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PENDAHULUAN

a. Definisi Penyakit Kronis
Penyakit kronis adalah kondisi kesehatan yang berlangsung lama (lebih dari enam
bulan) dan memerlukan perawatan berkelanjutan.

Penyakit ini sering berkembang secara perlahan dan dapat berdampak signifikan pada
kualitas hidup pasien.

Contoh penyakit kronis meliputi:
§ Diabetes Mellitus
§ Hipertensi
§ Penyakit Jantung
§ Penyakit Paru Obstruktif Kronis (PPOK)
§ Kanker
§ Stroke

PENDAHULUAN

b. Peran Perawat dalam Manajemen Penyakit Kronis
Perawat memiliki peran penting dalam merawat pasien dengan penyakit kronis, antara
lain:
§ Memberikan edukasi kesehatan
§ Membantu manajemen gejala
§ Memberikan dukungan psikologis dan emosional
§ Mengkoordinasikan perawatan pasien
§ Menjadi advokat bagi kebutuhan pasien

Model Keperawatan dalam Manajemen Penyakit Kronis

a. Model Perawatan Penyakit Kronis (Chronic Care Model – CCM)
Model ini digunakan untuk meningkatkan kualitas perawatan pasien dengan penyakit
kronis. Komponen utama CCM meliputi:
q Dukungan Manajemen Diri – Membantu pasien mengambil peran aktif dalam

mengelola penyakit mereka.
q Desain Sistem Pelayanan – Mengoptimalkan peran tenaga kesehatan dalam tim

perawatan.
q Dukungan Pengambilan Keputusan – Menggunakan panduan berbasis bukti untuk

meningkatkan perawatan pasien.
q Sistem Informasi Klinis – Pemanfaatan rekam medis elektronik untuk pemantauan

pasien.
q Sumber Daya Komunitas – Menghubungkan pasien dengan layanan dukungan di

masyarakat.
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Model Keperawatan dalam Manajemen Penyakit Kronis

b. Pendekatan Holistik dan Berpusat pada Pasien
q Aspek Biologis – Pengelolaan gejala, kepatuhan obat, dan perubahan gaya hidup.
q Aspek Psikologis – Menangani stres, kecemasan, dan depresi akibat penyakit kronis.
q Aspek Sosial – Melibatkan keluarga dan sumber daya komunitas dalam perawatan.
q Aspek Spiritual – Memberikan perawatan yang sensitif terhadap budaya dan

kepercayaan pasien.

Peran Perawat dalam Manajemen Penyakit Kronis

a. Promosi Kesehatan dan Pencegahan
Perawat berperan dalam edukasi dan pencegahan penyakit dengan:
q Mendorong pasien untuk berhenti merokok
q Mempromosikan pola makan sehat dan aktivitas fisik teratur
q Mengajarkan teknik manajemen stres
b. Deteksi Dini dan Pemantauan
q Melakukan skrining dan identifikasi faktor risiko
q Memantau perkembangan penyakit dan mendeteksi komplikasi lebih awal
c. Manajemen Gejala dan Pengobatan
q Mengajarkan pasien cara mengelola gejala penyakit mereka
q Memastikan kepatuhan pasien terhadap terapi obat
q Menangani efek samping obat

Peran Perawat dalam Manajemen Penyakit Kronis

d. Edukasi Pasien dan Pemberdayaan
q Melatih pasien dalam strategi manajemen mandiri, seperti pemantauan gula darah

pada diabetes atau tekanan darah pada hipertensi
q Meningkatkan keterlibatan pasien dalam pengambilan keputusan terkait perawatan

mereka
e. Perawatan Paliatif dan Akhir Hayat
q Memberikan perawatan untuk mengurangi rasa sakit dan meningkatkan

kenyamanan pasien
q Mendukung pasien dan keluarga dalam proses pengambilan keputusan terkait

perawatan akhir hayat

Penyakit Kronis Umum dan Intervensi Keperawatan

a. Diabetes Mellitus
q Pemantauan kadar gula darah dan terapi insulin
q Edukasi tentang pola makan sehat dan olahraga
q Pencegahan komplikasi seperti neuropati dan retinopati
b. Hipertensi (Tekanan Darah Tinggi)
q Edukasi tentang diet rendah garam dan olahraga rutin
q Pemantauan kepatuhan terhadap pengobatan
q Teknik manajemen stres
c. Penyakit Paru Obstruktif Kronis (PPOK)
q Pelatihan teknik pernapasan dan terapi oksigen
q Mendorong pasien untuk berhenti merokok
q Manajemen infeksi pernapasan

Penyakit Kronis Umum dan Intervensi Keperawatan

d. Penyakit Jantung
q Pemantauan tanda vital dan gejala gagal jantung
q Mendorong rehabilitasi jantung
q Edukasi tentang perubahan gaya hidup dan aktivitas fisik
e. Kanker
q Manajemen efek samping kemoterapi dan radioterapi
q Dukungan emosional dan psikososial
q Perawatan nyeri dan paliatif

Tantangan dalam Keperawatan Penyakit Kronis

q Ketidakpatuhan Pasien – Beberapa pasien mengalami kesulitan dalam menjalani
terapi secara konsisten.

q Beban Emosional dan Psikologis – Penyakit kronis dapat berdampak pada
kesehatan mental pasien.

q Hambatan dalam Sistem Kesehatan – Keterbatasan sumber daya dan koordinasi
layanan kesehatan.

q Kelelahan Caregiver – Stres pada keluarga dan pengasuh pasien.
q Kendala Finansial – Biaya tinggi untuk perawatan jangka panjang.
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Compliance and Chronic Disease
PEARL S. GERMAN

SUMMARY The shifting demographics of the population and increasing skill in treatment of
chronic disease in this country have combined to make compliance a topic of greater salience than ever
before. General issues of compliance are a necessary background to specific issues of compliance with
regimens for single diseases such as hypertension. The definition of compliance continues to be
modified, and examination of past work reveals certain consistencies in studies of compliance. Non-
compliance is higher in chronic conditions, in activities requiring change in life-style, and in clinician-
initiated visits. Noncomprehension of instructions is held to be the most frequent cause of noncom-
pliance. Noncompliance is a threat to the course of treatment, increases unnecessary diagnostic
procedures, and confounds evaluation of effectiveness. Factors related to compliance have been
identified with regard to certain patient and disease characteristics, amount of support hi the immedi-
ate environment, and the nature of the doctor-patient relationship. Older patients are often at greater
risk in understanding regimens because clinicians educate this group less often, because symptoms are
misunderstood by both patient and provider, and because of greater complexity in both conditions
that are being treated and number of drugs and other aspects of treatment required. Methods of
improving the doctor-patient relationship have been urged most recently as a means through which
compliance can be Increased. (Hypertension 11 [Suppl II]: II-56-II-60, 1988)

KEY WORDS • compliance • elderly • chronic disease • doctor-patient relationships

THE formidable success of the health care sys-
tem in the control of infectious disease makes
it certain that ongoing emphasis will be on the

improvement, maintenance, rehabilitation, and pallia-
tion of chronic conditions. Further, this particular fo-
cus in health care will be relevant for an increasing
number and proportion of the population and over
longer periods of time. The changing epidemiological
picture ensures that we will continue to keep a greater
number of chronically ill people alive for longer per-
iods. '"3 This has implications not only for clinical prac-
tice but for research, teaching, and policy and plan-
ning. In clinical practice and in research, particularly,
the accelerating concentration on chronic disease and
its treatment makes the consideration of compliance
unavoidable as a crucial issue in care and its evalua-
tion.

This report, in reviewing general issues in compli-
ance, serves as the background necessary for more
specific applications of compliance, that is, compli-
ance in hypertension therapy. With this as an objec-
tive, an overview is presented of the past work on
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compliance in general, including discussion of the dif-
ferent aspects or discrete elements of the concept. In
the process, some support will be offered for the asser-
tion that compliance is an essential part of chronic
disease treatment.

Definition of Compliance
There has been dissension over the word compli-

ance, and it is disliked by many clinicians, research-
ers, and patients because of the authoritarian ambience
it radiates. Sackett and Haynes4 in their landmark work
on compliance comment on this but in the end reject
the broader "therapeutic alliance" because they feel it
is cumbersome. Despite the recognized controversy,
they suggest that a working definition of compliance
should be and is in their work "the extent to which the
patient's behavior (in terms of taking medications, fol-
lowing diets or executing other life-style changes) co-
incides with the clinical prescription." They added "no
matter how it was generated."4 But there is an addition-
al dimension to compliance considered essential by
many, and that includes some concept of joint respon-
sibility, and this dimension has been in evidence in-
creasingly over the years that followed the McMaster's
Conference,5 which gave birth to the Sackett and
Haynes work on compliance cited previously. Wheth-
er this change, adding mutuality to responsibility, has
been fueled by the increasingly litigious nature of
medical practice is certainly a question that might be
raised. However, this is not the only impetus to this
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Barriers to accessing health care for people 
with chronic conditions: a qualitative interview 
study
Tanja Schwarz1, Andrea E. Schmidt2*, Julia Bobek3 and Joy Ladurner4 

Abstract 
Background: There is a growing interest in redesigning healthcare systems to increase access to and coordination 
across care settings for people with chronic conditions. We aim to gain a better understanding of the barriers faced by 
(1) children with chronic bronchial asthma, (2) adults with non-specific chronic back pain, and (3) older people with 
pre-existing mental illness/es in Austria’s fragmented social health insurance system.

Methods: Using a qualitative design, we conducted semi-structured interviews face-to-face and by telephone with 
health service providers, researchers, experts by experience (persons with lived/ personal experience, i.e., service 
users, patient advocates or family members/carers), and employees in public health administration between July 
and October 2019. The analysis and interpretation of data were guided by Levesque’s model of access, a conceptual 
framework used to evaluate access broadly according to different dimensions of accessibility to care: approachability, 
acceptability, availability and accommodation, affordability, and appropriateness.

Results: The findings from the 25 expert interviews were organised within Levesque’s conceptual framework. They 
highlight a lack of coordination and defined patient pathways, particularly at the onset of the condition, when seek-
ing a diagnosis, and throughout the care process. On the supply side, patterns of poor patient-provider communi-
cation, lack of a holistic therapeutic approach, an urban-rural divide, strict separation between social care and the 
healthcare system and limited consultation time were among the barriers identified. On the demand side, patients’ 
ability to perceive a need and to subsequently seek and reach healthcare services was an important barrier, closely 
linked to a patient’s socio-economic status, health literacy and ability to pay.

Conclusions: While studies on unmet needs suggest a very low level of barriers to accessing health care in the Aus-
trian context, our study highlights potential ‘invisible’ barriers. Barriers to healthcare access are of concern for patients 
with chronic conditions, underlining existing findings about the need to improve health services according to 
patients’ specific needs. Research on how to structure timely and integrated care independent of social and economic 
resources, continuity of care, and significant improvements in patient-centred communication and coordination of 
care would be paramount.

Keywords: Healthcare access, Barriers, Chronic conditions, Multimorbidity, Integrated care, Asthma in children, 
Chronic back pain, Mental illness, Older people, Austria
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Background
Barriers to accessing health and social care represent 
a key factor in causing health disparities. Regardless 
of their age, people with chronic conditions often face 
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Arah Masa Depan Keperawatan dalam Penyakit Kronis

q Telemedicine dan Pemantauan Jarak Jauh – Pemanfaatan teknologi digital dalam
perawatan pasien.

q Model Perawatan Terintegrasi – Kolaborasi multidisiplin untuk meningkatkan
efektivitas perawatan.

q Pengobatan yang Dipersonalisasi – Perawatan yang disesuaikan dengan
karakteristik unik pasien.

q Program Berbasis Komunitas – Perluasan layanan manajemen penyakit kronis ke
tingkat masyarakat.
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Kesimpulan

q Perawat memiliki peran penting dalam perawatan pasien dengan
penyakit kronis, baik dalam aspek pencegahan, pengelolaan, maupun
dukungan psikososial.

q Pendekatan holistik dan berbasis pasien sangat penting untuk
meningkatkan kualitas hidup pasien dengan penyakit kronis.
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