n=1I13 n =238
Chronic pathology, n (%)
No 35 (28.0%) 33 (29.2%) 68 (28.6%)
Yes 90 (72.0%) 80 (70.8%) 170 (71.4%)
Consultation initiative, n (%)
Patient 36 (28.8%) 32 (28.3%) 68 (28.6%)
Doctor 89 (71.2%) 79 (69.9%) 168 (70.6%)
Other 0 (0%) 2 (1.8%) 2 (0.8%)
More attention to, n (%)
Me 19 (15.2%) 11 (9.7%) 30 (12.6%)
Both 95 (76.0%) 88 (77.9%) 183 (76.9%)
Complains Il (8.8%) 14 (12.4%) 25 (10.5%)

had completed the 9™ year of schooling (44.5%). Among the study participants, 170 had chronic conditions, with the most
common being hypertension (43.3%), diabetes mellitus (19.7%), and dyslipidemia (17.2%).

Of those surveyed, in 70.6% of cases, the appointment was initiated by the doctor. Additionally, concerning to ethical
question, 76.9% of the participants reported that, during the consultation, the doctor paid as much attention to their
complaints as to them as individuals.

With regard to patients, the median score on the PEI scale was 8 (range: 0—12), while the Q1 and Q3 quartiles were 6
and 12, respectively. These results indicate that for five of the six questions asked, respondents most frequently answered
“better” and “more” to items such as “able to cope with life”, “able to understand their illness”, “able to cope with their
illness”, “confident about their health”, and “able to help themselves”. Notably, for all six questions, the answers given
least by patients were “the same or worse” and “the same or less” (Table 2). Among the 238 patients, 79.8% had a PEI
score >6, ie, were considered enabled.

Table 2 Characterization of Patient Empowerment Using the
PEl Scale in Two FHUs

FHU A FHU B Total
n=125(%) | n=113 (%) | n=238 (%)
PEI- 1, n (%)
0 21 (16.8%) 9 (8.0%) 30 (12.6%)
I 52 (41.6%) | 53 (46.9%) | 105 (44.1%)
2 52 (41.6%) | 51 (45.1%) | 103 (43.3%)
M (dp) 125 (0.73) | 1.37(0.63) | 131 (0.68)
Med [Q;; Q3] I [1; 2] 1[1;2] I [1; 2]
PEI- 2, n (%)
0 18 (14.4%) 1 (9.7%) 29 (12.2%)
I 59 (47.2%) | 49 (434%) | 108 (45.4%)
2 48 (384%) | 53 (46.9%) | 101 (42.4%)
M (dp) 124 (0.69) | 1.37(0.66) | 1.30 (0.68)
Med [Q;; Q3] I [1; 2] 1[1;2] I [1; 2]

(Continued)
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Table 2 (Continued).

FHU A FHU B Total
n=125(%) | n=113 (%) | n=238 (%)

PEI- 3, n (%)

0 21 (16.8%) 14 (12.4%) 35 (14.7%)
I 54 (43.2%) 51 (45.1%) 105 (44.1%)
2 50 (40.0%) 48 (42.5%) 98 (41.2%)
M (dp) 1.23 (0.72) 1.30 (0.68) 1.26 (0.70)
Med [Q); Q5] 1[I 2] 1[1;2] I [I; 2]
PEI- 4, n (%)
0 21 (16.8%) Il (9.7%) 32 (13.4%)
I 51 (40.8%) 52 (46.0%) 103 (43.3%)
2 53 (42.4%) 50 (44.2%) 103 (43.3%)
M (dp) 1.26 (0.73) 1.35 (0.65) 1.30 (0.69)
Med [Q); Q5] 1[I 2] 1 [I; 2] 1[I 2]
PEI- 5, n (%)
0 23 (18.4%) 10 (8.8%) 33 (13.9%)
I 53 (42.4%) 52 (46.0%) 105 (44.1%)
2 49 (39.2%) 51 (45.1%) 100 (42.0%)
M (dp) 1.21 (0.73) 1.36 (0.64) 1.28 (0.69)
Med [Q); Q5] 1[I 2] 1 [1;2] I [I; 2]
PEI- 6, n (%)
0 19 (15.2%) 13 (11.5%) 32 (13.4%)
| 56 (44.8%) 51 (45.1%) 107 (45.0%)
2 50 (40.0%) 49 (43.4%) 99 (41.6%)
M (dp) 1.25 (0.70) 1.32 (0.67) 1.28 (0.69)
Med [Q); Qs3] 1[I 2] 1 [I; 2] I [1; 2]
PEI Score,
Med [Q); Qs]; 7 [5.5; 12]; 81[6; 11]; 8 [6; 12];
M (dp) 7.44 3.79) 8.05 (3.12) 7.73 3.49)
Note: 0 = “same or less”; | = “better/more”; 2 = “much better/much more”.

Of the doctors taking part in the study, 35.3% had more than 20 years of professional experience. The doctors also
most commonly responded with “better” and “more” across all six items of the PEI. However, they had a lower median
score on the PEI scale compared with that of the patients, with a value of six (range 0—12), while the Q1 and Q3 quartiles
were six and 11.25, respectively (Table 3).

Regarding the level of agreement between patients and doctor assessments of enablement (Table 4), overall agree-
ment ranged between 42% and 46%, indicating weak concordance. Reliability was also found to be low since kappa
values for all PEI items were less than 0.20. This is probably due to the fact that category zero responses were much less
prevalent than the other two.

With regard to the reliability of the score obtained from the sum of the six items, an intraclass correlation coefficient
(ICC) value of 0.126 was obtained, which represents a low level of reliability.

The Bland—Altman method revealed limits of agreement between —8.57 and 10.34 units, which means that the largest
expected difference between patient and doctor scores is expected to fall between these values, as shown in Figure 2. The
average bias, defined as the mean difference between the scores, was also calculated. This study found that the score
obtained by patients tended to be higher than the score obtained by doctors. The mean difference obtained was 0.89,
which suggests that, on average, the patient’s score was around 0.89 units higher than the doctor’s. Since the confidence
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Table 3 Characterization of Patient Empowerment in Health
Carried Out by Family Doctors, Using the PEl Scale, at the FHU

FHU A FHU B Total
n=125 n=113 n =238
Sex, n (%)
Female 100 (80.0%) | 68 (60.2%) | 168 (70.6%)
Male 25 (20.0%) | 45 (39.8%) | 70 (29.4%)

Years working, n (%)

5to 10 years 25 (20.0%) | 31 (27.4%) | 56 (23.5%)
10 to 15 years 57 (45.6%) | 14 (12.4%) | 71 (29.8%)
15 to 20 years 0 (0%) 27 (23.9%) | 27 (11.3%)
More than 20 years 43 (34.4%) | 41 (36.3%) | 84 (35.3%)
PEI Score, 7 [6; 12]; 6[1;6]; | 6[6; I1.25];
Med [Q); Q3]; M (dp) | 836 (3.18) | 5.17 (3.73) | 6.84 (3.80)

Table 4 To Assess the Degree of Agreement Between the Evaluation of Training by Patients and Family Doctors

Variable Reliability

Proportions of Agreement

0

2

Overall

PEI | - Able to cope with life

0.007 [0.12; 0.13]

0.11 [0.03; 0.26]

0.52 [0.43; 0.61]

0.53 [0.41; 0.65]

0.46 [0.39; 0.52]

PEI 2 - Able to understand their illness

0.117 [-0.00; 0.24]

0.11 [0.04; 0.26]

0.48 [0.40; 0.57]

0.55 [0.43; 0.67]

0.45 [0.38; 0.51]

PEI 3 - Able to cope with their illness

0.161 [0.05; 0.28]

0.15 [0.06; 0.31]

0.43 [0.35; 0.52]

0.53 [0.41; 0.65]

0.42 [0.35; 0.48]

PEI 4 - Able to stay healthy

0.122 [0.01; 0.24]

0.13 [0.05; 0.28]

0.44 [0.35; 0.53]

0.53 [0.41; 0.65]

0.42 [0.35; 0.48]

PEI 5 - Confident about their health

0.115 [-0.01; 0.24]

0.13 [0.05; 0.28]

0.48 [0.39; 0.57]

0.55 [0.43; 0.67]

0.44 [0.38; 0.51]

PEI 6 - Able to help themselves

0.115 [-0.01; 0.24]

0.24 [0.12; 0.43]

0.48 [0.39; 0.57]

0.48 [0.36; 0.60]

0.45 [0.38; 0.51]

Note: Bold: Kappa values <0.2 indicate poor agreement.

interval for the bias did not include zero (0.27 to 1.50), this shows that the difference between the two scores was

statistically significant.

Table 5 shows various sociodemographic characteristics of the study population and their association with the PEI

score reported by patients (the outcome or dependent variable). Analysis showed that for each additional year of age, the

score decreased by an average of 0.03 units, which is a significant variable (p = 0.011). Statistically significant

associations were also observed for variables such as employment status and the presence of chronic conditions: being

professionally active was associated with higher PEI scores (p < 0.001), while having a chronic condition was also

associated with lower PEI scores (p = 0.018).

Table 5 Simple Linear Regression

Variables B [95% IC] p-value
Age -0.03 [-0.06; —0.01] | 0.011%
Sex
Female Reference
Male 0.91 [-0.02; 1.84] 0.055
(Continued)
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Table 5 (Continued).

Variables B [95% IC] p-value

Education level

Less than higher education Reference

Higher education 0.72 [-0.37; 1.80] 0.195
Activity

Inactive Reference

Active 1.66 [0.79; 2.53] <0.001*

Chronic pathology

No Reference

Yes —-1.18 [-2.16; —0.20] | 0.018%

Initiative for consultation

Doctor Reference
Patient —0.07 [-1.06; 0.92] 0.884
Other 3.78 [-I.11; 8.67] 0.129

More attention to

Both Reference

Me —0.75 [-2.10; 0.61] 0.278

complains 0.42 [-1.05; 1.89] 0.575
FHU

A Reference

B 0.61 [-0.28; 1.50] 0.177

Years of working

5 to 10 years Reference

10 to 15 years 0.07 [—1.16; 1.30] 0910
15 to 20 years 1.09 [-0.52; 2.71] 0.184
More than 20 years 0.35 [-0.84; 1.53] 0.568

Note: Dependent variable: PEl score reported by patients. Bold: significant at
20%a - significant at 5%.

The following variables were not statistically significant at the 5% level but had p-values below 20% and were
therefore included in the initial multiple linear regression model: gender, level of education, appointment initiative, FHU,
and years of professional experience (Table 6). In the final multiple linear regression model (Table 6), three variables
remained statistically significant: male gender (p = 0.016), being professionally active (p = 0.002), and having a chronic
condition (p = 0.034). In other words, these variables were found to be significantly associated with the patients’ PEI
score.
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Table 6 Multiple Linear Regression

Variables Initial Model, r* = 13.3% Final Model, r* = 9%
B [95% IC] p-value B [95% IC] p-value

Sex

Female Reference Reference

Male 1.15 [0.19; 2.12] 0.019* 1.14 [0.21; 2.06] 0.016
Activity

Inactive Reference Reference

Active 1.20 [0.21; 2.19] 0.017% 1.43 [0.54; 2.31] 0.002*

Chronic pathology

No Reference Reference

Yes —0.80 [-2.10; 0.50] 0.227 -1.09 [-2.09; —0.09] | 0.034"

Note: Dependent variable: PEl score reported by patients Bold and a - significant at 5%.

Discussion

Summary of the Main Results
Enablement is a multidimensional construct that can be influenced by a range of factors, whether personal, clinical, or
social. To date, few published studies have evaluated enablement using the PEI, either in Portugal or in other countries.

In this study, male participants and those who were professionally active demonstrated higher enablement scores.
Conversely, older individuals and those with chronic diseases had lower enablement scores, regardless of the specific
diagnosis (eg, hypertension, diabetes). No statistically significant association was found between enablement scores and
the initiative for the consultation, ethical question or the doctor’s level of experience.

Based on these results, following a consultation with the usual GP/FM, most patients seemed to feel better equipped
to manage their illness and life in general, reflecting an increased sense of enablement. The study was conducted across
two FHUs in different municipalities, yet no significant differences in outcomes were observed between the two sites.
The majority of doctors also reported that patients, following consultation, seemed better and more confident in dealing
with their illness and everyday life. The median total PEI score reported by patients was 8 [6;12], compared with
a median score of 6 [6;11.25] reported by doctors.

The primary objective of this study was to assess the degree of agreement between patient and doctor responses for
each item on the PEI scale (six items). Overall, the total proportion of agreement ranged from 42% to 46%, indicating
a low level of agreement. This conclusion is further supported by the intraclass correlation coefficient obtained (0.126),
which also suggests poor reliability. Although the observed agreement proportions were acceptable, the weighted kappa
values were relatively low. This apparent discrepancy can be explained by the skewed distribution of responses,
particularly the low frequency of category “0”. As previously noted in the literature, such imbalances may artificially
deflate kappa coefficients (the so-called “kappa paradox”), even when agreement is substantial. To address this limitation,
we also reported category-specific agreement proportions, which provide a clearer picture of concordance across the
response scale. When comparing the two PEI scores between patients and doctors, a consistency bias of 0.89 was
observed, patients tending to score higher than the doctors perceived. Although the bias was relatively small, it was
statistically significant.

Comparison with Existing Literature

Most of the results obtained in this study are consistent with findings reported in the existing literature. Regarding
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gender, our results align with those of Tolvanen E. et al'® and Banerjee A. et al.'” Some studies have found no
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significant differences in enablement by gender® and one has reported that women exhibit higher levels of
enablement.”

In relation to age, it is possible that the decline in cognitive ability, reduced self-confidence, and diminished self-
management associated with increasing age and multimorbidity can contribute to a decline in enablement in health and
ife 2:6:16.18-20

Enablement is related to socio-cultural factors; individuals who play an active role in society tend to feel more able to
manage their health and, consequently, their lives.'¢

As for the reduction in enablement for those with chronic conditions, our findings were similar to those reported by
Mercer and colleagues.”’

Regarding the PEI scale findings, we observed that doctors tended to underestimate patients’ level of enablement.
This is consistent with most of the studies found in the literature, where lower total PEI scores among patients have been
reported, with the highest recorded score being 6.6 in Croatia.'® Several potential explanations exist for this discrepancy:
First, patients were invited by their GPs to complete the questionnaire, and participation may have been biased towards
individuals who had greater time or availability. Therefore, despite assurances of anonymity, a selection bias or social
desirability bias could have influenced the reported enablement scores, possibly inflating them. Additionally, one of the
study’s inclusion criteria was the administration of the questionnaire following a scheduled consultation with a GP/FM.

The majority of these appointments were for the management of chronic conditions (eg, hypertension, diabetes
mellitus), and typically a follow-up consultation was scheduled at the end of this appointment by the doctor. Continuity
of care makes people feel safer and better able to deal with their illnesses, which could have positively influenced
enablement outcomes.>? In both FHUs, most people had maintained a continuous relationship with the same GP for over
ten years. This long-term continuity likely contributed to the consolidation of the doctor-patient relationship and
promoting greater enablement in health and life. Numerous studies affirm that the cornerstone of enablement lies in
a strong doctor—patient relationship, and that enablement is increasingly and intrinsically linked to the doctor’s empathy
and communication skills than solely to clinical management.'”*"*** Some studies have also evaluated patient
enablement patients using PEI at different time points (eg, immediately after the consultation and then several months
later) and concluded that PEI scores tend to be higher immediately after the consultation with their GP.*>*¢

In this study, the questionnaire was carried out immediately after the consultation, which may have contributed to
higher enablement scores. In relation to the PEI score obtained by the doctors (PEI = 6), it is possible that the
participating GP/FM doctors tended to be modest or humble in their enablement evaluations, consistent with the
literature.'*

In the studies by McKinstry B. et a
patients’ PEI scores and the doctors’ predictions. One possible explanation for this may be that doctors may be more

113 114

and Cannon B et al * a similarly weak correlation was observed between

critical of their own performance than patients are, thereby producing lower enablement scores.

Limitations
This was a cross-sectional observational study based on a convenience sample, with the inherent limitations that such
sampling entails. Consequently, it is not possible to extrapolate or generalise the results to other populations or contexts.
A larger sample size would have been necessary to obtain more robust and generalisable findings. Similarly, the non-
randomized sample of general practitioners was small, comprising only 16 participants, and it can be concluded that they
were not representative of the broader GP population. Another limitation relates to patient selection, as participants were
invited by their own doctors, introducing the potential for selection and social desirability bias.

The PEI scale is short and precise (Figure 1). However, there may be some possibility of bias in its interpretation,
either by doctors or patients.

Implications for Clinical Practice and Future Directions

For future studies, efforts should be made to explore what people and doctors consider to have the greatest influence on
enablement, using qualitative methodologies. It would also be valuable to examine how enablement evolves over time,
through longer-term follow-up studies and evaluations at different time points (eg, post-consultation, 3 months, 6 months).
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In terms of treatment adherence, continuity of care, or shared decision-making, we can assume that, since results of
patients and doctors concluded that patients felt more enabled after the consultation, these variables would also be
expected to be positive. Would be interesting to see whether more enabled people adhered more to the proposed
treatment or not.

In line with this, other challenging area for investigation is whether individuals with higher levels of enablement
actually achieve better disease control and how this might impact healthcare utilisation in primary care settings.
Increasing attention is being paid to the potential link between health enablement with lower healthcare costs.
However, there are currently few studies directly examining the economic impact of patient enablement.

Conclusion

GPs are increasingly focusing on the doctor-patient relationship as a way of promoting patient enablement and
recognising the benefits it can bring to the management of chronic illnesses. Enhancing enablement is becoming a key
determinant of success in general practice.

Our results show being male and professionally active was associated with higher enablement scores.

This study has demonstrated that there was little agreement between patients’ and doctors’ assessments of enablement
following the same consultation, doctors responding on how they thought patients had responded. Overall levels of
patients enablement after consultations with their GP/FM were high. This may be due to intrinsic characteristics of the
studied population and to accessibility and continuity of care. The results could inform doctor’s communication training
strategies to better empower patients and also future research on how both patients and doctors perceive enablement, as
well as its impact for health policies. It would be interesting for future research/training interventions to focus on
improving family doctors’ ability to detect patient enablement by using more self-assessment tools after consultations.

The art of medicine relies on the ability to recognise and respect individual differences and to treat each patient as
a unique individual. Empathy and effective communication are central to this relationship and may play a critical role in
enhancing patient enablement.
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